
 

The clinical record, its contents and the information contained therein must be 
safeguarded against loss or unauthorized use. The hospice must be in compliance 
with the Department’s rules regarding personal health information as set out at 45 
CFR parts 160 and 164. 
 
Interpretive Guidelines§418.104(c) 
 
The hospice must ensure that unauthorized individuals cannot gain access to patient 
records, and that individuals cannot alter patient records. 
 
 
L681 
(Rev. 210; Issued:02-03-23; Effective:02-03-23; Implementation:02-03-23) 
 
§418.104(d) Standard: Retention of records 
 
Patient clinical records must be retained for 6 years after the death or discharge of 
the patient, unless State law stipulates a longer period of time.  If the hospice 
discontinues operation, hospice policies must provide for retention and storage of 
clinical records.  The hospice must inform its State agency and its CMS Location 
where such clinical records will be stored and how they may be accessed. 
 
L682 
(Rev. 210; Issued:02-03-23; Effective:02-03-23; Implementation:02-03-23) 
 
§418.104(e) Standard:  Discharge or transfer of care 
 
(1) If the care of a patient is transferred to another Medicare/Medicaid 
certified- facility, the hospice must forward, to the receiving facility, a copy of- 
 
 (i) The hospice discharge summary; and 
 (ii) The patient’s clinical record, if requested. 
 
 
 
L683 
(Rev. 210; Issued:02-03-23; Effective:02-03-23; Implementation:02-03-23) 
 
§418.104(e)(2) If a patient revokes the election of hospice care, or is discharged from 
hospice in accordance with §418.26, the hospice must forward to the patient’s 
attending physician, a copy of 
 


