
(ii)  If the anticipated source of financing is, in any part, the anticipated payment 
from title V (Maternal and Child Health Services Block Grant) or title XVIII 
(Medicare) or title XIX (Medicaid) of the Social Security Act, the plan specifies the 
following: 

 
(A)  Whether the proposed capital expenditure is required to conform, or is 
likely to be required to conform, to current standards, criteria, or plans 
developed in accordance with the Public Health Service Act or the Mental 
Retardation Facilities and Community Mental Health Centers Construction 
Act of 1963. 

 
(B)  Whether a capital expenditure proposal has been submitted to the 
designated planning agency for approval in accordance with section 1122 of 
the Act (42 U.S.C. 1320a-1) and implementing regulations. 
 
(C)  Whether the designated planning agency has approved or disapproved 
the proposed capital expenditure if it was presented to that agency. 

 
(3) Preparation of plan and budget. The overall plan and budget is prepared under 
the direction of the governing body of the HHA by a committee consisting of 
representatives of the governing body, the administrative staff, and the medical staff 
(if any) of the HHA. 
 
(4) Annual review of plan and budget.  The overall plan and budget is reviewed and 
updated at least annually by the committee referred to in paragraph (i)(3) of this 
section under the direction of the governing body of the HHA. 
 
 
G1008 
(Rev. 219; Issued: 04-12-24; Effective: 04-12-24; Implementation: 04-12-24) 
 
 
§484.110 Condition of participation: Clinical records.  
 
The HHA must maintain a clinical record containing past and current information 
for every patient accepted by the HHA and receiving home health services. 
Information contained in the clinical record must be accurate, adhere to current 
clinical record documentation standards of practice, and be available to the 
physician(s) or allowed practitioner(s) issuing orders for the home health plan of 
care, and appropriate HHA staff. This information may be maintained 
electronically. 
 
Interpretive Guidelines §484.110 
 
The HHA must use the information contained in each medical record to assure that safe 
care is delivered to each HHA patient. In accordance with the provisions of the Patient 



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); 


