
 

 (i) The hospice discharge summary; and 
 (ii) The patient’s clinical record, if requested.  
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§418.104(e)(3) The hospice discharge summary as required by (e)(1) and (e)(2) of 
this section must include— 
 

(i) A summary of the patient's stay including treatments, symptoms and pain 
management;  

(ii) The patient's current plan of care; 
(iii) The patient's latest physician orders; and  
(iv) Any other documentation that will assist in post-discharge continuity of 

care or that is requested by the attending physician or receiving facility. 
 
Interpretive Guidelines §418.104(e) 
 
For further information regarding revocation or discharge of hospice services see Chapter 
2, §2081 and §2082, respectively, of this Chapter 2 in this manual. 
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§418.104(f) Standard: Retrieval of clinical records  
 
The clinical record, whether hard copy or in electronic form, must be made readily 
available on request by an appropriate authority.  
 
Interpretive Guidelines §418.104(f)  
 
An appropriate authority includes representatives from the SA or other authorized entity, 
who visits the hospice for the purpose of determining in accordance with Section 1864(a) 
of the Act whether the hospice is meeting all conditions of participation.  
 
If the clinical record is maintained electronically, the hospice must provide all equipment 
necessary to read the record in its entirety.  The hospice must also produce a paper copy 
of the record, if requested by the surveyor.  In addition, ascertain how the hospice ensures 
that the record is up-to-date including documentation of recent services/visits or 
handwritten notes held by staff that were not included in the record when the paper copy 
was produced.  
 
 


