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Required Medical Record Documentation
The Joint Commission Standards Requirements by Category

	Standard
	Topic Requiring Medical Record Documentation
	Responsibility/Status/Location

	Leadership

	LD.04.01.01
	Charting for psychiatric hospitals
	

	LD.04.02.03
	Provisions of care are based solely on patient need not financial status
	

	LD.04.02.05
	Decisions for transfer, discharge are based on patient needs
	

	LD.04.03.07
	Patients with same needs receive same care
	

	Medication Management

	MM.02.01.01
	Response to newly added medication
	

	Medical Staff

	MS .03.01.03
	Privileged LIPs manage and coordinate care of all patients
	

	MS.03.01.03
	Consultations are obtained when ordered
	

	National Patient Safety Goals

	NPSG .03.05.01
	Baseline INR when treating with Coumadin
	

	NPSG.03.06.01
	Medication Reconciliation
	

	NPSG.07.05.01
	Prophylactic antibiotics prior to surgery
	

	NPSG.08.01.01
	Current medication list on entry
	

	NPSG.08.01.01
	Current meds against Medications ordered in the hospital reasons for omissions, duplications
	

	NPSG.08.01.01
	Communication of current meds to next provider on internal transfer
	

	NPSG.08.02.01
	Communication of current meds to next provider on external transfer
	

	NPSG.08.03.01
	Current meds to patient on discharge
	

	NPSG.08.04.01
	Modified med list in areas with minimal or no med use and allergies obtained on arrival
	

	NPSG.08.04.01
	Short term med list on discharge
	

	NPSG.08.04.01
	Full med list if changes made
	

	NPSG .15.01.01
	Suicide risk assessment completed on admission
	

	NPSG .15.01.01
	Crisis hotline given to suicide at risk patients and family on discharge
	

	UP.01.02.01
	Use of intra-operative techniques for identifying level in spinal surgery
	

	UP .01.03.01
	“Time Out” process is documented before a procedure

	

	Provision of Care

	PC.01.02.03
	Patient assessment/reassessment and H&P
	

	PC:01.02.05
	RN plans care
	

	PC.01.02.07
	Pain assessment, reassessment and treatment when in pain 
	

	PC.01.02.08
	Fall assessment
	

	PC.01.02.09
	Abuse and neglect assessments and reporting
	

	PC.01.02.11
	Assessment of needs of patients with substance abuse or alcoholism
	

	PC.01.02.13
	Assessment of behavioral health patients
	

	PC.01.02.15
	Diagnostic testing completed as ordered
	

	PC.01.03.01
	Plan of care
	

	PC.01.03.01
	Evaluate patient’s progress toward goals
	

	PC.01.03.05
	Behavioral technique plan of care
	

	PC.01.03.05
	Patient and family involvement in behavioral plan of care
	

	PC.01.03.05
	Review and approval of behavioral plan by qualified staff
	

	PC.01.03.05
	Tome-outs are used according to plan of care
	

	PC.02.01.01
	Care provided based on plan of care
	

	PC.02.01.03
	LIP provides orders prior to care
	

	PC.02.01.05
	Coordination of Interdisciplinary care
	

	PC.02.01.21
	Patient’s preferred language
	

	PC.02.02.03
	Special dietary needs are accommodated
	

	PC.02.03.01
	Assessment of learning needs
	

	PC.02.03.01
	Patient education
	

	PC.02.03.01
	Validating understanding of education
	

	PC.02.03.03
	Grooming & hygiene assessment and education
	

	PC.03.01.03
	Monitoring patients pre-surgical procedure
	

	PC.03.01.03
	Pre-anesthesia evaluation within 48 hrs of surgery
	

	PC.03.01.05
	Monitoring of sedated patients
	

	PC.03.01.07
	Monitoring of post procedure sedated patients & discharge
	

	PC.03.01.07
	Post anesthesia evaluation within 48 hrs of surgery
	

	PC.03.01.09
	2 person justification for electroconvulsive therapy for child
	

	PC.03.01.11
	Justification for psychosurgery
	

	PC.03.02.05
	Restraint use orders and notification of LIP if initiated by other than LIP
	

