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(A) Policy Statement

All documentation of outpatient surgery, observations, and basic outpatient procedure records shall be analyzed
for deficiencies.

(B) Purpose of Policy
To ensure completion of the outpatient surgery, observations, and basic outpatient procedure records.

(C) Procedure

1. All History and Physicals must be co-signed by the attending physician. If more than one History and
Physical, only Student and admitting service’s History and Physical must be cosigned. Do not assign a
history and physical to be completed if one has not been done.

2. All Progress Notes must be signed by the appropriate physician or other health care professional.

NOTE: Only the following personnel are permitted to document in the Progress Notes:
- Physicians
- Clinical Nurse Specialist/Physician Assistants
- Certified Nurse Practitioner
- Physical/Occupational/Speech Therapists
- Members of the Rehabilitation Team
- Social Workers
- Respiratory Therapists
- Child Life Instructors
- Registered Dietitians
- Pastoral Care
- Professional Students for these categories

3. Consult Notes in the Progress Notes and on Consultation Request Forms must be co-signed by the attending
physician of the consulted service.

a.  If the attending physician has not been specified on the Consult Form, refer to call schedule of the
service for attending assignment. If a call schedule is not available, then the departmental head will be
assigned to cosign when a service call schedule is not provided.
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4. Operative and/or Procedure Notes:

a. All handwritten operative notes must be cosigned by the attending surgeon.

A dictated operative report is required for invasive procedures and must be signed by the attending
surgeon for completion. The dictation of the operative report must be assigned to the first assistant
resident in the operation, if not already dictated. Authentication/signature must be assigned to the
attending surgeon.

5. All doctor’s orders must be authenticated and signed, unless erred out, including all preprinted orders. All
verbal and phone orders must be cosigned by the responsible physician.

a. If a nurse documents a verbal or phone order, it must be cosigned by the physician who gave the order.
b. Medical student orders must be cosigned by the attending physician.

Process for entering information into the SoftMed utilizing the ChartFact component of the system:

Chartfact

1. Click on Add allocation

2. Add six digit.

3. Pick interface records with billing # or D/C date.

4. OK- click on.

5. Check Chart Script for any transcribed reports matching dates of service (before entering any deficiencies

for a dictation or signature).

6. Type doctors last name.
7. Enter

8. Enter.

9.

Select allocation- click on selection.

C- complete

D- dictation- to be dictated.

R- waiting on resident-

S- sign.

E-electronic signature

T- transcription- reports are dictated but not typed or waiting for ESA doctor to sign electronically.
11. Save
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