
 
If, upon examination, the licensed practitioner finds no change in the patient's condition 
since the H&P was completed, he/she may indicate in the patient's medical record that the 
H&P was reviewed, the patient was examined, and that "no change" has occurred in the 
patient's condition since the H&P was completed (71 FR 68676).  Any changes in the 
patient’s condition must be documented by the practitioner in the update note and placed in 
the patient’s medical record within 24 hours of admission or registration, but prior to 
surgery or a procedure requirement anesthesia services.  Additionally, if the practitioner 
finds that the H&P done before admission is incomplete, inaccurate, or otherwise 
unacceptable, the practitioner reviewing the H&P, examining the patient, and completing 
the update may disregard the existing H&P, and conduct and document in the medical 
record a new H&P within 24 hours after admission or registration, but prior to surgery or a 
procedure requiring anesthesia. 
  
Survey Procedures §482.22(c)(5)(ii)  
 

• Review the medical staff bylaws to determine whether they include provisions 
requiring that, when the medical history and physical examination was completed 
within 30 days before admission or registration, an updated medical record entry 
documenting an examination for changes in the patient's condition was completed 
and documented in the patient's medical record within 24 hours after admission or 
registration. 
  

• Determine whether the bylaws require that, in all cases involving surgery or a 
procedure requiring anesthesia services, the update to the H&P must be completed 
and documented prior to the surgery or procedure. 
 

• In the sample of medical records selected for review, look for cases where the 
medical history and physical examination was completed within 30 days before 
admission or registration.  Verify that an updated medical record entry documenting 
an examination for any changes in the patient's condition was completed and 
documented in the patient's medical record within 24 hours after admission or 
registration.  Verify that in all cases involving surgery or a procedure requiring 
anesthesia services, the update was completed and documented prior to the surgery 
or procedure. 

 
A-0360  
(Rev. 200, Issued: 02-21-20; Effective: 02-21-20, Implementation: 02-21-20) 
 
[The bylaws must:] 
 
§482.22(c)(5) - Include a requirement that  -- 
 
 (iii)  An assessment of the patient (in lieu of the requirements of paragraphs 

(c)(5)(i) and (ii) of this section) be completed and documented after 
registration, but prior to surgery or a procedure requiring anesthesia 
services, when the patient is receiving specific outpatient surgical or 
procedural services and when the medical staff has chosen to develop and 
maintain a policy that identifies, in accordance with the requirements at 
paragraph (c)(5)(v) of this section, specific patients as not requiring a 
comprehensive medical history and physical examination, or any update to 
it, prior to specific outpatient surgical or procedural services.  The 
assessment must be completed and documented by a physician (as defined 
in section 1861(r) of the Act), an oral and maxillofacial surgeon, or other 
qualified licensed individual in accordance with State law and hospital 
policy. 

 



Interpretive Guidelines §482.22(c)(5)(iii) 
 
Guidance is pending and will be updated in future release.  
 
 
 
A-0361  
(Rev. 200, Issued: 02-21-20; Effective: 02-21-20, Implementation: 02-21-20) 
 
[The bylaws must:] 
 
§482.22(c)(5) - Include a requirement that  -- 
 
 (iv)  The medical staff develop and maintain a policy that identifies those 

patients for whom the assessment requirements of paragraph (c)(5)(iii) of 
this section would apply.  The provisions of paragraphs (c)(5)(iii), (iv), and 
(v) of this section do not apply to a medical staff that chooses to maintain a 
policy that adheres to the requirements of paragraphs of (c)(5)(i) and (ii) of 
this section for all patients. 

 
Interpretive Guidelines §482.22(c)(5)(iv) 
 
Guidance is pending and will be updated in future release.  
 
A-0362  
(Rev. 200, Issued: 02-21-20; Effective: 02-21-20, Implementation: 02-21-20) 
 
[The bylaws must:] 
 
§482.22(c)(5) - Include a requirement that  -- 
 
 (v)   The medical staff, if it chooses to develop and maintain a policy for the 

identification of specific patients to whom the assessment requirements in 
paragraph (c)(5)(iii) of this section would apply, must demonstrate 
evidence that the policy applies only to those patients receiving specific 
outpatient surgical or procedural services as well as evidence that the 
policy is based on: 

(A)   Patient age, diagnoses, the type and number of surgeries and 
procedures scheduled to be performed, comorbidities, and the level of 
anesthesia required for the surgery or procedure. 

(B)   Nationally recognized guidelines and standards of practice for 
assessment of specific types of patients prior to specific outpatient 
surgeries and procedures. 

(C)  Applicable state and local health and safety laws. 
  

Interpretive Guidelines §482.22(c)(5)(v) 
 
Guidance is pending and will be updated in future release.  
 
A-0363 
(Rev.78, Issued: 12-22-11, Effective/Implementation: 12-22-11) 
 
[The bylaws must:] 
 
§482.22(c)(6) - Include criteria for determining the privileges to be granted to 
individual practitioners and a procedure for applying the criteria to individuals 


