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Medical Record Documentation
Policy

A complete, legible and accurate hardcopy and/or electronic medical
record will be maintained for every individual who is evaluated or treated
as an inpatient, outpatient, or emergency patient at UTMB. The
electronic medical record (EMR) must be used for documentation in all
areas where implementation has been completed.
 Medical record entries must be completed in a timely manner.
Entries should be made when the treatment described is given or
the observations to be documented are made, or as soon as
possible thereafter.
 All entries should be timed (military preferred) and dated (day,
month and year).
For more specific documentation requirements, please refer to the
booklet “The Medical Record and Health Information Management
Services” published by the Department of Health Information
Management and the Medical Staff Bylaws, Rules and Regulations.

Guidelines

Legibility
1. All entries must be legible, including handwritten/electronic
signatures.
2. Black ink is recommended for hardcopy medical record entries.
Patient Identification
1. Every page in the medical record or electronic medical record
screen must be identifiable by patient name and complete medical
record number (including the alpha suffix). It is preferred that
this information be available on both sides of a document.
2. If the Department of Health Information Management (HIM)
receives documents with incomplete, illegible and/or missing
patient identification, an attempt will be made to properly identify
the patient. Documents successfully identified will be
incorporated into the medical record.
Documents on patients who cannot be identified will be returned
to the originating areas. If the originating area cannot be
identified, HIM will forward the documents to the appropriate
clinic/nursing administrator for resolution. Upon receipt one of
the following will occur:
o The patient will be identified, demographic information
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Guidelines,
continued

o added and the document returned to HIM for filing; or
o If the patient cannot be identified, the document will be
properly discarded.
Content
1. For patient safety reasons, abbreviations should be used
cautiously. Medical Abbreviations by Neil M. Davis may be used
as a guide. Abbreviations listed on the Prohibited Abbreviations
List may not be used in the medical record.
2. Signatures will include first name or initial, last name, and
employment (e.g., JMS) or licensure status (e.g., M.D.); initials
alone are not acceptable. In addition, physicians should include
their physician number when using a handwritten signature.
3. For authenticating electronic medical record documentation,
electronic signatures may be used.
4. Every blank space or field should be filled in (e.g., both negative
and positive test results should be recorded, and “not applicable”
indicated when appropriate.
5. Only relevant, objective information should be documented
in the medical record. Extraneous information and subjective
characterizations of events should not be documented
6. New documentation should not be added to a page printed from
an EMR. If new documentation is needed, a new note/report
should be added in the EMR or paper legal medical record.
Time Documentation
1. All entries must be timed (military format) and dated (day, month
and year).
2. Medical record entries must be completed in a timely manner.
Entries should be made when the treatment described is given or
the observations to be documented are made, or as soon as
possible thereafter.
3. An entry should never be made in advance.
4. If an entry is made in the hardcopy medical record
retrospectively, it must reflect the date and time the entry is
actually made. Note the reason for the late entry, and sign with a
full signature.
Copy and Paste
Certain risks are inherent in the use of “copy and paste”. Used
inappropriately, this tool can negatively affect documentation
integrity,
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Guidelines,
continued

adversely impact patient care, and damage the trustworthiness of the
record for medical and legal purposes.
Copying information may be appropriate when it is:
 Based on external sources, such as basic demographic
information;
 Clearly and easily distinguished from the original data entry; or
 Does not become a part of the medical record until after
undergoing a re-authentication process.
Whenever the copy function is used, a double check is critical to ensure
documentation is in the correct patient’s record, all information has been
updated, and any unnecessary or redundant information has not been
copied.
Document Corrections
When an error is made in a handwritten medical record entry, the
information may not be obliterated or otherwise altered by blacking out
the entry with a marker, using white out, writing over the entry, etc. If
the error is made when making an entry, draw a single line through the
error only, leaving the remainder of the entry documented. If an error is
noted after the entry is completed, the following procedure should be
used:

1. Draw a single line through entry. The inaccurate information
2.
3.
4.
5.

should still be legible;
Write “error” near the note;
Enter the current date and time of the new entry;
Document the correct information; and
Sign the entry.

When a pertinent entry was missed, not written in a timely manner, or
requires clarification, the following procedure should be used:

1. Complete the new entry as soon as possible after the original
documentation;
2. Identify the new entry as a “late entry,” “addendum,” or
“clarification entry”;
3. Enter the current date and time;
4. Identify or refer to the date and incident for which the late entry,
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Guidelines,
continued

5. If late entry is used to document an omission or clarification,
identify any sources of information to support the late entry,
addendum or clarification; and
6. Sign the entry.
There is no time limit to write a late entry; however, the more time that
passes, the less reliable the entry becomes.
EMR information cannot be altered after it is electronically signed or the
document is accepted (closed). In order to make corrections, addendums
or clarification to EMR entries, please follow the appropriate manual
chart correction processes.
Loose Medical Document Handling
Hardcopy medical record documents approved for inclusion in the
official medical record are to be either completed and forwarded to HIM
to be filed in the paper record, or scanned into the EMR via MyUTMB,
thus making this information available to any health care provider within
either 8 working days of an outpatient encounter or 2 days of an
inpatient’s discharge.
Within 36 hours of receipt of paper documents by the HIM, the
documents will be filed into the appropriate section of the paper medical
record.
Once an official medical record document is added to a paper medical
record it should not be removed except by a trained HIM employee.
Documents will only be removed if one of the following has occurred:

1. The document was filed in the wrong patient’s record;
2. The document is a duplicate of an original that is already
3.
References

contained in the record; or
The document is not an approved medical record document (e.g.,
financial data).

IHOP 6.1.12 Disposal of PHI
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