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	Documentation of Care


Definition/Purpose: Documentation of all aspects of patient care is necessary to record and communicate the history of the patient’s experience, to chronicle delivery of services/treatment, to report response to care, to promote continuity among providers, and to support medical necessity for reimbursement.
Personnel Responsible: All members of the health care team

Policy: Documentation of identifiable information is a necessary and fundamental component of care that assures communication between health care providers, and an accurate history of the patient’s experience. It also provides support and evidence of care delivered for payers. At this time, patient information is transmitted and stored in a wide variety of ways. Ultimately, data are stored in a manual record (hand-written hard copy). 

Documentation must be systematic, complete, and part of the patient’s routine care provided by the health care team.

As the medical record contains sensitive personal information, all staff are required to comply with Health Insurance Portability and Accountability Act (HIPAA) guidelines. Confidentiality and security must be maintained at all times.  

It is the responsibility of the clinical staff to maintain current understanding of the billing and coding regulations pertinent to cancer care.

Required elements of documentation: 

Medical records must contain sufficient information to identify the patient, support the diagnosis, justify the treatment, document the care provided and results obtained, and facilitate continuity of care.

Each medical record should contain, as applicable:

· The Patient Information Form will include the name, age, birth date of the patient. The names, addresses, and phone numbers of the parents or any legally authorized representative. The Patient information Form will also include the employment information and insurance information of the responsible party. (A copy of this form will be attached to this policy)

· The Progress Note will include in every visit: the height (cm) weight (kg), temperature, pulse, respiratory rate, blood pressure and pain level of each child. Because of this particular subspecialty, blood pressures must even be documented in infants. If there is difficulty obtaining an infant’s blood pressure the M.D. must be notified and documentation must be completed as to the reason why a B/P was not obtained.

· The Progress note will include the original diagnosis followed by any new problems and numbered as e.g.: 1.Pre B ALL 2. Cough 3. Fever x 3 days

· The Progress Note will include any diagnostic and therapeutic procedures, tests, and results (actual copies of any tests or procedures should also be in the chart)

· The Progress Note will include the full name, dosage and frequency of any medications the patient may be taking.

· The Nursing Note documents periodic reassessments and follow up provided that does not require the physician i.e. lab draws.

· Consultation reports, or hospital Discharge summaries.

· Evidence of informed consent for procedures or treatments when required by organization policy

· Diagnostic and therapeutic orders

· Evidence of known advance directives

· HIPAA Forms

AUTHORIZATION, BILLING AND CODING

Coding and Billing: 

Coding and billing are necessary to maintain ethical business practice and to provide patients and their payer’s evidence of services delivered. Coding and billing guidelines are updated and reviewed on a continual basis to ensure appropriate practice compliance and equitable payment for service. It is the responsibility of the clinical staff to maintain current understanding of the billing and coding regulations pertinent to oncology care.

Authorization for treatment:

· If a new patient is referred from a doctor’s office, it is the responsibility of the referring office to obtain authorization.

· When a patient is referred from a hospital for follow-up, the authorization will be the responsibility of CCA. When authorization is received an appointment will be made for the patient.

· Authorization for outpatient procedures will be obtained by CCA prior to scheduling the procedure.

· Authorization for admissions to the hospital for inpatient care is the responsibility of the receiving hospital.

A LIST OF THE MOST COMMON CODES REQUIRED FOR AUTHORIZATION AND BILLING IS ATTACHED TO THIS POLICY AND PROCEDURE.

All patient care is documented and coded following the Medicare Centers for Medicare & Medicaid Services (CMS) guidelines using International Classification of Diseases, Ninth Edition (ICD.9) diagnosis codes and current procedural terminology (CPT) procedural codes for every patient encounter. After each visit, a hand-written encounter form is submitted to the billing department, or electronic documentation is used to assign the codes and transmit the information automatically to the billing system.  
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