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Health Record Review Elements 
 
 
Date of Review: 

Member Name: 
 

Member Name: Member Name: Member Name: Member Name: 

Provider Name: Gender:   M   F Gender:   M   F Gender:   M   F Gender:   M   F Gender:   M   F 

Large Group Practice? (Y/N) # Linked Members: DOB: DOB: DOB: DOB: DOB: 

Provider NPI :  Provider Tax ID: 
Member ID#: 
 
 

Member ID#: 
 
 

Member ID#: 
 

Member ID#: 
 

Member ID#: 
 

 Met: Y/N or NA Met: Y/N or NA Met: Y/N or NA Met: Y/N or NA Met: Y/N or NA 

Patient identification:  Each page in the medical record must contain the patient’s 
name or identification number.  Records should include the enrollee’s identifying 
information, including name, enrollee identification number, date of birth, gender 
and parent or legal guardianship (if applicable). 

     

Primary language:  Use of the patient’s primary language should be documented 
along with any communication assistance provided. 

     

Provider identification:  Identification of the author must be included for all 
entries, including dictation, and the author should authenticate each entry. 
Authentication may include signatures or initials, thereby verifying the report is 
complete and accurate. 

     

Services Information:  All Services include data of service (including begin and end 
times), service site, and name of service provider 
 

     

Consent Forms:  Record includes signed and dated consent forms (as applicable)      

Legibility:  The medical record must be legible to someone other than the writer.   
 

     

Allergies:  Allergies or no known allergies (NKA) must be documented in a uniform 
location on the medical record. Medication and other adverse reactions must be 
listed if present. 

     

Chief Complaint or purpose of visit:  Chief complaint or visit purpose is 
documented 

     

Past medical history:    For patients seen three or more times, past medical 
history should be easily identifiable and include serious accidents, operations, 
illnesses and familial/hereditary disease.  It should include medical history, 
diagnoses, treatment prescribed, therapy prescribed and drugs administered or 
dispensed, beginning with, at a minimum, the first enrollee visit with or by 
Humana. 
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Met: Y/N or 
NA 

Met: Y/N or NA Met: Y/N or NA Met: Y/N or NA Met: Y/N or NA 

Advance directives:   For patients ages 21 and older only, there should be evidence that 
the patient has been asked if he or she has an advance directive (written directions about 
health care decisions), and a yes or no response should be documented. If the response is 
yes, a copy of the advance directive must be included in the medical record. 

     

Physical exam (complete):   All body systems should be reviewed within two years of the 
first clinical encounter, including HEENT (head, eyes, ears, nose and throat), teeth, neck, 
heart, lungs, neurological and musculoskeletal. Height, weight, blood pressure and 
temperature must be documented on the initial visit. 

     

History and physical:  Subjective and objective information should be obtained and noted 
regarding the presenting complaints. 

     

Working diagnosis:  The working diagnosis should be consistent with findings (i.e., the 
physician’s medical impression). 

     

Plan/treatment:  Documentation of plan of action and treatment should be consistent 
with diagnoses. In addition, all entries shall include the disposition, recommendations, 
instructions to the enrollee, health education provided, evidence of whether there was 
follow-up and outcome of services. 

     

Records (e.g., consultation, discharge summaries and emergency room reports):    
Reports should be filed in the medical record and initialed by the primary care physician, 
thereby signifying review. Past medical records and hospital records (e.g., operative and 
pathology reports, admission and discharge summaries, consultations and emergency 
room reports, after-hours encounters) should be filed in the medical record. 

     

Referrals (e.g., consultation, therapy): Referrals should be filed in the medical record. 
Referrals should include follow-up and outcome of referrals. 

     

X-ray/lab/imaging:  Record should show documentation of lab, X-ray, imaging or other 
studies ordered. Results should be filed in the medical record and initialed by the primary 
care physician, thereby signifying review. Abnormal X-ray, lab and imaging study results 
should have an explicit notation in the medical record regarding follow-up plans and 
notification to patient of all results (positive and negative). 

     

Health Education:  Any education or materials provided to the patient are documented in 
the chart 

     

Smoking:  For patients seen three or more times, a notation concerning cigarette use 
must be present. 

     

Alcohol:  For patients seen three or more times, a notation concerning alcohol use must 
be present. 

     

Substance abuse:  For patients seen three or more times, a notation concerning 
substance abuse must be present. 

     

Immunization record:  A current record of immunizations should appear in the patient 
chart. 
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 Met: Y/N or NA Met: Y/N or NA Met: Y/N or NA Met: Y/N or NA Met: Y/N or NA 

Prescribed medications:   All current medications, including dose and date of initial 
prescription or refills, should be present in the medical record. 

     

Prescription Drug Monitoring:  For prescriptions of controlled substances, 
verification that the PMP was checked should be included in the member’s chart in 
accordance with LA Board of Pharmacy Requirements 

     

Total Points 
 

     

Comments 
 
 
 
 
 
 
 
 
 
 
 
 

     

 




