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CONTROL OF TIIE MANUAL

The authority over control of this manual is as follows:

The procedure manual with original signatures of the above on the title page is considered as 'Master

Copy', and the photocopies of the master copy for the distribution are considered as 'Controlled Copy'.

The Master copy will be sealed as 'Master Copy' and Controlled copies will be sealed as 'Controlled

copy'

Distribution List of the Manual:

Sl. No. Designation

I Director

2. Accreditation Coordinator

3. In-charge - Medical Record Department

The holder of the copy of this manual is responsible for maintaining it in good and safe condition and in

a readily identifiable and retrievable mode.

The holder of the copy of this Manual shall maintain it in current status by inserting latest

and when the amended versions are received.

In charge- Medical Record Department is responsible for issuing the amended copies to

the copyholder should 'acknowledge the same and he /she should return the obsolete

charge.

Preparation Issue

In charge MRD Director Accreditation coordinator
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If amendment regarding any point is required, the person who prepared the manual should contact the

Quality Coordinator, prepare the amendment and get approval from approval authority. It should be

attached to the Master copy and details to be entered in its amendment sheet. Qualiry Coordinator is

responsible for issuing copy of amendment(s) to the controlled copyholder and he/she should

acknowledge the same. Qualrty Coordinator should also enter the amendment details in the amendment

sheets provided in the controlled copy.

The manual is reviewed once a yeat and is updated as relevant to the hospital policies and procedures.

Review and amendment can happen also as corrective actions to the non+onformities raised during the

self-assessment or assessment audits by NABH.
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I.O INTRODUCTION

The mission of rhe Medical Department is to develop, implement and continually improve the safe,

confidential, systemic and effective method of receiving, filing storing, retrieving and discarding the

medical record of the patients admitted for the treatment in accordance to the legal requirements. A

medical record is the chronological documentation of health care and rnedical treatrrent given to a patient

byprofessional members of the health care team. It is an accurate, prompt recording of their observations

including relevant information about the patient, the patient'$ progress and the rezults of the treatment.

The Department forms an integral part of the Amala Hospital, forming the base station for all the medical

records. Medical record keeping is helps in analyzing the medical care, research base, a source of back

reference in case the patient seeks the care in the same hospital or the need for review of the disease

suffered or medication given is there in case the patient is taking services in some other health care set

up thus forming a continuity of care.

2.0 DEFI1VTION

Medical Record: Medical record is a compilation of pertinent facts of a patient's life and health history,

including past and present illness and ffeaftnent, written by healthcare professionals contributing to the

patient care.
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3.0 DEPARTMENTAL HIERARCTTY

DIRECTOR
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M EDIGALRECORDSCON SU LTANT

T EDTGALRECORDSOFFIGER

MEDIGALREGORDS
ATTENDER

ASSISTANTEXECUTIVE/
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4.0 COMPETENCY MATRIX

Experience

(Years)

QualificationDesignationsl.

No.

Name ofthe

Staff

35 YearsB.Com, DMRM, PGDHA,

PGHIM, MBA, PhD.

Dr. Joju V. Antony Medical Records Consultant1

4 yearsB Sc. Biotechnology, M.

App. M Sc. Medical

Documentation

Medical Record Officer2 Sruthi Prakash

2 yearsB.Com, Medical CodingAnuCK MRD Assistant Executivea
J

21 yearsPDC, TallyMRD Attender4 Sandhya C D

19 yearsPlus Two, ANMLincy KD MRD Attender5

Plus Two, BSS Hospital

Doc. & Record Keeping

16 yearsMRD Attender6 JessyC L

17 yearsMRD Attender ANM,BSS Hospital Doc. &

Record Keeping

7 Ambily P H

17 yearsMRD Attender FDC, Degree8 Rajani T K

16 yearsB.Com, BSS Hospital Doc.

& Record Keeping

Annie Paul MRD AttenderI

16 yearsMRD Attender Plus Two, BSS Hospital

Doc. & Record Keeping,

ANM

10 Sujitha K S

16 yearsPlus Twoll Prabha Rajesh MRD Attender

PDC,B.Com 15 yearsMRD Attender12 Beena C R

14 yearsPlus Two, BSS Hospital Doc.

& Record Keeping

13 Greeshma K G MRD Attender
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I4 Jonsy Joseph MRD Affender SSLC, ANM,BSS Hospital

Doc. & Record Keeping

16 years

l5 Julee O F MRD Attender Plus Two, BSS Hospital Doc. &

Record Keeping

l6 years

r6 Saraswathy T K MRD Attender PDC, Comp Info ware Course l6 years

t7 shiji c J MRD Attender Plus Two 14 ycars

18 Soumya M S MRD Attender Plus Two, BSS Hospital Doc. &

Record Keeping

15 years

19 Gincy P L MRD Attender SSLC l5 years

20 Rosily E V MRD Attender BA Hindi, BSS Hospital Doc

& Record Keeping

15 years

2l Sarika N N MRD Attender Plus Two 15 years

22 Sinitha C O MRD Attender SSLC 13 years

23 siji K G MRD Attender Plus Two 14 years

24 Liji c v MRD Attender SSLC 12 years

25 Neethu M S MRD Attender SSLC 12 years

26 Smitha Joseph MRD Attender Plus Two 13 years

27 Sanchana C S MRD Attender PDC l2 years

28 Annie C K MRD Attender SSrc 10 yearc

29 Aji Mathew MRD Attender Plus Two 10 years

30 Manila P R MRD Attender SSLC 2 years

31 Jiljy Jose MRD Attender Plus Two 1 year

32 Saumia K V MRD Attender Plus Two
co

3j'

Prepared By Veritu By Approved By Issued By-:52

Ms. Sruthi Prakash
MRD In-charge

Ms. Susmi Alphonsa Kurian
Quality Coordinator

Fr. Deljo Puthoor CMI
Accreditation Coordinator

Fr. Julious Arakkal CMI
Director

;#s- .for,^.' -:.t,JJ!.6 A--rla,*{



$Amala
MEDICAL RECORDS

DEPARTMENT MAIIUAL

Doc. No. AIMS/DM/MRD-52
VersionNo 02

Rev No. 05

Rev Date t0lM12025

Page Page 14 of50

5.0 STAFF PATTERN:

There are 3 Medical Record Department Rooms

1. ChavaraBlockMR.D

2. Devamatha Annex Block MRD

3. Sacred Heart Block MRD

Total no. of staffis 32 including MRO.

Chavara Block MRD Sta{Iing Pattem

Medical Record Officer

Medical Record Consultant

MRD Assistant Executive/Coder

MRD Attender for Indexing Purpose

Others

Devamatha Annex Block MRD Staffing Pattern

Sacred Heart Block Oncology MRD Staffing Pattern

Night only at Chavara Block MRD

6.0 LIST OF SERVICES PROVIDED:

1. Storing of Fatient files

2. Processing of Patient's file

3. Checking of Deficiency in Patient's file

4. Preparation of Statistics

5. Retrieval of Records

l3

I

I

I

I

9

7

3

3

oFM

2
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6. Release of lnformation

7 . Support of trgal Proceedings and Medical lrgal Protection

7.0 DUTIES AND RESPONSIBILITIES:

MEDICAL RECORD CONSULTANT
r To establish, organize and manage medical record department with appropriate systems to provide

an effective service in the hospital.

o To develop policies and procedures relating to the MRD in accordance with the Health Directorate.

o To review the medical records of the patients to ensure that they include all important documents

and patient information.

o To cooperate with the medical, nursing and other staffin completing patient medical records.

o To prepare monthly statistical reports concerning the hospital activities carried out, and to submit to

concerned authorities any suggestions for improvements.

r To observe professional ethics and to protect the confidentiality of information from authorized

person; to keep medico legal records under safe custody.

o To select appropriate personnel for the MRD and train them for performing their jobs efficiently.

o To implernent infornration te*hn'ology {Comprter application) for the effectiw finrctioning of th€

registration systems to collect clinical and administrative statistics.

