
• That the hospital employs an adequate number of medical record personnel, 
employs adequate types of medical record personnel, and employs personnel who 
possess adequate education, skills, qualifications and experience to ensure the 
hospital complies with requirements of this regulation and other Federal and State 
laws and regulations. 

 
Survey Procedures §482.24(a) 
 

• Verify that there is an established system that addresses at least the following 
activities of the medical records services: 

 
o Timely processing of records; 

 
o Coding/indexing of records; 

 
o Retrieval of records; 

 
o Compiling and retrieval of data of quality assurance activities. 

 
• Verify that the system is reviewed and revised as needed. 

 
• Interview staff, if needed, review written job descriptions and staffing schedules to 

determine if staff is carrying out all designated responsibilities. 
 

• Verify that the hospital employs adequate medical record personnel as previously 
described. 

 
• Are medical records promptly completed in accordance with State law and hospital 

policy? 
 

• Select a sample of past patients of the hospital (inpatient and/or outpatient).  
Request those patients’ medical records.  Can the hospital promptly retrieve those 
records? 

 
 
A-0438 
(Rev. 37, Issued:  10-17-08; Effective/Implementation Date:  10-17-08) 
 
§482.24(b) Standard:  Form and Retention of Record 
 
The hospital must maintain a medical record for each inpatient and outpatient.  
Medical records must be accurately written, promptly completed, properly filed and 
retained, and accessible.  The hospital must use a system of author identification and 
record maintenance that ensures the integrity of the authentication and protects the 
security of all record entries. 
 
Interpretive Guidelines §482.24(b) 
 
The hospital must maintain a medical record for each inpatient and outpatient evaluated or 
treated in any part or location of the hospital. 
All medical records must be accurately written.  The hospital must ensure that all medical 
records accurately and completely document all orders, test results, evaluations, care plans, 
treatments, interventions, care provided and the patient’s response to those treatments, 
interventions and care. 
 
All medical records must be promptly completed. Every medical record must be complete 



with all documentation of orders, diagnosis, evaluations, treatments, test results, care plans, 
discharge plans, consents, interventions, discharge summary, and care provided along with 
the patient’s response to those treatments, interventions, and care.  The record must be 
completed promptly after discharge in accordance with State law and hospital policy but no 
later than 30 days after discharge. 
 
The medical record must be properly filed and retained.  The hospital must have a 
medical record system that ensures the prompt retrieval of any medical record, of any 
patient evaluated or treated at any location of the hospital within the past 5 years. [  
§482.24(b)(1) addresses the 5 year medical record retention requirement] 
 
The medical record must be accessible.  The hospital must have a medical record system 
that allows the medical record of any patient, inpatient or outpatient, evaluated and/or 
treated at any location of the hospital within the past 5 years to be accessible by appropriate 
staff, 24 hours a day, 7 days a week, whenever that medical record may be needed. 
 
Medical records must be properly stored in secure locations where they are protected from 
fire, water damage and other threats. 
 
Medical information such as consultations, orders, practitioner notes, x-ray interpretations, 
lab test results, diagnostic test results, patient assessments and other patient information 
must be accurately written, promptly completed and properly filed in the patients’ medical 
record, and accessible to the physicians or other care providers when needed for use in 
making assessments of the patient’s condition, decisions on the provision of care to the 
patient, and in planning the patient’s care.  This requirement applies to the medical records 
of current inpatients and outpatients of the hospital. 
 
The hospital must have a system of author identification and record maintenance that 
ensures the integrity of the authentication and protects the security of all record entries.  
The medical record system must correctly identify the author of every medical record entry 
and must protect the security of all medical record entries.  The medial record system must 
ensure that medical record entries are not lost, stolen, destroyed, altered, or reproduced in 
an unauthorized manner.  Locations where medical records are stored or maintained must 
ensure the integrity, security and protection of the records.  These requirements apply to 
both manual and electronic medical record systems. 
 
Survey Procedures §482.24(b) 
 

• Determine the location(s) where medical records are maintained. 
 
• Verify that a medical record is maintained for each person treated or receiving care.  

The hospital may have a separate record for both inpatients and outpatients.  
However, when two different systems are used they must be appropriately cross 
referenced and accessible. 

 
• Verify that procedures ensure the integrity of authentication and protect the security 

of patient records. 
 

• Verify that medical records are stored and maintained in locations where the records 
are secure, that protects them from damage, flood, fire, etc., and limits access to 
only authorized individuals. 

 
• Verify that records are accurate, completed promptly, easily retrieved and readily 

accessible, as needed, in all locations where medical records are maintained. 
 
 



A-0439 
(Rev. 37, Issued:  10-17-08; Effective/Implementation Date:  10-17-08) 
 
§482.24(b)(1) - Medical records must be retained in their original or legally 
reproduced form for a period of at least 5 years. 
 
Interpretive Guidelines §482.24(b)(1) 
 
Medical records are retained in their original or legally reproduced form in hard copy, 
microfilm, computer memory, or other electronic storage media.  The hospital must be able 
to promptly retrieve the complete medical record of every individual evaluated or treated in 
any part or location of the hospital within the last 5 years. 
 
In accordance with Federal and State law and regulations, certain medical records may have 
retention requirements that exceed 5 years (for example:  FDA, OSHA, EPA). 
 
Survey Procedures §482.24(b)(1) 
 

• Determine that records are retained for at least 5 years, or more if required by State 
or local laws. 

 
• Select a sample of patients, both inpatient and outpatient who were patients of the 

hospital between the previous 48-60 months.  Request their medical record.  Is it 
promptly retrieved?  Is it complete?  Is it in original or in a legally reproduced form? 

 
 
A-0440 
(Rev. 37, Issued:  10-17-08; Effective/Implementation Date:  10-17-08) 
 
§482.24(b)(2) - The hospital must have a system of coding and indexing medical 
records.  The system must allow for timely retrieval by diagnosis and procedure, in 
order to support medical care evaluation studies. 
 
Survey Procedures §482.24(b)(2) 
 
Verify that the hospital uses a coding and indexing system that permits timely retrieval of 
patient records by diagnosis and procedures. 
 
 
A-0441 
(Rev. 95, Issued: 12-12-13, Effective: 06-07-13, Implementation: 06-07-13) 
 
§482.24(b)(3) - The hospital must have a procedure for ensuring the confidentiality of 
patient records.  Information from or copies of records may be released only to 
authorized individuals, and the hospital must ensure that unauthorized individuals 
cannot gain access to or alter patient records.  Original medical records must be 
released by the hospital only in accordance with Federal or State laws, court orders, 
or subpoenas. 
 
Interpretive Guidelines §482.24(b)(3) 
 
Release of Information from or Copies of Records: 
 
The hospital must have a procedure to ensure the confidentiality of each patient’s medical 
record, whether it is in paper or electronic format, or a combination of the two, from 
unauthorized disclosure.   Confidentiality applies wherever the record or portions thereof 


