
history and physical examination, or any update to it, prior to specific 
outpatient surgical or procedural services. 

 
Interpretive Guidelines §482.23(c)(4)(i)(C) 
 
Guidance is pending and will be updated in future release.  
 
A-0463 
(Rev. 95, Issued: 12-12-13, Effective: 06-07-13, Implementation: 06-07-13) 
 
[All records must document the following, as appropriate:] 
 
§482.24(c)(4)(ii) - Admitting diagnosis. 
 
Interpretive Guidelines §482.24(c)(4)(ii) 
 
All inpatient medical records must contain the admitting diagnosis. 
 
Survey Procedures §482.24(c)(4)(ii) 
 
Verify in a sample of medical records that the patient’s admitting diagnosis is documented 
in each medical record. 
 
 
A-0464 
(Rev. 95, Issued: 12-12-13, Effective: 06-07-13, Implementation: 06-07-13) 
 
[All records must document the following, as appropriate:] 
 
§482.24(c)(4)(iii) - Results of all consultative evaluations of the patient and 
appropriate findings by clinical and other staff involved in the care of the patient. 
 
Interpretive Guidelines §482.24(c)(4)(iii)  
 
All patient records, both inpatient and outpatient, must contain the results of all consultative 
evaluations of the patient and appropriate findings by clinical and other staff involved in the 
care of the patient.  This information must be promptly filed in the patient’s medical record 
in order to be available to the physician or other care providers to use in making 
assessments of the patient’s condition, to justify treatment or continued hospitalization, to 
support or revise the patient’s diagnosis, to support or revise the plan of care, to describe 
the patient’s progress and to describe the patient’s response to medications, treatments, and 
services. 
 
Survey Procedures §482.24(c)(4)(iii)  
 
Review a sample of medical records of patients who have orders for consultative 
evaluations.  Are the results/reports and other clinical findings of those consultative 
evaluations included in the patient’s medical record? 
 
 
A-0465 
(Rev. 95, Issued: 12-12-13, Effective: 06-07-13, Implementation: 06-07-13) 
 
[All records must document the following, as appropriate:] 
 
§482.24(c)(4)(iv) - Documentation of complications, hospital acquired infections, and 



unfavorable reactions to drugs and anesthesia. 
 
Interpretive Guidelines §482.24(c)(4)(iv)   
 
All patient medical records, both inpatient and outpatient, must document: 
 

• Complication; 
 
• Hospital-acquired infections; 
 
• Unfavorable reactions to drugs; and 
 
• Unfavorable reactions to anesthesia. 

 
Survey Procedures §482.24(c)(4)(iv)  
 
Through observations, interviews, and reviews of hospital reports and documentation, 
determine if patient complications, hospital-acquired infections, unfavorable reactions to 
drugs/anesthesia have been documented in the applicable patient’s medical record. 
 
 
A-0466 
(Rev. 95, Issued: 12-12-13, Effective: 06-07-13, Implementation: 06-07-13) 
 
[All records must document the following, as appropriate:] 
 
§482.24(c)(4)(v) - Properly executed informed consent forms for procedures and 
treatments specified by the medical staff, or by Federal or State law if applicable, to 
require written patient consent. 

 
Interpretive Guidelines §482.24(c)(4)(v) 
 
Informed consent is discussed in three locations in the CMS Hospital CoPs.  See also the 
guidelines for 42 CFR 482.13(b)(2) pertaining to patients' rights, and the guidelines for 42 
CFR 482.51(b)(2), pertaining to surgical services. 
 
The medical record must contain a document recording the patient’s informed consent for 
those procedures and treatments that have been specified as requiring informed consent.  
Medical staff policies should address which procedures and treatments require written 
informed consent.  There may also be applicable Federal or State law requiring informed 
consent.  The informed consent form contained in the medical record should provide 
evidence that it was properly executed. 
 
Informed Consent Forms 
 
A properly executed informed consent form should reflect the patient consent process.  
Except as specified for emergency situations in the hospital’s informed consent policies, all 
inpatient and outpatient medical records must contain a properly executed informed consent 
form prior to conducting any procedure or other type of treatment that requires informed 
consent.  An informed consent form, in order to be properly executed, must be consistent 
with hospital policies as well as applicable State and Federal law or regulation.  A properly 
executed informed consent form contains the following minimum elements: 
 

• Name of the hospital where the procedure or other type of medical treatment is to 
take place; 

 