o To supply patient files in accordance with the established procedures for medical care, medical

education, medical training, medical care evaluation management, and legal purposes.

o To cooperate with the medical, nursing, head of departments, patients, health agencies, other

hospitals, and legal authorities for smooth and efficient functioning of the hospital in general and

the medical record department in particular.

o To zupervise the work of MRD staff.

r To carry out other duties and firnctions related to Medical Record Services as

immediate chief.

i-n;;-
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MEDICAL RECORD INCHARGE

o Plans, Organize, direct, coordinates and supervises the operation of medical record unit and

other administrative and medical office support activities.

o Development and implements policies and procedures relating to the management, retention and

storage of medical records.

o Supervises, directg frains and assigns the work of clinical, nredical records and other

assigned stafI, either directly or through subordinates and supervisors and lead staff.

o Evaluate employee performance and recommends employee selection, initiate disciplinary

action and other personnel activities.

r To establish, organize. manage a MRD with appropriate system to provide an effective service

in the hospital.

o To develop policies and procedures relating to MRD in accordance with the legal or

Crovernment policies.

o To review the medical records of OP and IP to ensure that they include all important documents

and pertinent information.

o To cooperate with the medical, nursing and other staffs in completing patient medical records.

r To assist in quality assurance utilization review, infection control and other committee

and programs.

. To prepare monthly statistical report conceming the hospital activities carried out and to submit

to concerned authorities and suggestion for inaprovemant.

o To ensure confidentialityof information.

o To effectively control the movement of the patient files to achieve a unit record system and

protect medical records in accordance with the policies relating to preservation and destruction.

Interdepartmental relations relating to the patient flow, maintenance and

other documents like nursing, laboratory, radiology,

social service and doctors.

Plan, develops and administers health information system for Consistent

a

medical
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with standards of accrediting and regulatory agencies and requirements of health care systems.

o Develops and implements policies and procedures for documenting, storing and retrieving

information and for processing medical legal documents, insurance data and correspondence

requests in conformance with federal, state and local statutes.

o Coordinates medical care evaluation with medical staff and develops criteria and methods

for such evaluation.

. Prepare and conducts haining sessions in medical records maintenance, processing,

retention and release of the departmental staffs.

o Conducting Monthly Medical Record Audit Review Committee.

o Practice policies and procedures relating to confidentiality and the protection of personal and

sensitive data of patients, colleagues and others.

ASSISTANT EXECUTIVE

Responsible for record maintenance: Ensuring all medical records are complete and updated.

Checking for missing documents or reports and noti$ing concerned department

Medical Coding and Indexing: Review patient medical records to extract relevant information

and code with appropriate ICD-10 diagnosis codes and procedure codes according to the proper

codlog guidelines and regulations and is indexed for easy retrieval.

Release of lnformation: Veriff request for legitimacy, check consent and authorization,

coordinate with MRD staff, and ensure timely release.

Maintaining confidentiality: To safe guard the medical records with strict confidentiality and

ensuring no unauthorized access. Ensure that all records maintained are based on hospital

policy and legal standards.

Assisting Medical Records Officer: Assist for Audits, documentation

a

a

a

a

a

Regularly check records for erors or omission and follow up for

collection of statistical data and assisting for monthly statistics

a Basic Administrative Works: To do basic administrative works;

responding to official mails, photocopying and handles queries and R,SS
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Any other duties assigned by the Directors/HOD/In charge: Classifies and verifies coding of

diseases and operations in accordance with the coding of standard nomenclature and

classification systems.

MRD ATTENDERS

a

a

a

a

a

Responsible for filing and retrieval of medical records: Arranging & frling patients' records

systematically. Responsible for dispatch & retum of medical records to and from the concerned

OPD, wards, ED,ICU.

Responsible for record maintenance: Ensuring all medical records are complete and updated.

Checking for missing documents or reports and notiffing concemed department. To cross-cheek

and ensure all issued case sheets are returned to MRD, includes hacking and clearing missing

files.

Transporting files: Deliver files to OPDs, wards, OP to OP cross consultations, departments and

MRD. Keep track ofmedical records taken out and retumed.

Indexing: Review patient medical records to extract diagnostic codes and index using proper

guidelines and regulations.

Maintaining Confidentiality: To safe guard the medical records with strict confidentiality and

ensuring no unauthorized access.

Assisting Medical Records Officer: Supporting senior staffin organizing and archiving records and

day to day activities in medical records department. Assist in preparing records for audits or

inspections.

Basic Administrative works: To do basic a&ninistrative works: Attendingphone calls,

photocopying, sorting arranging filing, handling queries and clarifications and other clerical tasks.

Maintain cleanliness and order in the records area. Report any missing or damaged files to the

MRO. Any other duties assigned by the Directors/F{OD/In charge. hospitals

\
.l

I

I

Rules & regulations and policies
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8.0 polrcrEs AND pRocEDURES (ArrLICABLE):

PI]RPOSE

e To document patient history assessment and treatment provided emphasizing on the events

affecting the patient during the current episode of care.

o To ensure identification and control of outpatient and in-patient medical records through

various stages ofpatient care.

o Compilation, classification and indexing of patient records to ensure continuity of care,

aiding administrative process and for legal purposes.

o Compilation and reporting of various hospital statistics relating to various hospital services and

outcomes.

SCOPE

o To define the overall policy of the hospital with regard to the process of managing patient

medical records

o Identification, issue and ensuring traceability of the medical records through various stages of
patient care in the hospital.

o Defining various processes of medical records management at the hospital.

. Filing and rekieving of both OP and IP records at both active and in-active record storage

areas.

. Compilation, reporting and filing of hospital statistics including daily census reports, service

utilization statistios, disease patterns and outeome analysis.

IDENTIFICATION OF RECORDS

A medical record has a unique identification number and for easy identification of
color codes are given for medical records.

o MLC records are identifies in red color folder

r IP records are in green color

o 0P records are in blue

Cat
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a Oncology records are maintained separately in rose color

(Consultants, Resident Doctors; Staff nurses ; Physiotherapist;

profe.*sionals)

PATIENT REGISTRATION

A central computerized registration system with 24 hours service is maintained for all

outpatients and inpatients.

o Seven digit hospital numbers are used for outpatients and inpatients. OP and [P charts are kept

together accudingto Hospital number. Every sheet in the medical record shall have this unique

identifier.

o The important identification information for each new patient is registered in computer.

. Reglstration eard is given to each new patienl The organizatios has a cornplete and a€curate

medical record for every patient.

ENTRIES IN MEDICAL RECORDS

o Or$anization has a written policy that authorizing who can make entries and the content of

entries.

. Only authorized staff shall enter the details in the respective areas in the case sheet.

o The medical records are assembled in chronological order (from admission to discharge) in the

medioal record.

. All entries in the patient medical records are signed, dated, timed and named.

o All entries should be documented immediately but no later than one hour of completion of the

assessment/procedure.

. All the entries are identified by the full name and signature of the author along with date and

time. Persons authorized to make entries in the medical records of the patients are: Doctors

records
oF ME,
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The details of format filling authority

FORMS NAME DOCTOR NURSE OTHERS

Medical ER / OP Form *

Medical and Pediatric H&P +

Medical (Progress Record, Reference Form,

Pre-Op.,{ssessment, OT Recor4 .Anesthesia

form, Consent forms, Medication Order etc.,

* +

Nursing (Nurses Daily Assessment, plan of

care, Monitoring Flow Sheet, Pre-op

checklist, Daily treatmenUActivity chart,

Vital Chart, Medication Administration,

firnctional Screening form etc.,

*

Deficiency Check list * * MRD Staff

Functional Physiotherapy Assessment Physiotherapist

End of life Care form * *

Nutritional Assessment * Dietician

o In case abbreviations are used, a standardized list ofapproved abbreviations shall be used throughout

the organization .For medications, error prone abbreviations are used.

