
If a diagnosis is absent, there must be justification for its absence. For example, if a 
patient was psychotic on admission and was not accompanied by family or significant 
others. 
 
Intercurrent (other than psychiatric) diagnoses must be documented when they are made. 
Attention should be paid to physical examination notes, including known medical 
conditions, even allergies and recent exposure to infections, illness, or substance abuse, 
and to available laboratory or test reports which identify abnormal findings to see that 
these are reflected by appropriate diagnosis. 
 
These diagnoses may be found in a variety of locations in the medical record, e.g., the 
identification/face sheet, the finding of admission physical examination, the psychiatric 
evaluation the “admission work up “ or the physician’s progress notes. Diagnostic 
categories should include physical illness when present. 
 
Survey Procedures §482.61(a)(2)  
 
Are abnormal physical examination findings and/or laboratory findings justified by 
further diagnostic testing and/or development of an intercurrent diagnosis, and, if so, was 
such done?  
If an identified physical illness requires immediate treatment, is the treatment being 
given?  
How will an identified physical illness be likely to impact on the patient’s eventual 
outcome? To what extent has this potential impact been addressed by the team? 
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§482.61(a)(3) The reasons for admission must be clearly documented as stated by 
the patient and/or others significantly involved. 
 
Interpretive Guidelines §482.61(a)(3) 
 
The purpose of this regulation is to provide an understanding of what caused the patient 
to come to the hospital, and the patient’s response to admission. 
 
The hospital records the statements and reason for admission given by family and by 
others, as well as the patient (preferably verbatim), with informant identified, in a variety 
of locations, e.g., in transfer and admission notes from the physician, nurses and social 
workers. 
 
Records should not contain vague, ill-defined reports from unknown sources. Records 
should record “who,” “what,” “where,” “when,” and “why.” 
 
Survey Procedures §482.61(a)(3) 
 



Can the patient describe problems, stresses, situations experienced prior to hospitalization 
or do they still exist?  
Who is the informant?  
Did the informant witness the patient’s behavior? If not, on what basis has the informant 
come to know the patient’s behavior?  
Has staff elicited whether the patient has exhibited similar behavior previously? If so, 
what was different this time to make hospitalization necessary?  
Were there other changes/events in the patient’s environment (death, separations of 
significant others) which contributed to the need for hospitalization? If so, has staff 
explored how these will impact in the patient’s treatment? Has this been addressed by the 
treatment team?  
Has there been an interruption or change in the patient’s medication which may have 
been a factor in the patient’s hospitalization?  
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§482.61(a)(4) The social service records, including reports of interviews with 
patients, family members, and others, must provide an assessment of home plans 
and family attitudes, and community resource contacts as well as a social history. 
 
Interpretive Guidelines §482.61(a)(4) 
 
The purpose of the social work assessment is to determine the current baseline social 
functioning (strengths and deficits) of the patient, from which treatment interventions and 
discharge plans are to be formulated. 
Patient length of stay is a key factor influencing hospital documentation policy, i.e., 
establishing timeframes for completion, documentation, and filing of the psychosocial 
assessment, and treatment planning in the medical record. 
 
A psychosocial history/assessment must be completed on all patients. Three key 
components to be addressed: 
 
A. Factual and Historical Information 
1. Specific reasons for the patient’s admission or readmission; 
2. A description of the patient’s past and present biopsychosocial functioning;3. Family 
and marital history, dynamics, and patient’s relationships with family and significant 
others; 
4. Pertinent religious and cultural factors; 
5. History of physical, sexual and emotional abuse; 
6. Significant aspects of psychiatric, medical, and substance abuse history and treatment 
as presented by family members and significant others; 
7. Educational, vocational, employment, and military service history; 
8. Identification of community resources including previously used treatment sources; 
9. Identification of present environmental and financial needs. 
B. Social Evaluation 


