
rights Condition at §484.50(c)(6), the HHA must ensure the confidentiality of each 
patient’s clinical record.  
 
The manner and degree of noncompliance identified in relation to the standard level tags 
for §484.110 may result in substantial noncompliance with this CoP, requiring citation at 
the condition level. 
 
 
G1012 
(Rev. 219; Issued: 04-12-24; Effective: 04-12-24; Implementation: 04-12-24) 
 
§484.110(a) Standard: Contents of clinical record. The record must include: 
 
(1) The patient’s current comprehensive assessment, including all of the assessments 
from the most recent home health admission, clinical notes, plans of care, and 
physician or allowed practitioner orders; 
 
G1014 
(Rev. 219; Issued: 04-12-24; Effective: 04-12-24; Implementation: 04-12-24) 
 
 
[§484.110(a) Standard: Contents of clinical record. The record must include:] 
 
(2) All interventions, including medication administration, treatments, and services, 
and responses to those interventions; 
 
Interpretive Guidelines §484.110(a)(2) 
 
“All interventions” refers to those interventions performed by the HHA. 
 
G1016 
(Rev. 219; Issued: 04-12-24; Effective: 04-12-24; Implementation: 04-12-24) 
 
 
[§484.110(a) Standard: Contents of clinical record. The record must include:] 
 
(3) Goals in the patient's plans of care and the patient’s progress toward achieving 
them;  
 
G1018 
(Rev. 219; Issued: 04-12-24; Effective: 04-12-24; Implementation: 04-12-24) 
 
[§484.110(a) Standard: Contents of clinical record. The record must include:] 
 
(4) Contact information for the patient, the patient’s representative (if any), and the 
patient’s primary caregiver(s); 