. Only controlled forms and formats, which are approved by the management, shall be used by the

service providers for the medical records.

o Medical Records are iuranged in process oriented method. All medical

deficiency after the medical records reach MRD. e

)4
Legibility Standards when writing into the Medical Records

. firere are a nurribet of factors that contribute to effective nredical record

Hospital, the staff involved in the patient care process are expected to adhere to the

below.

records

o,

the
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a All records when being written must:

F Be facfual, concise and accurate

F Be written as soon as possible after the event occurred, providing current information on the care

and condition of the patient.

) Be accurately dated (day/monthlyear) and timed (using 24hov clock or clearly denoting AM / PM

when 12 hourclock is used)

F Identify the author of the entry by full name or by mentioning employee code number or with the

help of stamp or printing their name and signature on the first entry. A11 signatures must be

legible.

F In case of electronic based records, authorized e- signafure as per statutory requirements is kept.

) Be wriffen in blue indelible ink - do not vrite in pencil at anytime.

F Be written as neatly as possible so that others can read and understand the text.

)> Clear c-ommunication between those caring for the patient isessential.

F Be written in such a manner that any alterations or additions are dated, timed and signed in such a

way that the original entry can still be read.

P Never erase or use correcting fluid. If an error occurs in recording the information, the following

should be used: Strike through the entry with a single line, date and record the time the error was

corrected, and then make the correct entry and counter sign the enffry.

) Never alter entries retrospectively. If later discovered that something has been written as

inaccurate, misleading or incomplete, insert an additional note in the next available space as a

correction. Make it clear that the new note is a later amendment and that there is no attempt to

tamper with the original records. Remember to date and sign the later entry.

F Do not leave spaces between each entry.

F Do not use derogatory remarks, insulting comments or value

subjective comments whenever possible.

) Record accurately the information given to patients in

associated risks.

rather than

choices and
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) Be written in chronological order and each entry should provide evidence to determine each

healthcare professional who has been in contact with the patient or who is responsible for decision

making about the patient's treatment.

) Provide clear evidence of the care planned and any decisions made to and ensure the information

is written so it can be shared with the other appropriate Healthcare Professionals.

P Identiffproblems that arise with a patient's treatment and the action that was taken to rectiff them.

F Provide evidence of any discussions / conversations with the patient or family regarding the

patient.

) If a patient's history has been provided by a person other than the patient (e.9. a relative, caretaker,

ffanslator or police officer), record that person's name, status and if required their contact number.

P Investigation results must always be signed and dated by clinical staff within 24 hours of receipt.

They must not be filed into the notes unless they have been authoized,.

ISSUE OF INPATIENT RECORDS AI\D OUTPATIENT RECORDS

e If the patient is visiting the hospital for the first time a new outpatient record is created and issued to

the relevant department.

o On any subsequent visit the same Outpatient record of the patient is issued.

r All issued Outpatient records.are refi:rned to the Medical Record Oepartment on the sarne evening.

r [f any records are not retumed, the Medical Record Departrnent shall follow up the next day.

o Inpatient records are created for each admission.

o After a patient is discharged, the Inpatient records and Outpatient records are returned to the Medical

Record Departrnent.

PROCESSING OF PATIENTS RECORDS

Control of Medical Record Formats
r The Medical Records Officer is responsible for ensuring the control of the

various patient care units for documentation of patient care activities, which

of the patient.

by

record
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a

a

The Medical Record Officer shall maintain and update a List of Medical Records (Refer to annexure)

with the deails of the various records used by the hospital including record numbers, titles and

revision status.

The Medical Record officer shall maintain a catalogue of the master formats of all the medical

records used by the hospital. The master formats shall have the approval of the appropriate authority

for approval of the format.

Deficiency Check
o The medical record attendbr shall perform a deficiency check for each medical record received. The

deficiency check shall veriff;

o Sorting order of the foider

. Completeness of the reports

. Signature of the consultants / clinicians with date and Time

o Completeness of Diagnosis and discharge status

r Completeness of the consent forms

. Completeness of operation reports

o Missing diagnostic reports

r, In case of any #iciencies the same shall be noted in the checklis and the concenrsd deparknent

requested to ensure the completeness of the records.

o [n case of abbreviations a standardized list of approved abbreviations are used in the medical records.

Compilation and Maintenance of Patient Record Folder (Entry protocol)

o The medical record contains intbrmation regarding reasons tbr admission. diagnosis and plan of care

o Operative and other procedures performed are incorporated in the medical record

o When patient is transferred to another hospital, the medical record contains the date of transfer, the

reason for the transfer and the name of the receiving

e The medical record contains a copy of the discharge

personnel

and qualified

EOF
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o [n case of death, the medical record contains a copy of the death certificate indicating the cause, date

and time of death.

o Care providers have access to current and past medicat record

o The patient record folder is compiled by addition of the required record sheet by the nursing staff of

the patient care unit or the concerned department technicians in cases of diagnostic and therapeutic

units.

r Proper identification shall be made on each record by noting down details like patient nllme, Hospital

number, age & sex etc.

. The clinicians, nursing staff& other health care members are responsible for documenting the patient

cere e€tivities *s required, sigted by the steff\nith dete end ti+re.

o The various medical records shall be arranged with the patient record folder as per the pre-

determined Sorting Order of Medical Records (Refer to annexure).

o The various investigations report and consent forms shall be properly mounted by the nursing staffas

specified.

CONFIDENTIALITY AI\ID SECURITY OF THE MEDICAL RECORDS

o It is the duty of each and every staff member to safe guard the medical records and ensures the

confidentiality of information they come across while performing their duty.

o No staff member shall approach the medical records department directly for obtaining their or their

families medical records. They shall follow the guidelines for issue of medical records and approach

the reception fsr the sarne.

o In case a staff member finds a medical record misplaced anywhere in the hospital, they shall

immediately hand it over to the custody of the medical records departrnent.

o In no case shall a medical record or the medical record folder as a whole be

patients or their family.

the

Entry Protocol in Medical Record Department
. Only Doctors and Nursing staff are allowed to enter MRD. Other

is strictly prohibited.

entry
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a Nurses are allowed for replacing the files after I 1.00pm. Police Officers for enquiring the files and

Insurance staff for taking the files and from insurance company staff for investigate files are allowed

to enter inside the MRD.

Pest Control Activity
o Pest and rodent control have to be done in all MRD by warehousing corporation in every month

r Data kept under the maintenance Department and Medical Records Departmant.

Security and Fire
o CCTV Surveillance in all MRD and the Fire-Fighting Equipment has installed one at the entrance

and one inside the room and once in 6 months internal audit has been done.

FILING AND RETREIVAL OF MEDICAL RECORD

International Classification of Diseases (ICD) coding

The rnedical records officer and MRD record Coder shall code the patient records as per Intemational

Classification of Diseases - Tenth Revision (ICD lOCM) published by the World Health Organization.

The coding shall cover primary, secondary and final diagnosis. All the data are stored in the seryer.

Medical Record Indexing

Indexing done by the MRD attender on the hospital software iApps Backup stored in the server.

Filing of Medical Records

The medical record attender shall receive records intended for filing after processing and place thern

in specifically designated areas.

The OP and IP files shall be kept according to hospital number.

The filing order for the various files shall be mapped in the medical records of
the hospital management system. The filing of the records shafl be done in

to their hospital numbers.

All the shelves and racks used for filing of the records shall be

facilitate easy filing and retrieval of records.

a

a

a

a

oo
rn
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Custody of Medico Legal and Death Cases

o Medico legal case sheets and Death case sheets are kept under the custody of the Medical Records

O{ficer in the Medical Record Department.

o fu case any clinician wants to review the death files, they shall approach the Medical Records

Departrnent. If these files are to be moved from the premises of the medical records department for

purposes of research works, they shall obtain written permission from Medical Superintendent.

r For the purposes of insurance and issue of certificates, the medical records of death cases shall be

issued to the concerned department after approval from the Medical Superintendent.

Retrieval of Medical Records

r The medical records shall be retrieved based on requests generated through the hospital information

systems.

o All medical records are entered in a register.

o Tk retrieval and issue of ttre patient reeords shall be updated in tlp hospital infornration system to

keep a hack of issued records.

