[image: image1.jpg]é'la
I 4

< %
vmo
~ [}

CENTRAL
CALIFORNIA

ALLIANCE
FOR HEALTH

1600 Green Hills Road, Suite 101 « Scotts Valley, CA 95066-4981 « (831) 430-5500
339 Pajaro Street, Suite E « Salinas, CA 93901-3400 « (831) 755-6000
530 West 16th Street, Suite B « Merced, CA 95340-4710 « (209) 381-5300

A THE
s
%






Pre-Review Chart Survey Check list
	1. Format Criteria
	Present
	Missing

	Individual medical record established for each member.
	
	

	Member identification on each page.
	
	

	Individual personal biographical information documented. This includes date of birth, current address, home/work phone numbers, and name of parent(s) if patient is a minor. If patient refused to provide information, “refused” is noted in the medical record.
	
	

	Emergency “contact” is identified. If patient refused to provide an emergency contact, “refused” is noted in the record.
	
	

	Medical records are consistently organized.
	
	

	Chart contents are securely fastened.
	
	

	Patient’s assigned primary care physician (PCP) is identified.
	
	

	Primary Language and linguistic service needs of non-or limited-English proficient (LEP) or hearing-impaired persons are prominently noted.
	
	

	2.Documentation Criteria
	Present
	Missing

	Allergies are prominently noted.
	
	

	Chronic problems and/or significant conditions are listed.
	
	

	Current continuous medications are listed.  This includes the medication name,  dosage, route if not oral, and frequency. Discontinued medications are noted on the medication list or in the progress notes.
	
	

	Signed Informed Consents are present, when appropriate.
	
	

	Advance Health Care Directive Information is offered. (Only: Adults, 18 yrs/older; emancipated minors)
	
	

	Medical record entries are in accordance with acceptable legal medical documentation standards.
	
	

	Errors are corrected according to legal medical documentation standards. The S.L.I.D.E rule is one method used to correct documentation errors: Single Line, Initial, Date, and Error.
	
	

	3. Coordination/Continuity of Care Criteria
	Present
	Missing

	History of present illness is documented.
	
	

	Working diagnosis are consistent with findings.
	
	

	Treatment plans are consistent with diagnosis.
	
	

	Instruction for follow-up care is documented.
	
	

	Unresolved/continuing problems are addressed in subsequent visit(s).
	
	

	A physician reviewed consult/referral reports and diagnostic test results. Documentation may include the physician’s initials or signature on the report, notation in the progress notes, or other site-specific method of documenting physician review.
	
	

	Missed appointments and follow-up contacts/outreach effords are noted.
	
	

	4. Pediatric Preventive Criteria
	Present
	Missing

	Initial Health Assessment (IHA).
	
	

	Individual Health education Behavioral Assessment (IBEHA).
	
	

	Age-appropriate physical exams according to AAP schedule.
	
	

	Vision screening.
	
	

	Hearing screening.
	
	

	Nutrition assessment.
	
	

	Dental assessment. Inspection of the mouth, teeth and gums is performed at every health assessment visit. Children are referred to a dentist at any age if a dental problem is detected or suspected. Beginning at age 3 years, all children are referred annually to a dentist regardless of whether a dental problem is detected or suspected.
	
	

	Blood Lead Level testing. Children receiving health services through Medi-Cal Managed Care Plans must have blood lead level (BLL) testing as follows: 1) at 12 months and 24 months of age,

2) between 12 months and 24 months of age if there is no documented evidence of BLL testing at 12 months or thereafter,

3) between 24 months and 72 months of age if there is no documented evidence of BLL testing at 24 months or thereafter.
	
	

	Tuberculosis screening.
	
	

	Childhood Immunizations. Documentation includes the date the Vaccine Information Sheet (VIS) was given and the publication date of the VIS. The name of each vaccine given, the manufacturer, and lot number is recorded in the medical record, by electronic reocd or in medication logs.


	
	

	5. Adult Preventive Criteria
	Present 
	Missing

	Initial Health Assessment (IHA).
	
	

	Individual Health Education Behavioral Assessment (IHEBA).
	
	

	Periodic Health Evaluation. The type, quantity, and frequency of preventive services will depend on the most recent USPSTF recommendations.
	
	

	Tuberculosis screening.
	
	

	Blood Pressure.
	
	

	Cholesterol.
	
	

	Chlamydia screening.
	
	

	Mammogram.
	
	

	Pap smear.
	
	

	Adult Immunizations.
	
	

	6. Perinatal Preventive Criteria
	Present
	Missing

	Initial Comprehensive Prenatal Assessment (ICS).
	
	

	Subsequent Comprehensive Prenatal trimester re-assessments.
	
	

	Prenatal care visits according to most recent ACOG standards.
	
	

	Individualized Care Plan (ICP). Documentation includes specific obstetric, nutrition, psychosocial and health education risk problems/conditions, interventions, and referrals.
	
	

	Referral to WIC and assessment of infant feeding status.
	
	

	HIV-related services offered.
	
	

	AFP/Genetic screening offered.
	
	

	Domestic Violence/Abuse screening.
	
	

	Family Planning evaluation.
	
	

	Postpartum assessments.
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