	PC.03.02.05
	Early release from restraint rationale
	

	PC.03.02.07
	Every two hour monitoring for non-behavioral restraints use
	

	PC.03.03.09
	Assessment of behavioral patients to prevent restraints
	

	PC.03.03.11
	Behavioral restraints used only in emergencies
	

	PC.03.03.11
	Family notification of restraint use
	

	PC.03.03.13
	LIP orders for restraint or seclusion- Behavioral
	

	PC.03.03.13
	LIP restraint assessment requirements
	

	PC.03.03.15
	LIP frequency of evaluation of patient in restraints
	

	PC.03.03.15
	In-person LIP evaluation of the restraint/seclusion patient
	

	PC.03.03.17
	Orders for restrain and seclusion-Behavioral
	

	PC.03.03.19
	LIP & staff evaluation of patients in restraints- Behavioral
	

	PC.03.03.21
	Notification of clinical leaders of restraint use
	

	PC.03.03.23
	Staff assessments of patients in restraints-Behavioral
	

	PC.03.03.25
	Monitoring of patients in seclusion and physical hold
	

	PC.03.03.27
	Discontinuation of restraint or seclusion-Behavioral
	

	PC.03.03.29
	Debriefing of patients in restraint or seclusion
	

	PC.03.05.05
	LIP orders restraints and adheres to time limits and evaluates patient at required intervals
	

	PC.03.05.07
	Monitoring patient in restraint or seclusion
	

	PC.03.05.11
	Physician and LIP evaluation of patient in restraint or seclusion
	

	PC.03.05.13
	Monitoring of patient in restraint AND seclusion
	

	PC.03.05.15
	Required restraint or seclusion documentation
	

	PC.03.05.19
	Restraint or seclusion related death notification to CMS
	

	PC.04.01.01
	Inform patient & respect decision to select Medicare provider of choice for care post-discharge
	

	PC.04.01.01
	List of post-discharge Medicare providers given to patient
	

	PC.04.01.03
	Patients and family included in discharge planning needs
	

	PC.04.01.05
	Inform patient of discharge as early as possible
	

	PC.04.01.05
	Written discharge instructions to family in a way they can understand
	

	PC.04.02.01
	Exchange of information with next provider of care
	

	Record of Care

	RC.01.01.01
	Required medical record entries
	

	RC.01.01.01
	Date and time all medical record entries
	

	RC.01.01.01
	Summary of patient information
	

	RC.01.02.01
	Authentication of entries, author defined in the medical record
	

	RC.02.01.01
	Medical Record contains patient-specific information both required and those that are documented when appropriate
	

	RC.02.01.01
	Requirements of Emergency Dept. Medical Record
	

	RC.02.01.03
	Requirements for operative and other procedures when using moderate or deep sedation
	

	RC.02.01.03
	H&P in medical record prior to procedures
	

	RC.02.01.03
	Operative report completion and required elements
	

	RC.02.01.03
	Required Post operative documentation
	

	RC.02.01.05
	Restraint and seclusion elements of documentation
	

	RC.02.01.07
	Required elements of ambulatory summary list
	

	RC.02.03.07
	Required elements of verbal orders
	

	RC.02.04.01
	Required elements of discharge summary
	

	Ethics, Rights & Responsibilities

	RI.01.02.01
	Patients involved in decisions about their care
	

	RI.01.02.01
	LIP informs patients and/or families of adverse events considered sentinel events by TJC
	

	RI.01.03.03
	Informed consent for filming or recoding
	

	RI.01.03.05
	Research protocol information given to patient
	

	RI.01.03.05
	Research study information in medical record
	

	RI.01.03.05
	Consent for research
	

	RI.01.04.01
	Notification to patient of those responsible for their care
	

	RI.01.05.01
	Documenting advance directives or lack thereof
	

	RI.01.05.01
	Documenting organ donation wishes
	

	RI.01.06.05
	Document patient restrictions of mail, visitors & justification
	

	Transplant Safety

	TS.03.02.01
	Transplant recipient medical record requirements
	

	Waived Tests

	WT.05.01.01
	Results of waived tests
	

	WT.05.01.01
	Waived test results are accompanied by reference ranges
	


Refer to the Standard listed above and all related Elements of Performance for all requirements. 

 If a chapter is not listed, there are no requirements in this category for that chapter.
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