. Special request for records from any other departments are entered in a special register called File

issuing register for staffand for Doctors are entered in a File Issuing Register for Doctors (Study and

Thesis Purposes).

o And for legal purposes it entered in a special register.

PROCEDURE FOR TIMELY AFTD ACCURATE DISSEMINATION OF DATA: MEETING

INFORMATION NEEDS OF SOCIETY

Timely and accurate information is given to relevant stakeholders after analysis of data. The top

management and policy makers are obviously important users of

sBccific department of thE organization informatiqn needs could be

needs information to their interest.

PURPOSE/OBJECTIVE:

the
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o To ensure the customer satisfaction for the request for copies of medical records

r To issue the patient medical records copy to patient/physician/insurance companies

. To issue the MLC records for the for the MLC cases to court and police

o To issue the copy of modifiable disease case records and maternal death case records to government

authorities like DHS,PHC,DMOH & CHC

o to iszue the case records of patients to the staff inside the hospital for audit, research and

administrative purposes

o To issue the electronic data include the OP, IP and Occupancy statistics to various purposes.

Patients

Details about departments and doctors - available in the website.

Telephone booking - Check the system for Doctor's availability.

Registration, admission done through the system. Tariffis communicated with patients.

" Different reports are generated through HMS.

. Hospital bill is generated through HMS.

" IP patient's bed details are available online to the staff.

Visitors

Visitor's policy and age restriction in ICUs is displayed in front of ICUs.

o

0

Staff

o

o

o

Facility for bedside medicine delivery

Employee suggestions

Employee satisfaction survey

Incident reporting

Service Requests

Intranet mail

eOF tO,
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" Leave application

" Training Schedule

" StaffRelative SMS

" Intranet website for communication through circulars, memos (OneAmala)

" Department manuals are provided through intranet website

Management

" Daily census - HMS, Night Supervisors report

. OT utilization rate - From OT

" ICU utilization rate -From HMS

o Bed occupancyrate, Average Length of stay - From HMS

External agencies

. Vital statistics - DMO office

" Notifiable diseases - IDSP

Community

Information regarding new technology, new medical staff * Newspaper, Radio, Television,

YouTube channel, Website.

MECHANISM TO ENSURE THE ACCURACY OF INFORMATION INTRODUCTION:

Accurately and adequately document a patient's life and health history including past and present illness and

treatrrents with ernphasis on the events affecting the patient during the current episode of care.

Complete and accurate medical record keeping that help to ensure that the patient get the right care at the

right time. [n effect they can help to provide patient with better care after malpractices

record might even help settled the claim. The data integrity essentially means is that the

has aot been wrongfully altered in any way. Data acauracy is one of the components of
to whether the data values stored for an object are the correct values.

o
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Information resources include information on the website, brochures, newsletters, education material etc.

Accuracy of information resources could be ensured by forwarded it to concerned department HODs, then

prepare and review the material by Qualiry deparhnent.

PT]RPOSE

r To disseminate accurate information to the stakeholders.

r To maintain the integrity of the dak.

r To maintain the quality of data.

SCOPE:

o Hospital manag-ement

o Health care providers

o Patients

o Government agencies

RESPONSIBILITY:

o Doctors

o Nursing staff

c IT staff

o Medical records department

o Quality department

o Purchase & Store deparfrnent

FLOWCHART FOR FORMS/ PALMPHETS/ LEAFLETS PRINTING

Existing form

Store: User department

If there is a need of new fonn,
user department should submit

Newform

J Approveo l,y
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Store staff submits existing forms with Store [n charge's Name & Signature with Date to User Dept. ln

charge, when stock is not enough for the next I or 2 months. Mention present stock in store.

User department

Corrections, Quantity needed, Break needed for I year has to be written in form by user department in

charge/ HOD with Name & signature and submit it to Quality on Mondays

Quality department

Quality department staffshould cross check the format, numbering and check for any corrections

needed. Quality department staff submits to purchase dept. on Wednesdays and take signature from

Purchase dept.

'eolnt
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Quality department

Cross check with Store In charge whether any similar form is present or not in Store

User department

User departrnent check the corrections that is made in the form by them and by Quality. Inform printing
company for any other flrrther corrections.

After all corrections. Approval has to be done in Hard Copy (form with all requirements like font. paper quahty)
by Department In chargei HOD with Name & Signature. (Mention Approved) with Date and send it to Quality

department for approval.

Quallty department

Carefully check for any further corrections (spelling mistakes, grammatical errors, additions or deletions) and
cross check with old form in which corrections made while receiving the final draft and give approval.

Printing company

Printing company gives ordered forms to Medical College Library.
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i
Medical College Library

Library staff checks for paper quality & other requiremants and compare it with old form and approved
form.(final approval).Inform store staff also once it reaches the store.

Keep a copy in the "Forms" folder, if there is any revision in the form or new forms.

Printing company

Printing company informs store staff once the Printing material reaches the Medical College Library

Store

Store staff checks for paper quatity & other requirements and compare it with old form and approved form.

Store staffchecks with the bill regarding the quantity ordered and break details. Enter break details and other
details in an excel sheet.

Store

gF ueo,Store

One copy to Quality, if there is any revision in the form or new forms.

If it's a new form, inform Quality and user department once it reaches the

rB
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RESPONSIBILITTES

Store staff

o Send forms for printing I or 2 month prior according to the usage of the form.

. Should keep Break details of each form and send it to user department in each break for any changes

needed and Inform Quality department also.

o Store staff should collect all printing details from purchase department regarding Printing company

who got the printing order, quantity ordered, Break details etc. and save it an excel sheet.

. Keep forms in department wise and numbering wise order in rack.

. Keep all forms in separate folder (departrnent wise and numbering wise). If there is any revision,

replace it with new on

o Finish the old stock first, if there is any revision.

o If user departrneat is not able to use ttre old stock witltout revision, store staff must inform Qlality
department and take approval from Fr. Deljo for discarding the same.

1. Quarterly checking of non moving items and send a list to Quality department.

2. Compare the quality and other requirements with the approved form once receiving the stock. Do

not receive the material, if our all requirements are not met.

3. If store staff is grving complete stock of forms to the user department, keep a track on it or else

keep one month stock in store.

4. If it's a new form or a revised form, inform euality and user

and give a copy of the same to them.

the store

Librarv staff
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1. Staff checks for paper quality & other requirements and compare it with old form and approved form.

2. Do not receive the material, if all requirements are not met and inform Purchase departrnent.

3. Keep all forms in separate folder (department wise and numbering wise)'

4. tnform store staffalso once ordered forms reaches the store.

Purchase department

Keep all forms in separate folder (departrnent wise and numbering wise). Take quotations from all

printing company.

Give order to printing companywith the lowest quotation. Keep the Break details of each form-

Shoutd keep details of the all printingorrders

Printing companv

t. Take quotation from purchase.

Z. Contact user department and Quality for the corrections needed in the form.

3. Prepare the first proof and send it via Email to user department within 1 week after receiving the

quotation and copy to purchase & quality.

4. Bring hard copy or can send Email for checking the corrections.

5. Give prior information to user department for collecting final proof (in hard copy). User department

representative/ HOD has to come and collect from Quality department and give approval.

6. Take approval from user department & quality dept. before printing.

7. Approval has to be taken in hard copy (form with all requirements like font, paper quality).

8. Bring the approved form to the store along with the printing material.

g. Maintain the quality of the form and meet all the requirements.

10. Inform Store staff once the ordered forms is ready and available at library

User department

l. Printing order is only through store. User department should contact the Store in

printing order not with the printing company.

for
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2. If user department is taking complete stock from Store, they should intimate Store In charge before I

or 2 months according to the usage.

3. Corrections should be done without any delay and send it to Quality department. Check carefully for

any corrections (spelling mistakes, grammatical errors, additions or deletions).

4. Revision of forrns should be planned accordingly.

5. If user department is taking compiete stock of forms from the store, intimate store I or 2 month before

it f,rnishes.

