St. Joseph’s/Candler Joint Rules & Regulations applicable to Medical Assistants
3.4 ORAL SURGEONS, DENTISTS, MEDICAL ASSOCIATES AND MEDICAL ASSISTANTS 

Oral surgeons, dentists, Medical Associates and Medical Assistants may treat patients within the scope of their clinical privileges or scope of services and under the conditions provided in the Joint Policy on Appointment, Reappointment and Clinical Privileges.  Each oral surgeon, dentist, Medical Associate and Medical Assistant credentialed to do so, is responsible for documenting in the medical record, in timely fashion, a complete and accurate description of the services he or she provides to the patient in accordance with these rules.   

6.3 VERBAL ORDERS

6.3.3 Verbal/telephone orders may be taken only by a physician, dentist, credentialed Medical Assistant, a registered nurse, a licensed practical nurse, or a pharmacist. A registered/certified respiratory therapist, medical technologist, registered dietitian, radiology technologist, licensed physical, speech or occupational therapist, licensed audiologist, registered EEG technologist, laboratory technician or social worker may take verbal orders for medication, treatment and/or procedures within their scope of practice or job description.  Clerical non-licensed personnel may take verbal orders for purposes of scheduling only within specified areas according to their job descriptions (i.e.:  radiology, centralized posting).  

6.3.4 The individual receiving the order shall immediately enter the order into the medical record, date, time and authenticate the order, with the time noted, and where applicable, enter the dose to be administered.
6.3.5 The individual receiving the order shall immediately read back the order and the prescribing physician or other authorized practitioner shall verify that the read back order is correct. The individual receiving the order shall document, in the patient’s medical record, that the order was “read back and verified.” (This may be indicated by using lower case letters “r/v”.)
6.3.6 Where the procedures outlined in paragraph 6.3.4 above are followed, the hospital shall require all verbal/telephone orders be dated, timed and authenticated no later than thirty (30) days after the patient’s discharge.

6.3.7 As an alternative to meeting the requirements set forth in the above paragraphs, the Hospital shall require that verbal/telephone orders be dated, timed and authenticated with forty-eight (48) hours, except where the patient is discharged within forth-eight (48) hours, in which case, the order shall be dated, timed and authenticated within thirty (30) days after the patient’s discharge.

6.3.8 The recommendation for the appropriate method to write the verbal/telephone order is as follows:

V.O./Dr’s Name …/ r/v /Nurse’s signature/ date / time
6.4 ORDERS BY MEDICAL ASSOCIATES AND MEDICAL ASSISTANTS

A Medical Associate or Medical Assistant who is so credentialed may give orders in writing or verbally, pursuant to the requirements of Section 6.3. All such orders shall be dated, timed and authenticated. Added 6/2011
6.11 MEDICAL RECORDS - GENERAL

6.11.1 The Attending practitioner shall be responsible for the preparation of a timely, complete and legible medical record for each patient under his or her care. This responsibility cannot be delegated.  The contents of the record shall be pertinent and current.  

6.11.2 Opinions requiring medical judgment should be written or authenticated only by medical staff members.

6.11.3 All entries in the record are dated, timed and authenticated by the person making the entry.  The duty to authenticate an entry in a medical record cannot be delegated to another practitioner.   

6.11.4 In accordance with federal law and regulation, the use of any device for authentication other than handwritten signature, computerized security and authentication code (e-signature) is not permitted.

6.11.5 Symbols and abbreviations may be used in medical records only when they have been reviewed, catalogued and approved by the Joint Medical Record Committee. The Joint Medical Record Committee approves the use of abbreviations set forth in Stedman’s Medical Dictionary and/or Dorland’s Medical Abbreviations, W. B. Saunders Company (1992), copies of which are available in the Health Information Management Department offices.  XE "IM.3.2" \b 
6.11.6 No original medical records, or microfilm of original records of any type (including but not limited to paper charts and any portion thereof, pathology samples or slides (unless found by a pathologist to be surplus duplicates) and any other original information or data) may be removed from a Hospital's jurisdiction and safekeeping other than those records or items that:

a. are subject to a court order specifically requiring removal of the original medical record; 

b. are tissue blocks that are sent out for consultation with appropriate tracking, upon the approval of the Director of Pathology;

c. are for purpose of microfilm reproduction; 

d. are diagnostic imaging film removed in accordance with Hospital policy; or

e. are sent to a contracted offsite storage facility.  

Unauthorized removal of medical records from a Hospital is grounds for suspension of the practitioner for a period to be determined by the MEC.  

6.11.7 Medical records shall not be permanently filed until completed by all caregivers or ordered filed by the Joint Medical Record Committee.  

6.12.1     General Statements

6.12.4.7.1 A complete history and physical examination shall be recorded on the patient’s chart and dated, timed and authenticated within twenty-four (24) hours following admission.  This report shall reflect a comprehensive, current, physical assessment by a doctor of medicine or osteopathy or an appropriate allied health professional (Medical Assistant) who has been granted privileges or given permission by the Hospitals to perform histories or physicals.  If an allied health professional (Medical Assistant) completes the history and physical examination, a doctor of medicine or osteopathy shall authenticate the history and physical examination, taking responsibility for the record being accurate and complete.  If the patient is admitted solely for oral maxillofacial surgery, the oral maxillofacial surgeon may complete the history and physical exam. If the patient comes to the hospital solely for outpatient podiatry surgery, the podiatrist may complete and update the history and physical exam.
6.12.6       Progress Notes, shall be:

6.12.6.1
Recorded at time of observation

6.12.6.2
Documented at least daily by a physician, the attending Medical Associate or a Medical Assistant in acute settings and as frequently as required by unit policy in non-acute settings    XE "Ga. Comp. R. & Reg. r. 290-5-6.11(g) 1973" \b 
6.12.6.3 Dated and timed

6.12.6.4 Authenticated by author

6.12.6.5 Provide specific, objective information sufficient to permit continuity of care and transferability of patient that reflects:

· changes in patient condition

· results of treatment

· revisions to treatment plan

· clinical observations

· conclusions at termination of stay.

8.3  QUALIFICATIONS OF CONSULTANT   XE "MS.6.5.2" \b 
Any qualified Staff member may be called as a consultant regardless of his or her Staff category assignment.  A consultant must be a recognized specialist in the applicable area as evidenced by certification by the appropriate specialty or sub-specialty board or by a suitable degree of demonstrated competence based on equivalent training and extensive experience.  In either case, a consultant must have demonstrated the skill and judgment requisite to evaluating and treating the patient's condition or problem and must have been granted the requisite privileges to do so.  If a consultation is requested from a physician who is part of a group of physicians, any one of the members of the group qualified to provide the consultation may respond, unless the request clearly states that specific physician is to provide the consultation. An advanced practice professional (PA,NP) can perform a consultation with the consulted physician required to see the patient, approve and countersign the consult note within 24 hours of the request.

Approved by Board/MEC: 11/15/16

