
• Patient’s discharge condition; 
• Patient outcomes in meeting the goals in the plan of care; and  
• Patient and family post-discharge instructions. 

 
A discharge summary must be sent to the primary care practitioner or other health care 
professional who will be responsible for providing care and services to the patient after 
discharge from the HHA (if any) within five (5) business days of the date of the order for 
discharge from the responsible physician.   
 
The contents of a transfer summary typically contain the same components as a discharge 
summary. 
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§484.110(b) Standard:  Authentication.   
 
All entries must be legible, clear, complete, and appropriately authenticated, dated, 
and timed.  Authentication must include a signature and a title (occupation), or a 
secured computer entry by a unique identifier, of a primary author who has 
reviewed and approved the entry. 
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§484.110(c) Standard:  Retention of records. 
 
(1) Clinical records must be retained for 5 years after the discharge of the patient, 
unless state law stipulates a longer period of time. 
 
(2) The HHA’s policies must provide for retention of clinical records even if it 
discontinues operation.  When an HHA discontinues operation, it must inform the 
state agency where clinical records will be maintained. 
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§484.110(d) Standard:  Protection of records.   
 
The clinical record, its contents, and the information contained therein must be 
safeguarded against loss or unauthorized use.  The HHA must be in compliance 