6. While receiving the final draft, check carefully for any further corrections (spelling mistakes,

grammatical errors, additions or deletions) and cross check with old form in which corrections made

and give approval. User department representative/ HOD have to come and collect from euality
department and give approval.

7. Give it to Quality department for final approval.

Oualitv department

l- Corrections should be done without any delay and send it to Quality departrnent. Check carefully for
any corrections (Numbering, spelling mistakes, grammatical elrors, additions or deletions).

2. Corrected forms have to submit to Purchase dept. for printing and take signahye.

3. While receiving the final draft, check carefully for any further corrections (spelling mistakes,

grammatical errors, additions or deletions) and cross check with old form in which corrections made

and give final approval.

4. Keep all forms in separate folder (departrnent wise and numbering wise). If there is any revision,
replace it u/ith new one.

5. Collect and keep all revised form and new forms from store.
O) tt

oF it

t
J
d.

(
;:

f
IMPORTANCE OF ACCURATE MEDICAL RECORDS:

The detailed information, most records can help pinpoint where mistakes oc they
can help provide patients with better care. After malpractice claims, accurate records might even help settle

cl
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the claim.

All records when being written must:

and condition of the patient.

when 12 hour clock is used)

help of stamp or printing their name and signature on the first entry. All signatures must be legible.

way that the original entry can still be read.

should be used: Strike through the entry with a single line, date and record the time the error was

corrected, and then make the correct entry and counter sign the entry.

inaccurate, misleading or incomplete, insert an additional note in the next available space as a

correction. Make it clear that the new note is a later amendment and that there is no attempt to

tamper with the original records. Remember to date and sign the later entry
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associated risks.

healthcare professional who has been in contact with the patient or who is responsible for decision

making about the patient's treatrnent.

written so it can be shared with the other appropriate Healthcare Professionals.

them.

patient.

caretaker, translator or police offrcer), record that person's name, stafus and if required their

contact number.

They must not be filed into the notes unless they have been authoized.

PROCEDURE FOR RELEASE OF INFORMATION:

a. Request from patient/ authorized attendants

The patient or grthorized attendant shall submit a written request to medical superintendent or deputy

medical superintendent

Upon approvalDof the medical superintended or deputy medical superintendent the MRD staff is

informed to tak6 a photocopy , the patient shall bear the cost of photocopy

The receiver acfinowledge the receipt on the same requisition letter and it

b. Request from medicaU Administrative staff of the hospital

The staff shall Sll a requisition slip indicating which medical records are

and expected date ofreturn.

a

a

a
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o The medical reEbrd executive shall sign the slip and hand over the medical records to the staff.

c. Request from TPA and other third party payer

o TPA personnel(with consent of the patient) shall write an application to administrator on duty with

authority letter from patient for access to medical records.

o Administrator tsn duty shall veriff the identity of attendant with the patient and forward the

application to MRD.

o The attendants,tlfPA concerned shall deposit specified amount at billing counter (MRD charges) for

the same.

o The applicatiorftlong with the receipt shall then be submiued to MRD officer.

o Concerned congrltant shall be informed and verified by him/ her about the same.

o The copy of tlp record shall be handed over to the respective person within 5 working days as per

NMC rules from the MRD office.

d- Request from Government organization

. They shall be allowed to access only for specified purpose as stated by state authorities.

o Access shall be provided in presence of MRD staff.

r Check a written evidence of permission from state authorities regarding access, which should specifu

the purpose for access.

r Note for this access shall be kept in the MRD.

o Do not provide access it

e. Process of Retrieval of case file for submission to court

o Take out the photocopy of the case file before issuing the original Case file.

o A board with a tag line of "Safe in Custodf' shall be replaced when the case

photocopy. This board should contained the Name & Hospital No of the patient, Court case No., &

file is for

\
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Issuance No:

o Remove the board after replacing the photocopy of the case file

. A qemmon registerismaintained

f. Billing Section and Consultants

o Case files issued to Medical Superintendent, Billing department and Consultants should be entered in

separate internal issue [,og book

r { common register is maintained.

o Duplicate of Investigation Reports should be issued to patients/relatives based on following

requests:

g. Releese ef Infermatien & Copics Medieal Reeords

. In case of a written request of the patient appearing in person, on obtaining approval of the Deputy

Medical Superintendent, Relevant copies of the Medical Record can be issued with the authorization

of Medical Records Officer.

o The medical record shall be issued within 5 working days (as per NMC) after getting the approval

from the concerned clinician.

o Investigation reports like X-rays, Scan reports, ECG, Echo and TMT reports can be grven to patient

after ensuring a coBy of the same is filed in the patient re.sord folder.

o The reports shall be issued only after obtaining the signature in the Register.

h. Issue ofcopies ofrecords in cases ofdeath

o The M&ical Records Officer can issue the copies of relevant records after obtaining the signature of
the receiver in the concerned register.

The copies of other medical records in cases of
tl

authorization from the concerned clinician.

a after getting written
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a

i. Issue of Medical Records for Academic andResearch Purposes

Out Pa&nt records and In Patient records, for the purpose of research or patient care, are issued to

doctors and other research team only after a written request is received to the medical records

department from them.

Medical Students are allowed to see the records in the Medical Record Department only with the

written approval from their Head of the department.

j. Issue of Electronic Data

o The electronic data is only accessible to authorized staff by using User name & password. It will be

different for each staff.

r Electronic data include the OP, IP and Occupancy statistics are issued to doctors and other research

team only after awritten request is received to the medical records department from them.

o Issue OP, IP and Occupancy statistics for various inspection purposes like ISO, NABH, NMC,

NAAC, and KUHS to concerned higher authority.

o Monthly OP,IP and communicable disease statistics for HMIS portal to DMO office.

o Monthly death statistics to Quality department for mortality committee meeting.

All Medical Records including IP, OP and registers relating directly to patient care have to be maintained

by MRD. The records are to be maintained until retention period as per order GO (MS) No-

O61ZO!4:H&FWD Thiruvananthapuram, Dated 03.01.2014. When the preservation period of the document

is over, it shall be treated as inactive and disposed. With the authorization of the head of the institution

RETENTION AITD DESTRUCTION PROCEDURE TO ADDRESS THE PATIENT'S RECORD

those documents are removed from the register. The Director must issue

communicated to all officials concerned. The disposed items are to be

incinerator. These file details must be kept for future reference.

The destruction of medical records, data and information are in accordance with the

record which is to be destroyed as per the policy shall be identified every year in the

and

Prepared By Verified By Approved By Issued By

Ms. Sruthi Prakash
MRD In-charge

Ms. Susmi Alphonsa Kurian

Quality Coordinator
Fr. Deljo Puthoor CMI

Accreditati on Coordinator
Fr. Julious Arakkal CMI

Director

,6w*ri---:- - -)ld6 *'{ -r--/{+-'>lcqr/*>'



Amala
MEDICAL RECORDS

DEPARTMENT MANUAL

Doc. No. AIMSiDM/MRD-52
Version No 02

RevNo. 05

Rev Date '101M/2025

Page Page 42 of50

after his/her last visit.

files as per retention policy of the hospital for pediatric, the child reaches an age of 18 years, the

records (hardcopy / softcopy) shall be stored and for three more years from the date such a

patient attaining 18 years (18 years + 3 years) 2r years of the child.

The details of all the records that are destroyed shall be noted in the Record Discarding file.

It should be displayed in the notice board of the hospital and also published in the uewspaper.

HOSPITAL STATISTICS AND COMMITTEES

Collection and preparation of statistics

The data neaessary for preparations of statistisal summaries and reports shall be obtained frsm the
hospital information systems, various units and by the analysis of the patient records.

