
(Rev. 200, Issued: 02-21-20; Effective: 02-21-20, Implementation: 02-21-20) 
 
§482.60(b) Meet the Conditions of Participation specified in§§482.1 through 482.23 
and §§482.25 through 482.57; 
 
Interpretive Guidelines §482.60(b) 
 
Guidance is pending and will be updated in future release.  
 
A-1610 
(Rev. 200, Issued: 02-21-20; Effective: 02-21-20, Implementation: 02-21-20) 
 
§482.60(c) Maintain clinical records on all patients, including records sufficient to 
permit CMS to determine the degree and intensity of treatment furnished to 
Medicare beneficiaries as specified in §482.61; and 
 
Interpretive Guidelines §482.60(c) 
 
Guidance is pending and will be updated in future release. 
 
A-1615 
(Rev. 200, Issued: 02-21-20; Effective: 02-21-20, Implementation: 02-21-20) 
 
§482.60(d) Meet the staffing requirements specified in §482.62. 
 
Interpretive Guidelines §482.60(d) 
 
Guidance is pending and will be updated in future release. 
 
A-1620 
(Rev. 200, Issued: 02-21-20; Effective: 02-21-20, Implementation: 02-21-20) 
 
§482.61 Condition of Participation: Special Medical Record Requirements for 
Psychiatric Hospitals 
 
The medical records maintained by a psychiatric hospital must permit 
determination of the degree and intensity of the treatment provided to individuals 
who are furnished services in the institution. 
 
Interpretive Guidelines §482.61 
 
The clinical record should provide information that indicates need for admission and 
treatment, treatment goals, changes in status of treatment and discharge planning, and 
follow-up and the outcomes experienced by patients. The structure and content of the 
individual patient’s record must be an accurate functional representation of the actual 
experience of the individual in the facility. It must contain enough information to indicate 



that the facility knows the status of the patient, has adequate plans to intervene, and 
provides sufficient evidence of the effects of the intervention, and how their interventions 
served as a function of the outcomes experienced. You must be able to identify this 
through interviews with staff, and when possible with individuals being served, as well as 
through observations. 
  



A-1621 
(Rev. 200, Issued: 02-21-20; Effective: 02-21-20, Implementation: 02-21-20) 
 
§482.61(a) Standard: Development of Assessment/Diagnostic Data  Medical records 
must stress the psychiatric components of the record, including history of findings 
and treatment provided for the psychiatric condition for which the patient is 
hospitalized. 
 
Interpretive Guidelines §482.61(a) 
 
Guidance is pending and will be updated in future release. 
 
A-1622 
(Rev. 200, Issued: 02-21-20; Effective: 02-21-20, Implementation: 02-21-20) 
 
§482.61(a)(1) The identification data must include the patient’s legal status. 
 
Interpretive Guidelines §482.61(a)(1) 
 
Definition: Legal Status is defined in the State statutes and dictates the circumstances 
under which the patient was admitted and/or is being treated - i.e., voluntary, involuntary, 
committed by court, evaluation and recertification are in accordance with state 
requirements. 
 
Determine through interview with hospital staff the terminology they use in defining 
“legal status.” If evaluation and recertification is required by the State, determine that 
legal documentation supporting this status is present. Changes in legal status should also 
be recorded with the date of change. 
 
A-1623 
(Rev. 200, Issued: 02-21-20; Effective: 02-21-20, Implementation: 02-21-20) 
 
§482.61(a)(2) A provisional or admitting diagnosis must be made on every patient at 
the time of admission, and must include the diagnosis of intercurrent diseases as 
well as the psychiatric diagnosis. 
 
Interpretive Guidelines §482.61(a)(2) 
 
There is an admission or working psychiatric diagnosis (including rule-out diagnoses) 
written in the most current edition of the American Psychiatric Association’s Diagnostic 
and Statistical Manual (DSM) or the approved International Classification of Diseases 
(ICD) nomenclature. This diagnosis is made and entered into the chart of each patient at 
the time of the admission examination. The final diagnosis may differ from the initial 
diagnosis if subsequent evaluation and observation support a change.  
 


