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Instructions:
1. Select 5 patient records with at least 3 recent visits






2. Place a score in the cell next to the CRITERIA column of either





a.  1 if YES/SATISFACTORY or

b.  0 if NO/UNSATISFACTORY
c. NA if not applicable
3. Identify any areas requiring improvement and actions to meet these improvements 
	CRITERIA
	PATIENT RECORD NUMBER

	
	1
	2
	3
	4
	5

	Unique identifier is recorded in the chart that is easily located
	
	
	
	
	

	Intake form is completed
	
	
	
	
	

	Intake form contains all biographical and/or personal data
	
	
	
	
	

	Person/Clinician providing care identified on each chart entry
	
	
	
	
	

	Client consent is signed or verbal consent is completed
	
	
	
	
	

	Relevant information (consent, confidentiality) has been given to the client and recorded
	
	
	
	
	

	Referral document is filed appropriately
	
	
	
	
	

	Entries are dated
	
	
	
	
	

	Entries are legible
	
	
	
	
	

	Chronology of entries is maintained
	
	
	
	
	

	Problem list is complete
	
	
	
	
	

	Allergies and adverse drug reactions are recorded (if applicable)
	
	
	
	
	

	Appropriate past history is documented
	
	
	
	
	

	Physical examination is recorded (if applicable)
	
	
	
	
	

	Medication and pathology are recorded (if applicable)
	
	
	
	
	

	Provisional Diagnosis is recorded
	
	
	
	
	

	Plans of action / treatment are consistent with diagnosis(es)
	
	
	
	
	

	Plans are reviewed as appropriate
	
	
	
	
	

	Problems from previous visits addressed
	
	
	
	
	

	Evidence of continuity and coordination of care between referral agency and Allied Health professional eg letters sent to referral agency/documented phone calls
	
	
	
	
	

	Clients are adequately informed (i.e., there is documentation of patient education, follow-up instructions)
	
	
	
	
	

	Missed/canceled appointments are recorded
	
	
	
	
	

	Follow-up on missed/canceled appointments
	
	
	
	
	

	Telephone calls regarding patient care noted
	
	
	
	
	

	Charts are organised in a consistent manner internally
	
	
	
	
	

	There is a consistent, organised format for notes (i.e., is SOAP or similar format used?)
	
	
	
	
	

	No inappropriate information is in the chart (e.g., subjective or personal remarks about patient, family, or other caregivers)
	
	
	
	
	

	No inappropriate alterations or omissions (e.g., erasures, missing pages)
	
	
	
	
	

	Appropriate assessment tool/s that reflect the individual needs of the client and the requirements of the funding program.
	
	
	
	
	

	Assessments take account of and consider other current assessments from other service providers and agencies.
	
	
	
	
	

	Care/service plan reflects the needs of the client and there is evidence the client has been informed and agrees with their care/service plan
	
	
	
	
	

	Care/service plan included in client chart.
	
	
	
	
	

	When clients do not attend (DNA), the client chart is noted accordingly and attempts to contact the client and follow-up letter (when unable to contact the client) are recorded in the client chart.
	
	
	
	
	

	When client chart is closed, a letter is sent to the referrer.
	
	
	
	
	


	Areas Requiring Improvement

	

	

	

	

	

	

	Recommendations / Actions

	

	

	

	

	

	

	

	Health Professional Name
	

	Position Title
	

	Signature
	

	Date
	


Acknowledgement: This form has been compiled by referring to: Sci Qual  International (November 2012); Australian Medicare Local Alliance’s Seven Pillars of Clinical Governance (January 2013), Australian Psychology Society’s Ethical Code and Guidelines on Record Keeping (May 2011) and Royal Australian College of General Practice’s Quality health records in Australian Primary Healthcare (June 2013).
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