The medical records department shall act as the coordination point for generation and reporting of
various types of hospital statistics as required by management and clinicians for purpose of operational
effectiveness and medical research.

a. Death and Birth

A separate Kiosk is work for Birth and Death Registration and issuing of certificate inside the hospital
near the chavara regiskation counter.

b. Communicable Disease Statistics

This statistics is available from community Medicine Department. If a

reported from a ward they are informed to community Medicine department.
J
4-
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PEADIATRIC POLICY ON MEDICAL RECORDS:

Purpose:

The medical record department should ensure the medical records for the pediatric patient's files as per

retention policy of the hospital forpediatric, the child reaches an age of 18 years, the records (hardcopy /

softcopy) shall be stored and for three more years from the date such a patient attaining 18 years (18 years +

3 Years) 2l years of the child.

Scope

This procedure applies to all the pediatric patients of medical records.

Responsibility

Attenders, Assistants and Medical Records Technician

Definition & Abbreviation: Nil

Procedure:-

Any Medical Record classified as those records belonging to pediatrics age group, till such time the patient

affains an age of 1 8 years. Once such patient reaches an age of I 8 years, the records shall be stored (soft or

hard copy) for 3 more years from the date such a patient attaining 18 years (18 years + 3 years) A1l the

files of Pediatric will be preserved accordingly.

POLICY ON MISSING RECORDS:

Purpose: To handle the situation of missing records when the files are missing

Scope: This policy aims for tracing the missing records.

Responsibility : Attenders, Assi stants and Medical Records Technician
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Procedure

. When the file/files are missing check the possible areas to trace

. Contact the doctor/doctors related to the concerned section

. Check the files issue registers

. If not found, raise the incident

. Do the route cause analysis

r If not found, file the F.LR. nearby police station

. Prepare a duplicate file for patient's treatrnent with possible documents like copy of discharge summary

investigations reports, and collect the patient's present and past details, etc., to continue the heahnent.

AUDITING AND REVIEWS

Canducting meetings of the Medical Record Committee:

A medical Record Committee has been constituted, Chaired by Medical Superintendent and medical

records are audited by members of the concerned department doctors for strengthening and improve the

quality of documentation of medical record and systemic functioning of medical record departrnent.

Medical record committee should be conducted in every 3 months. Minutes of the meeting along with

action taken on the various decisions must be intimated to the concerned department HODs through

department meeting and circulars.

Appropriate corrective and preventive actions of deficiencies in file audit.

The defrciencies according to the last audit will be analyzed to find the root causes of their occurrence and

suitable corrective and preventive action will be iderrtifred for each type of that

have been identified and communicate to all the doctors through the circulars

and meetings for their reference and necessary action.

o The medical records are reviewed periodically. (Every 3 Month)

r If there is any deficiency noted during the deficiency check by the MRD s will

be kept separately and the intimation will send to the concerned departrnent or doctor to get
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complete the records.

o The medical record review focuses on the timeliness, legibility and completeness of the medical

records with medical record audit checklist which has to be done by the concern department

doctors.

o The review process includes records of both active and discharged patients; live chart audit done by

the Quality department and the death file audit done by the department doctors.

r The deficiency that is noted during live chart audit has been communicated to the concerned

authorized staffby Quality dept. for the completion of the records.

. The review points out and documents any deficiencies in records and the statistics presented to the

meeting.

. Appropriate corrective and preventive measures undertaken are documented.

o The deficiencies points out and discussed with the concerned departrnent HODs meetings and

MRD meeting.

STATISTICAL REPORTS

The medical record department shall compile and publish statistical reports on the following areas.

o Hospital Census - the hospital census report shall cover total number of admissions and discharges,

total number of outpatients and inpatients, Bed occupancy rate, Admission, Discharge doctor wise

and unit wise etc. It's all available from the software.

o Disease and demographic statistics - The report on disease and demographic patterns shall include

consolidated classification of diseases and various operations performed, major and minor

surgeries, daycare procedures, number of interventional procedures done unit wise, number of

modifiable diseases (From community Medicine) high light or new or rare diseases / conditions

ffeated etc.

. Every month total no of discharges including death reported to Quality

review presentation.

o Monthly auditing of medical records includes the statistics about the medical
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prepared for auditing files. Every month it will be presented.

o Quality Indicators- Every month quality indicators given to Quality Department, which include

l. Percentage of medical records having incomplete and / or improper consent

AI\INEXURE

1. List of Patient Records

2. Sorting Order for Medical records

Structure and Filing of Medical Records - Chronological Order of arranging the case sheets is as listed
below.

The case sheet shall be arranged in the following order

PART _ 1

o Discharge Summary/ Death summaryffransfer summary

. All lnvestigation Reports

o lnvestigation Status Sheet

PART.2

o Inpatient Details Checklist

o OP/IP Initial Assessment Form

o Intem's Case Sheet

. Head Injury Sheet (Neuro Surgery)

o History& Physical Examination Record (Neuro Surgery)

. IAP Body Mass Index Chart (paediahic Growth Chart)

o MEWS Fonn( Paediatrics/ Obstetrics /AdulQ

o Diabetic Management

o Intake - Output Chart

o
ro

9 OF lv,
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o lntensive Monitoring Chart

o Ventilator Chart

o Investigation Flow sheet

. CVSICU Receiving Form

o ED Case Record

o Doctors Notes

o Venous Thromboembolism Form (VTE)

o Medicatiou Reconciliation Forrn

o Antimicrobial drug kardex

o DruB Kardex I

o Drug Kardex II

o Acitrom Chart/ Heparin Chart

o Cross Consultation Form/Referral Form

o Physiotherapy Patient Record

o Doctor's Handover Record

o Pre- Cath Evaluation

o Cathlab Nurses Note

o Perfusion Data Sheet

o Cardiac OT Consunption

o CVSICU Progress Note

ro
e

Fo9

lna,

mz
o

Prepared By Verified By Approved By Issued By

Ms. Sruthi Prakash
MRD ln-charge

Ms. Susmi Alphonsa Kurian
Quality Coordinator

Fr. Deljo Puthoor CMI
Accreditation Coordinator

Fr. Julious Arakkal CMI
Director

;#&F-" &s# -*H;ffi*
-F-

tqr,



Amala
MEDICAL RECORDS

DEPARTMENT MANUAL

Doc. No. AIMS/DM/MRD.52
Version No 02

RevNo. 05

Rev Date t0/M12025

Page Page 48 of50

e Pre- Operative Checklist

. Surgical site infecfion (SSI) Bundle (Surgery Safety ChecklisQ

o Pre- Anesthetic Record

o Operation Record

r Post-Operative Checklist

. OT Nurses Record

o Chest pain Chart

o Neuro Assessment Chart

o Nutrition Screening Form

. ED Initial Nursing Assessment Forrr

. Inpatient Initial Nursing Assessment Fomr(Adult / Paediakic)

. Nursing Endorsement Record

o Nursing care plan

o Nurses Record

o Patient & Family Counsetting/Education Record

r Direction to patients Account sections

PART.3
. A1l Checklists including admission/ dischatge, Bundle checklist etc.

o All Consents

o Narcotic Drug Sheet
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9.0 LIST OF REGISTERS

9.1.1

AIMSA4RD -02

9.1.2

9.1.3

9.1.4

IO.O LIST OF FILES

1. Staff Training

2. Induction training ( new staff)

3. Letters /Circulars

4. Master Forms

5. Duty list

6. Department Meeting

7. MRD Committee Meeting

8. Housekeeping Records

9. Death Statistics

10. DeparEnent Manual

1 l. File Request- Doctors/staffs

12. File Request- Court/ police

13. Statistics

14. Quality indicator

15. Miscellaneous

16. Audit checklist

Daily OP Outgoing Register

OP Register - AIMS/IVIRD -03

IP Register - AIMSA4RD -M

File Issuing Register for Doctors

AIMS/TVIRD -05

9.1.5 File Issuing Register for kgal Purposes and for patients - AIMSA{RD -06
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17. NMC

18. Wound Certifrcate Request

i9. NABH

20. Discharge list

21. IMS- NABH Guidebook

22.HlC -manual

23. Hospital safety & disaster manual

11.0 LIST OF FORMS

1. Request form for Medical Records - AIMS/IMSO2A,IRD -01

2. Request For Medical lnformation And Reports(Patients) - AIMSA/IRD/RMIRP-02

3. Medical Records Audit Checklist - AIMS/QCA4RAC-05

4. Deficiency Checklist for discharge files - AIMS/IVIRD/ DCDF-7

Dr. BETSY THOMAS
MD, FRCOG, DNB, MICOG

PRINCIPAL
AMALA IT{STITUTE OF MEOICAL SCIEI.ICES

AMALA ]iIAGAR, THRlSSUR.68O 555
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IDEFITIFICATION OF RECORDS

Afr**t rccord Las a gnique ideotificsfion number aad ftr easyideatifcadon

ra formcdicol rccords'
aolfi codct srG gtvclr rrrr ur*rw

t OPrGGordr ara iu bluc

,<rfui*

{

+

Isrd*
fr6raAf JE$fl6*rr*Er*CIUI

O{rqm- fMtryI
Coodinur*sssffifroq@rffit

,*sit*IM* &lffirEriilS#re
'h.eArSP
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-
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a Oncolog r*ordsalt nrairtaincd scprxcfy iu rose cohr

PATIENT REGISTRATTON

A ccntral c$mpu{crirfd registratiom systenr with 24 hours scrvicc is maintaincd for all

ou{ntiorts and inPotiolts.

