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Medical Record

This is the last in a series of eight articles describing an integrated
system of recording medical data as developed and used by the
Family Medicine Program at the University of Rochester-Highland
Hospital. Compatability of manual and automated systems has been
described. The total system allows the practicing family physician to
assess morbidity patterns within his/her practice more effectively, to
record and monitor patient care, to perform audit, and to conduct

research in primary care.

Since publication of the initial se-
ries of communications on integrated
medical record systems for primary
care,1-8 a number of advances have
been made and implemented. Of par-
ticular note are developments in the
automation of such systems.9"11 Al-
though the individual patient’s medical
record has retained most elements of
its traditional form, certain modifica-
tions have evolved which provide a
simpler, more cohesive format. A de-
scription of the organization and con-
tent of individual medical records cur-
rently in use at the Family Medicine
Training Program of the University of
Rochester at Highland Hospital is the
subject of this report.

From the Family Medicine Program, Uni-
versity of Rochester-Highland Hospital,
Rochester, New York. Requests for reprints
should be addressed to Dr. Donald F. Treat,
The Family Medicine Program, University of
Rochester-Highland Hospital, 885 South
Avenue, Rochester, NY 14620.
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Objectives

Effective continuing medical care
requires maintenance of an organized,
consistent system for recording medi-
cal history, clinical observations and
findings, patient  progress, and
procedures performed and their out-
comes. Complete yet manageable re-
cords are essential, not only for qual-
ity of care audit, but for medicolegal
and third-party payment purposes as
well. Design of medical records for this
ambulatory family practice was ap-
proached with the following objectives
in mind; that the individual record
should:

1 Allow rapid and accurate identi-

fication of the patient.

2. Facilitate recording and retrieval

of data.

3. Be problem oriented rather than

source oriented.

4. Permit rapid horizontal scan-
ning.

5. Allow meaningful review and au-
dit by:
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a) displaying data in a system-
atic manner
b) encouraging the recording of
clinical reasoning.
Essential information to be included
eNncompasses:

1 An adequate data base (patient
demographics, individual and
family history);

2. A problem list of both current
and significant past conditions;

3. Patient evaluation and plans for
resolution of each current prob-
lem;

4. Patient progress.

The Individual Medical Record

Each component record form is
illustrated and/or discussed in sequen-
tial order as it appears within the
completed record.

Front Sheet - Sheet One (Figure 1)

This sheet is color-coded for patient
sex; yellow represents females and
green, males. The sex-appropriate
sheet is used for patients of all ages. It
is divided into three sections for de-
scriptive purposes:

Section A includes pertinent demo-
graphic and billing information.

Section B provides a vertical check
list for individual and family medical
history.

Section C allows space for critical
patient information for immediate ref-
erence such as allergies and drug sensi-
tivities, significant surgical procedures
and hospitalizations, or other physi-
cians involved in the patient’s care.

The reverse side of the front sheet
is reserved for narrative descriptive
information on the patient’s life-style,
employment, housing, avocations, and
family situation. Additional individ-
ually pertinent factors are frequently
included here.

Sheet 2 (Figure 2)

Section A is an age-indexed grid for
recording immunizations and screening
procedures performed through age 20.
Recommended ages for performance
of these procedures are indicated by
shading. Either a check (V) or date
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Figure 1. Individual Medical Record —Front Sheet
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Date Audited
Conrplete ?

d

DEVELOPMENTAL MILESTONES

Watches face
Coos; follows moving objects
Laoghs

Holds head erect

Puts things in mouth

Rolls over

Sits without support

Plays peek-a-boo; Crawls

Pulls up to standing

Tries to eat with fingers
Waves goodbye

Walks without support

Climbs on furniture

Tries to use cup and spoon
Speaks a few words

Walks up and down stairs

Uses three-word sentences
Plays alone; 'helps' clean house
Asks "why?"

Uses full sentences

Plays cooperatively

Develops bladder and bowel control
Dresses self

Drops infantile speech patterns

VISITS

DATES:

B 3mo. 6 9 12 15 18

B 3m. 6 9

[*Flexible feeding schedules
O Seeping positions and habits
¢ w ling jealousy

s re "Seep schedule
I 67
/
A | | Advice on shoes
- ["Reduced appetite
\" ["Teething
/
i v
1
i 7
i 7
L/
7
r
/
12 15 18 21 24 3yr. 4

ANTICIPATORY GUIDANCE

[irfirst solid foods

Q] Thumb sucking

[*Safety—putting small things in mouth;
can aspirate beans, peanuts, efc.

[i'fWeaning to cup—desire to keep bottle

heaters, electric outlets, medicines and
poisons.  Seat belts.

