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	Applies to the following THA Group of Companies: 
	· Island Health Care

· Island Hospice

· RightHealth®
· Palliation Choices

	
	Included in the following THA Manuals:
	Administrative Policies and Procedures 

Management of Information & HIPAA


POLICY
An electronic clinical record is maintained for every individual receiving home care or hospice services.

PROCEDURE
1. An electronic clinical record is initiated on every individual admitted to Island Health Care (IHC), RightHealth®, Palliation Choices, and Island Hospice (IH) services. 
2. For IHC, IH, RightHealth, and Palliation Choices, the following documents are scanned into the client’s electronic health record:
a. Consent for treatment.

b. Service and financial agreements

c. Acknowledgement of receipt of Rights & Responsibilities and HIPAA Notice signed by the patient or an authorized representative.
d. Permission for release of information dated and signed by the patient or an authorized representative.

e. History and Physical, if provided

f. Advance Directives Information

g. Signed and dated Physician Orders 
h. Risk Stratification Form

i. Written Certification of Terminal Illness (IH clients)
3. Clinical records are periodically reviewed to ensure established policies and procedures are followed in providing home care services.

4. All documentation is to be completed within 24 hours.  The electronic documents are signed by the clinician. Corrections to errors in electronic documentation are made as addendum to the document. EHR and paper late entries are documented as such and dated to reflect the addendum date. Since the record is a legal document, no form is removed or destroyed once it is filed within the record.

5. In the event the Agency is no longer a provider, clinical records are maintained as recommended by the Department of Certification and Licensure and/or legal counsel.

6. In the event of change of ownership, all records are transferred to the new owner.

RETENTION OF CLINICAL RECORDS
1. Upon discharge or transfer of services, the Company completes all necessary documentation within 24 hours with the exception of the physician’s signature which may take up to 30 days following the transfer or discharge order.

Please see the Document Retention and Destruction Policy for further information.
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