. Seysr dl$ir h&qrrtal numbors arc uspd for outpaticrts and inpdiants OP andlP chwts arckept

tqrc*rer ffirhgto t{os,pital numbcr- Every sheet in the medical record shall have this unigue

idcntrfier

The important identification infonnation for each new patiemt is rcgistcred in compr.0cr.

*'4iuretion card is F"eo to crch ncr puicnt. The orgmiz*iur has a cmplae and rccurae
umdical rpoqd fr cvay patiffi.

ll

t

ENTRIES IN MEDICAL RE,CORDS

' organiaation has a written policy ttrat artlron ring wha cas make entrr:€s utd, the coaust af
cmrico.

' onty au&rized staffshatt cnter the details in thc reqpectivc arcas in the casc sh6q1.r Thc modical rccords arc slxrrnbled in chncnotogical onder (from admissioo to discla;ge) in thc
mdical rccord.

' AII mis in thc pcicnt mcdical records are sigpeq ddcd, dd EEd M-
. All cnficr sboold bo dooumsnteO imeaUtety but no letcr than oac hqrr ofcory*afie ofec

@.
I ' All tftc miq rru idcntified by thc futl nm ad $igrahr! of&o altr along wie de d
,':., fuF, Porrmr afihorizrd to nna&o c[fi6 ir thc oodicsl rccor& of6o p*id, ru: Docur

(csgrlrrau, R,cida Doctors; suffurscs rbFioecrryfuq Dicff_k, r&dicrl ffic
ps'***ml$

J

* f,J}
'"+rfu

u(-i 1t
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NURSEFonus NAME

Ittdical and Miaric H&P

lf;cdical ER / OP Form

t&dical (Frogress Reconl Referenee ForrL

FrFOp. Asscssmcnt, OT Record, Aneshmia

errq Consa* furns, Medicatisn &dorcrc,

*

t

icncy Chock listDefic + t

Phpi,othsapyFurctiffiral Assesmcat

Fd oflift Cert form I *

Ifuitional Asscsmmt *
Dieticiau

The detalts offormat filling audrority

DOCTOR OTHERS

Nusint (Nunes Dsily Assessment, plan of
cre, Monituing Flow Shect, preop

.fUmU mifv reamssrlAcriviry chart

fu 'l*odication Afuinisuatioq
fuctimat $crecning forur etc.,

a

MRD Staff

Phpioecrryist

ln casc abb'rsviations are usc4 a sandardized list of approved abbrqviations shal bc used thougtorr
tho cganization.Fq mcdicatims, €rrorptonc abbrct/iatims arc uscd.

only conrollcd forms and formats, which are approved by the ql?n-genclrt, sh5g bG EsGd ry th
rcryioe prcr,idtrfi for thomtdicd rccords.

r,{ed*cd Becords are anangod in process oriontcd msthod AII medical records are checked for tlc
d#g afts thc medical records rcach MRD.

IrrfffitY ;yrnAerA whmrrldrg lnb thc Mdicd Rcmrdl.

a

a

I

VorinGd *y N
h

By
+ Isuod EgPmprrcdBY

Areedt#im Csdirurs
CMIMr. $nffil Alphoog Kuriu

queHry Cms$naor
Juliqrs Ardttd CMI

Eirosta
Ma" Prrkrrb

. Ttcrc aro r nrmba of &ctmr ih* mauibnrto to cftctivc rscord nr.ipffirma. At Amatr

Hryilr{thc *affiuvdrEd itr thc pmicat carc proccs$ to adlrerc to thc strdards andimd
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Ail records s/bt trcing writtm mrst

i Be factual, concise and accurate

i Be written as soon as possible after the event occured, providing current infonnation on the care

and condition of the Patient.

> Be accurarely dated (daylmontUyear) and timed (using Z4hour clock or clearly denotrng AM / PM

---L^- t a L^--- ^r^^1. .:^ -.^^l\w'lltr!.] lz lluL[ urut,lt ls uJsu.,

i ldentiff the author of the enrry by full name or by mcntioning employee code nunber or with the

help of stamp or printing their name and signature on the first entry. AII signatures must be

legible.

F In case of electronic based records, authorized e- signature as per statutory reguirements is kep.

) Be written in blue indelible ink - do not write in pencil at any trme.

> Be written as ueatly as possible so that others can read and understand the text.

F Clear communic*isn b€ttreen those caring for the patient is esse,ntial.

F Be written in such a m^nner that any alterations or additions are dated, timed and signed in such a
way that the original entry can still be read

) Never erase or use correcting fluid. If an error occurs in recording the information, the following
should be used: Strike through the artry with a sinde linc, rlate and record fts rime ths earor sras
conccte4 and then make the correct entry and countcr sign the entv.

F Never alter entries retospectively. If later discovered that something has been writtea as
inaccuraf,e, misleading or incomplete, insort an additional nde in the nart available spacc ss a
csrestioo- Make it clear &at the new rote is a lafr amendment and that there is no aft€,o,pt to
tanrperwie thc originat rccords. Rc,meoober to datc and sign the later enry.

F Do not leave spaces between each enty.

>' Do nod uso derogatory rcEa*s, insrlting comments or nalue judgmcots. Use objectivs rathcr rhaa

subjtdve comments wh€'never poosible.

> Rqoord accrrretety tho information give,n to patic,lrts in respect of their troatmeat choices ad
aseociatcd ri*g.

t

o,

Approved ByYeri{id ByPrcpertdBy Lrruod By

Fr. Dcltjo Pu&oorCM
Acqqcdia$q@p{tor-

Fr. Jutious Arakkal CMI
Dirwts

Ivfs, Sumi $lptosa Kurian
qrralrty Coqdinator

lG. Srutti Prakssh
IT,IRD In.chrgc

+
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ESUEOF INPATIENT R,ECOII.DS ANID OUTPAfiENflT RECORI}S

. If thc pticnt is visiting the hospitat for ttre frst timc I new outpatient record is created ad issued to

tbc rclevrrt dcparment.

. Oa any nrbsoqucnt visit thc sanrc Outpatient re,cord of thc patient is issued.

. AIt irtrcd Gugaicnt rccsds Erc rchrndto thc Mdical Rccord nceartmsnt ofi thc Eatrc cr,aiag.

. lfay rtaords t! nd rcmrnc4 thc Mcdic.l Rcootrd Dcportnart shall fo[ow up thc aq5t dry.

r lrysid rpcordr eG crcatcd for cach a&rission.

. Afur * nciat ir dircfugc4 dro Irpaticat rccqds and Ouqaticot rwords arc rcturd to 6a lffi
&&*",,S*nre'nErwr

t*ocEss$rrc or PATIENTS R"SCORDS

Crt d of *l# noGord Fmltr
I & t{odilrl ncoordt Offis h rcrponriblc fo'r c'nuring &c coatnol of tho vsious fua;atr usGd by

vriac pdisnt ert tmitr for docunatation of pttioot cert aCIiviticq which fsuu &s mdicet mco.d

of fu De:il.