Q Discipline

[*Safety—climbing gives greater access to
hazards; windows, stairs

g'nlutrition; teeth; reduced appetite; sweets

[“Desire to do things for himself
[*Bladder and bowel control

f~| Activity and neps
[~| Need to play with children own age

[*Answering sex questions
| | Bladder and bowel reassurance

[*Safety—automobiles, fire

Figure 2. Individual Medical Record — Immunization, Screening, and Development to Age 20
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Figure 2A. Individual Medical Record — Immunization and Screening Above Age 20
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BUN 7-22
Cholesterol 150-300
Lipids 400-800
Triqlycerides 0-160
co 20-32(meq)
‘Til’2 ———————————————— 135-148
Cl 96-107
K 5.1 4.fc 3.5-5.5
_Glucose_@/2.hr.g_,, ~ r 70-110/F
- k 25-35%
id H U(‘,’wfﬁ)e 2.9-6.S
PBI 4.0-8.3
,9 Uric acid 38: ?8 C\AI
B
E AD titre [dCu
ili i i 0.0-0.2
Bilrubin, direct
ﬁ ’ ' total 0.1-1.0
i 8.5-10.6
& A ehous 2545
0.7-15
& v demance P 1065 T50(H.H)
Gucose Tol: F 601&)100(H.H.)
1ﬁ2 hr. 150
1 hr. 12)
2 hr. 0
3hr.
6-8.2
3.555
1.54.0%
3.510%
” 7-15%
10- 20%
Rheumatad factor
ANF B e
Latex
M0
= 025

DATE

NORMALS (KCRL)

(H.H.) = Highland Hospital Lab Normals

Figure 3. Individual Medical Record - Laboratory Data Flowsheet

THE JOURNAL OF FAMILY PRACTICE, VOL. 5, NO. 6, 1977 1011



1012

HOSPITALIZATION

Enc. Form No.: 0 4 1 7 6 9 Adm: Disch: Enc. Form No.: Q
A ER Visit:
Dateq|7]76 1 e 4 Place O & ¢ Date | Q UITfeTime |IC&am Place
T3t.SPftn B P~ ,ng M23<€ Ht 5+ l0*“ 3fc.S p T bp\Wgb
STAT Lab: STAT Lab:
Mfcco cccHewi'. Told S .P .t cIT Problem: 277- Obesity
Subjective:
plourv7. Objective (Findings):
Cd"thfig sgjuA Ofty pnessore Assessment:
R Plan:
I00-S gmt® m
Problem: 401- Hypertension
R R _ _ Subjective:
/;IIIIprc_wuder: note§ are <_j|_ctated immediately Objective:
(o] OWII:H:‘] t e_patlent V|S_|t. Gen. App. 1 Assessment:
Transcriptionists type dictated X+ Ment. Stat. X Plan:
notes directly onto this form the )
day of visit. Completed notes are 2 Skin 2
then returned to the provider for ¥ 3 Nodes 3
proofing and signature. Occasional-
ly, the nurse or aide will write a ¥, Head 4
brief remark in the chart describ- * g Eyes 5
o N -
N ing the nature and reason of visit 6  Eundi 6
= as above. All initial visit and 7 Ears 7
o progress notes follow the problem- y 8 Nose 8
i oriented format illustrated here. ¥ Oral 9
b4 Cusi_:omar)_/ ind_ividual family and ¥1>0 Throat 10
S social histories are included on
o .
o R i Neck n
medical record. On progress notes 12 Chest 12
c each individual problem is noted 13  Breasts 13
© separately and followed in problem- 14 Lungs 14
? oriented "SOAP" style. 15  Heart 15
o
@ Present Illness: 16 Abdomen 16
< -
S Review of Systems: 17 Back 17
S Physical Exam (positive findings)
s 1) obesity 18 Ext Gen. 18
- 6) abn fundi 19 Vag. £CX 19
= 20 Pv. Ccntent 20
E Problems: 21 Rectal 21
[ 1) obesity (277-)
) Plans: 1) diagnostic D Extrem. 22
2) therapeutic /23 Peri. Vase. 23
3) patient education
2) hypertension (401-) /24 Cerebellar 24
Plans: 1) diagnostic 25 Cranial 25
2) therapeutic 2% DTRs %

3) patient education

o7

Figure 4. Individual Medical Record —Progress Notes
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s\iLelLoon

Last Name

DIAGNOSTIC

DATE CODE

Ut |74. 3.77-
A\T|74 -
io U4t 3

tola»|7<  741-
4|4|77 7855
5\3fr7 53 2-

5\37|77 y84 _

J AMES
Given Name
PROBLEM TITLE
oatsi-ry
Toa fcco AQose.

fi(3»C50MiNftL Pain
‘Dudoinau ULcee

MftfcITAL. ?B6I3UEM

Figure 5. Individual Medical Record - Cumulative Problem List
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Drug Allergies, Intolerances,

Nonhe.

