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 T 000 INITIAL COMMENTS  T 000

This visit was for a licensure survey.

Facility Number:  013765

Survey Date:  3-04-2019 to 3-05-2019

QA:  3/12/19

 

 T 132 410 IAC 26-7-2 MEDICAL RECORDS

410 IAC 26-7-2(b)

(b) Entries in the medical record must be as 

follows:

     (1) Legible.

     (2) Complete.

     (3) Made by authorized individuals as 

specified in clinic and medical staff policies.

     (4) Authenticated and dated in accordance 

with this article.

This RULE  is not met as evidenced by:

 T 132 6/30/19

Based on document review and interview, the 

facility failed to ensure the patient visit summary 

was electronically signed by the provider per 

facility policy in eighteen (18) of thirty (30) 

instances. (Patient # 3, Patient # 4, Patient # 5, 

Patient # 11, Patient # 12, Patient # 14, Patient # 

15, Patient # 16, Patient # 17, Patient # 18, 

Patient # 20, Patient # 21, Patient # 22, Patient # 

23, Patient # 24, Patient # 25, Patient # 27 & 

Patient # 28) 

Findings include:

1. Review of the facility policy titled, "Completing 

and Signing of Medical Records", Reference 
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 T 132Continued From page 1 T 132

Code PS20, creation date May 29, 2018, 

indicated "providers must electronically sign all 

visit summaries" within "120 business hours" of 

the patient's encounter. 

2. The "Patient Visit Summary" lacked an 

electronic provider signature in the closed 

medical record (MR) for the following patient 

encounters:

     A. Patient # 3's encounter was on 05/23/2018. 

The summary was signed by the provider on 

07/18/2018.

     B. Patient # 4's encounter was on 06/20/2018. 

The summary was signed by the provider on 

07/21/2018.

     C. Patient # 5's encounter was on 08/01/2018. 

The summary was signed by the provider on 

08/15/2018.

     D. Patient # 11's encounter was on 

08/29/2018. The summary was signed by the 

provider on 03/05/2019.

     E. Patient # 12's encounter was on 

08/29/2018. The summary was signed by the 

provider on 03/05/2019.

     F. Patient # 14's encounter was on 

09/26/2018. The summary was signed by the 

provider on 03/05/2019.

     G. Patient # 15's encounter was on 

09/26/2018. The summary was signed by the 

provider on 03/05/2019.

     H. Patient # 16's encounter was on 

09/26/2018. The summary was signed by the 

provider on 03/05/2019.

      I. Patient # 17's encounter was on 

09/26/2018. The summary was signed by the 

provider on 03/05/2019.

      J. Patient # 18's encounter was on 

12/04/2018. The summary was signed by the 

provider on 03/05/2019.

    K. Patient # 20's encounter was on 12/04/2018. 
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 T 132Continued From page 2 T 132

The summary was signed by the provider on 

03/05/2019.

     L. Patient # 21's encounter was on 

12/04/2018. The summary was signed by the 

provider on 03/05/2019.

    M. Patient # 22's encounter was on 

12/04/2018. The summary was signed by the 

provider on 03/05/2019.

    N. Patient # 23's encounter was on 

12/04/2018. The summary was signed by the 

provider on 03/05/2019.

    O. Patient # 24's encounter was on 

09/26/2018. The summary was signed by the 

provider on 03/05/2019.

     P. Patient # 25's encounter was on 

09/12/2018. The summary was signed by the 

provider on 03/05/2019.

    Q. Patient # 27's encounter was on 

09/26/2018. The summary was signed by the 

provider on 03/05/2019.

    R. Patient # 28's encounter was on 

09/12/2018. The summary was signed by the 

provider on 03/05/2019.

3. In interview on 03/05/2019 at approximately 

1:59 pm with administrative staff member A # 2 

(Director of Clinical Services), confirmed that "the 

patient visit summaries should have been signed 

by the provider within five (5) business days".
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