*ryrr*D YgffiFdry AfFoirdtf &trGd ny

fto Er$hi frrtr*
rffis

Mi gilmi Al$mn filt*ril
ftillryCaqditrr

Fr. Do[hRrtoorCMI
*tcdit*imeo**mr

Fr. Juliour Arstkd CMI ,

f,Errector 
I

,W

E
I
I I

> Be \yritten in chronological ordcr arrd each entry should provide evidence to daermine each

healthcare professional who has been in contact with the patient or who is responsible for decision

rnaking atuut the patient's treatnent'

) horide clcar errdence of the care plurned and any decisions made to and ensure 6e infonnmion

is $Ilnen so it can be sharcd with the othr appropriate Healthcare Professionals'

)' ldenufy problems rhat arise with a patient's treatrnent and the action that was t*ento rdify thcrll.

i hori& evidencc of any discussions / conversations with the patient u family rcg;udllx.g the

patisrt.

) If a petiart's hisor)'has bccn providcd by aperson other than the patient (e.g.ateldive, caretaker,

,o*rl* or poticc of[ccr], record that pcrson's Ealrc, Sltus and if rcguircd thcir coutac6 nrlrxbcr.

> Immigttron rcsrlts must atways bc signcd and dated by clinical statrwithin 24 houtr of rooeip.
1:l ..:'.



The Medical Reccxd Offrcer shall ruaintain and uldate a Ust of Medical Records (Refer to annexure)

with the dctails of the various records uscd by the hospital including record numbers, titles and

rer"ision $tstus.

The lvledical Rectrd ofncer strnll maintain g catalogue of thc mastsr fonnats of all the medical

rtctB1ds usctl by the hospitd. Thc ma*cr fonnsts drall havc thc approval of thc tppopnatc attthority

for ryq36\'d of ttte thrfital.

Ilcfirienq' Chtrh
o The mcdrcal rc.cord attcndcr shall perform a deficiency check for each medical record received. The

dcfioenuy* check rhall renfo;

. Sctlng ordcr of rhe folder

Cm$acness of rhe reporrs

. Sigrraturc of rhc consulrants / clinicians with date and Time

. Crnpleurcnr of Dagnoss and discharye status

,. Complccom of thc conscnt forms

. Ccrnplelcness ofoJrration rcports

o Missutg rirngnortic rcportt

. ln cuc of ray &licicncics the samc $sll bc notd in thc chocklist and thc c<roccrusd dcpsmcat
roryrcftpd tocasurc thc corn$aeacee of rlr rccords.

. ln ca*c of ahbrcvirtionr r standardizcd lisr of approvcd ahbrcviationr arc uacd in tlc cl*di""l reono*

Cocp8rfu *d Dlrirtmracr sf Prticnt f,tcord Foldcr (Eatrf Proftcotl

,D T13 EGdicd Eord cmuinr infcuution rcgnrding ncrsflu for rfuir*ioq dirgrciir ad ptaa ofsc

. ' S1556 gairlur ir mae&nd h ffi hryiul, thc nns*ical rrcod Brir*il{ eo ero *f ffi, t&l

flm fu &c er*rfir ed *. rc of*o tlodYiog &iul
. fts 6cdid l3ccd cffiar r cc+y of e! r$rhr4c uolc er$ ig*d by rgopise rad fr*fi+C

gt*d
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. In case of dsath, the medical record contains a copy of the death certificate indicating the cause, date

and time of death.

. Care providers have access to current and past medical record

. The patient record folkr is ccnpited by additie of thc requircd record she* by the nursing $affof

ttre patient carc rurit s thc conccrnd dqarunemt tochnicians in cascs of diagnostic and therapcutic

hoper idcntifrcation shall be made on each record by noting down details like patient name, Hospial

number, age & sex etc.

The clinicianq nursing safr& other health care members are rcqponsible for documentrng thepatie,at
carc activities as require( signed by &e staffwi{r datc and time.

uilB

a

a

I

' Thc variotrs mcdical records shall be arranged with the patient record folder as psr the pre-
ucr.io"a sorting ordcr ofMcdical Records (Refer to annenrc).

' The various iuvestigations rEport and consent forms shstl bo properly mornted by the n,rsing staf,f as
spocified

CIE{FIDENTIALITY AI\D SECTIRITY OF TIIE, MEDICAL RE.CORDS

' It is &e &rty of oach end wery staff member to safe g'ard &e mcdicar recmds and qs'es theconfidemtiality of infornr*im they oome scfoss while pcrforming tbeir erty.

' No stafrrno*ber sball appoach the mcdical recs& d.partm.Et dirwuy for obtaining &eir on &cirftmilics dic'l rocords' Thcy shall follorr the grioctlnes for issrc of modical rccods ad approechttc rcccprion forthc serc,

rn c,ssc a staff mc,mbur firds a mcdicar record sisphced aurnrhqc in the
impc*tv hcnd it ovs to tfrc cuscody of the modical rccorrds dcparuent-

ho+ital ecy ehrll

ln no caso &all a medical record or the mcdical record foldsr as a wholc bc givea iu thc&e& ofrle
I

Fiats r thair fmilY.

W! Protocol to Mcdtcrl Rtcord Dcpertrmut

r Ody Doottr, asd Nttrsitls saffare allowod ro G,rts It{&D. Oecr depurrucntal $atrmd
ir rictlYProhibtod'

Approrcd tyfflP.rrd BY

Mr. $urad AlPhmn Itu im
QualityCosdi*rsw Amodiution Coordinam

F!,,Drtjo Pufroor CMIISrgilldr
h.cbrgsIvTED

I

Vcrtllcd By
*'.irq

fr.JutloltrAr*hlCTidr irt
i

\



a

Socurity rnd Flrt
. CCTV Survcillance in all MRD and fte Fire-Fighting EquipnEnt has installed one at thc enuance

and mc insidc the roqn and once in 6 mmths intemal audit has been done.

la*rertfusd Clrsri6crtion of Dircrca $CD) coding

Th! nFdicd rocords officer md MRD record Codcr SaU code the patient recrds as psr latsnatimal
Classific*im ofDisoasos - T€o& Rcvision (ICD I0CM) publishod by ttc World Hcslth OrgflEizB6oo.
Thc coding Sall cover primary, seco'ndary and final diagnosis. AII the dca ars stor,d in &e *wer.

M.dcilnocodldrdry

l&tiryfuc by&c MRD tfrtodtt oo ftohoryital softwarc iAppo Baclftry stgrd in the slryEtr

@,ofllcdhd RGcor&

Tbc sdicsl rccord mtader shal! rccciw rccords intendcd for fting aftcr processing and placc th
iB WificallY dcsignatcd lrsat.

'Itc OP atd IP fi16 ihsll bG kctr according to hospitrl srrm$s7.

1tro filiry sdcr frr fu Yrrionrc fiIos shtl bo nappcd ia &o mcdial rccc6s fiIe-tacking ftare of
6c Hrirst ttrEs@t rlfistNtr- Tbo fiii'rg of &o rocadt d.ll bs dsc in tGqffi cerrco.,dqg
toecir@italauee
AS ttc *dns d rr*t urd fG trtilg of fu rccrb lhrlt bo ryrryfutuly lsdcd r aru1o,gd k

,
a

I
&cilicc cary fiting ud rcilricrnil of tocorda 

.

nFS

Nurses arc a,owed for ,"plasing thc fihs aftcr I l.00pm. Police officers for enquiring the files and

rnsrrance safffor taking the files urd from insurance compa[y stafffor investigate fires are a,owed

to enter inside thc MRD'

hst Cmrol Attivily
. pes and r*ricorrol hsvc t0 be done in all MRD by wuehousing corporation in wety mooth.

. Drta k6 undcrtlrc maint€oasco Oegartrnart and Mcdical Records ncpartment.

TILING AND RETREIVAL OT MEDICAL RNCORI)

t

Affrond B

+ ItlR