DATE DIAG  PROBLEM TITLE

CODE
4 61- Hypertension
532- S.U.

DATE CODE MEDICATION

Idiosyncracies, Abuses:

MEDICATION DOSE SIG AVIT
Rid

Y| \\bno-

(e somq 94" \oo

t"\AMcun-buH 3000 7 XA 12.03

W ell-tolerated and Effective Drugs:

REFILL INSTR SUBSEQUENT REFILLS
(D ate/ amount or cutoff date)

*3 4177 13
*3

SHORT-TERM MEDICATIONS

DOSE SIG AMT REFILL

© FarailijJMedicine

DATE CODE MEDICATION DOSE

Program, Rochester i\620

SIG

AMT
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ry be entered in the appropriate grid
foritems completed.

Section B — The importance of
monitoring the physical and emotional
development of children is a well-
accepted tenet of good medical prac-
tie In addition to allowing recording
o the age at which the child passes
developmental milestones, this grid
do indicates when 90 percent of
normel children may be expected to
achieve certain motor, communicative,
ad social skills. In the adjacent sec-

Ition appear anticipatory guidance

itars which remind the health-care
I'provider of areas to be discussed with
tre parents.

Sheet 2, reverse side (Figure 2A)

This is a continuation of the im-
munization and screening grid for ages
2Lto 69. The types and frequency of
procedures shown here have been
adapted from published recommenda-
tios for the asymptomatic adult.12
Unspecified grid lines are provided for
recording other selected tests or pro-
cedures in patients identified as “high
rik’” for any particular problem.

Sheet 3 (Figure 3)

Both sides of the laboratory data
flow sheet are illustrated by this single
figure. Blank grid lines are provided
for entry of additional laboratory
chta

Sheet4 (not shown)

This simple sheet for collection of
laboratory slips is unremarkable. For
ee of location, however, slips are
"affixed in shingle fashion with date in
evidence at the top of each slip.

Sheet 5 (Figure 4)

Sheet 5 is the standard form for
recording progress notes on all pa-
tients. It is designed to promote rapid
horizontal scanning of all notations of
patient progress. A check (V) is placed
beside the indicated region or organ
]examined if found normal, or an (x)
mbeside areas with abnormal findings.
Reference to specific items listed by
number in the center section facilitates
Isubsequent review. Frequently infor-
mation on such items as breast or
ophthalmoscopic examination, or heart
murmurs, for example, are located in
this fashion. Progress notes are record-

the journal of family

practice.

ed by the health-care provider in the
two spaces provided to either side of
the central checklist column. A review
of systems, history of present illness,
objective findings, and plans for man-
agement are recorded in the problem-
oriented style. In relatively uncom-
plicated patient visits, a single column
suffices for entry of all necessary
information. In no instance is the
progress note sheet stapled permanent-
ly into the chart until all columns are
filled.

Floating Sheet, face side (Figure 5)

This sheet is made of heavy stock
paper and “floats” immediately in
front of the latest patient progress
notes. The face side contains the cu-
mulative problem list. Each problem
considered to have long-term health
implications for the patient is listed.

Indiscriminate recording of all mi-
nor problems would overburden the
problem list and detract significantly
from its utility. The date of diagnosis
of significant problems is entered to-
gether with a written and coded diag-
nosis. Diagnoses or problems are coded
in this practice in accordance with the
International Classification of Health
Problems in Primary Care (ICHPPC).
13 The same diagnostic code number
appears in the progress notes, and the
problem list thus serves an indexing
function for the narrative and descrip-
tive portions of the patient’s medical
record. Columns are also provided for
recording date of resolution of prob-
lems as well as titles of inactive prob-
lems with continuing health-status im-
pact.

Floating Sheet, reverse side (Figure 6)

Both long and short-term medica-
tions are listed on this sheet of the
medical record. When this record be-
comes filled, additional sheets may be
affixed to the back of the problem list.
Experience has indicated that modifi-
cation of this form is in order and in
the future more space will be allotted
to long-term medication and refills and
less to short-term therapy.

The floating sheet, in its entirety,
provides immediate access to the most
salient factors of the patient’s condi-
tion. The fact that it is not affixed to
any specific portion of the chart body
allows rapid cross reference with any
other bit of chart information.
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Growth Chart

If the patient is less than 18 years
of age, standard height-weight record-
ing forms become part of the individ-
ual record, and are stapled into the
child’s chart immediately behind the
screening grid (Figure 2A).

Conclusion

Description of the individual pa-
tient’s medical records completes the
series of communications on data
systems currently in use at one family
practice center. It is our hope that the
series has been helpful, either in toto
or in part, to other primary care
practices offering continuing ambula-
tory care.
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