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GUIDELINES FOR MAKING RECORD ENTRIES

Purpose:
To establish procedures regarding routine documentation in the clinical record.

Definitions: 
Not applicable

Procedure:

1. Only direct service personnel, physicians, supervisors involved directly or indirectly in the delivery of services to a consumer, and clinical support staff are allowed to make entries in the clinical record.

2. All entries in the record are legible.

3. All entries in the clinical record are made with a black, nonerasable, ballpoint pen, or typed.  Pencils or felt-tipped pens are not to be utilized.

4. All entries in the record are not to be altered by using opaquing fluid (e.g. liquid paper or white out), erasures, or other means of obliteration.

5. Errors are corrected by drawing a single through the error, making sure the inaccurate information is still legible.  Write the word “error” above it; initial the error; note the date, if the correction was made after the date of entry; and enter the correct information legibly above the entry or in the margin.

6. All entries in the record are written in chronological order.

7. All entries are complete and documented in a timely manner using the D.A.P format (D=Data, A=Assessment, P=Plan).  Documentation shall be concise with sufficient information to serve as a basis for treatment planning and implementation, and for communication among service providers.

8. Service Coordination has allowed us to provide summary note documentation after an initial service note has been written.  This summary note is documented weekly or monthly depending on clinical direction.  Other documentation is done immediately or the following day.

9. To keep others from adding information, never skip lines between or leave spaces within entries or after entries.  Include signature and title directly after the entry.  “X” out (with one large X) or line out (with one straight line) any unused portions/lines on a page.  This also protects the writer of the entry.

10. All blank spaces on record forms are filled in.  When necessary, use “unknown”, “not applicable”, or “not obtained”.

11. All entries in the record will be authenticated by the date, staff’s legal signature, first and last name (not signature stamp), and the identified by titles, indicating the professional discipline or staff position, and must be legible.

12. To ensure confidentiality, clinical records will not contain the name of other consumers served.  Case numbers will be utilized when referring to other consumers.  When a consumer’s name is inadvertently used, it will be corrected using the error correction procedure noted above.  The use of individual staff name(s) and family member names can be documented by name in the record but should be used with good judgement.

13. Only facility approved abbreviations and symbols are to be used in the clinical record.

14. The consumer’s name and case number must appear on each page (front and back) of the record.

15. Late entries are to be made in the same manner as regular entries with the addition of the words “LATE ENTRY” under the date of the entry.  Late entries are to be the exception and not the norm for making entries.


