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A. CHANGES BY HEALTHCARE PERSONNEL
1. Each correction in the medical record shall be dated, timed, and signed (electronic or

actual signature) by the individual making the correction. Although a full signature
corresponding to the correction is preferred, the use of initials shall be acceptable if
there is a corresponding reference signature in the document.

1.1  The individual who made the clinical data entry in the medical record shall be
the one to make the correction whenever possible. If for any reason, this is not
possible, the matter shall be referred to the manager or director/designee.

1.2 Staff of the Health Information Management Department may correct inaccurate
documentation regarding incorrect admission and discharge dates, medical
record numbers, and patient names, if there is no ambiguity in the
documentation.

2. Correction of one’s own mistaken entry or omission shall, immediately upon discovery,
be corrected as follows:

2.1 Electronic Documentation — Direct Online Data Entry

a. In general, correcting an error in an electronic/computerized medical record
should follow the same basic principles as corrections to the paper record.

b. The system must have the ability to track corrections or changes to any
documentation once it has been entered or authenticated.

C. When correcting or making a change to a signed entry, the original entry
must be retrievable; the current date and time shall be entered, and the
person making the change identified.

2.2 On paper records
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2.3

a. When an error is made in a medical record entry, the original entry must not

be obliterated, and the inaccurate information should still be accessible.
Draw a single line through the discovered mistaken entry so that the
underlying documentation is still legible. Enter the current date, time,
and signature (initials if signature is elsewhere on the page) adjacent to
the mistaken entry. If documentation has become damaged due to an
unforeseen extenuating circumstance such as a spill, re-create the
documentation and attach the prior record.

b. Whether correcting a prior entry or adding further information associated
with an omission, enter the correct information as a new entry as close to
the original entry as possible. Provide the current date, time, and
signature with this entry.

C. State the reason for the correction only if the reason is relevant to or
necessary for subsequent care.

Documents that are created electronically must be corrected by one of the following
mechanisms:

a. Adding an addendum to the electronic document indicating the corrected
information, the identity of the individual who created the addendum, the
date created, and the electronic signature of the individual making the
addendum.

b. Preliminary versions of transcribed documents may be edited by the author
prior to signing. A transcription analyst may also make changes when a
non-clinical error is discovered prior to signing (i.e., wrong work type,
wrong date, wrong attending assigned). If the preliminary document is
visible to providers other than the author, then this document needs to be
part of the legal health record.

C. Once a transcribed document is final, it can only be corrected in the form of
an addendum affixed to the final copy as indicated above. The amended
version must be reviewed and signed by the provider.

d. Sometimes it may be necessary to re-create a document (e.g., wrong work

type). If it was originally posted to the incorrect patient record, it shall be
marked as “in error” and copied over to the correct patient record while the
“In Error” document remains as part of the incorrect patient record ensuring
the integrity of the medical record.
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3. When a pertinent entry was missed or not written in a timely manner, the author must meet

the following requirements:

3.1.

3.2

3.3

3.4

Identify the new entry as a “late entry”

Enter the current date and time — do not attempt to give the appearance that the
entry was made on a previous date or an earlier time. The entry must be signed.

Note: for electronic entries, the system will automatically date and time each new
entry

Identify or refer to the date and circumstance for which the late entry or addendum
IS written.

When making a late entry, document as soon as possible. There is no time limit for
making a late entry; however, the longer the time lapse, the less reliable the entry
becomes.

An addendum is another type of late entry that is used to provide additional information in
conjunction with a previous entry.

4.1

4.2

Document the date and time on which the addendum was made.

Note: for electronic entries, the system will automatically date and time each new
entry

When making an addendum, complete it as soon as possible after the original note.

Errors or omissions that are discovered which have been entered by another person shall
be corrected as follows:

5.1

The person who made the original entry shall be notified.

a. If for any reason contact is not successful, or it is not possible for the
individual who authored the mistaken entry to make corrections, the
matter shall be referred to the appropriate manager or director for follow

up.

b. Once notified, the individual who made the original entry shall be asked
to correct the entry as outlined in A.2.

C. Exceptions shall be allowed as described in A.1.1 and 1.2
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5.2  If a paper document has been incorrectly stamped with another patient’s name
and there is documentation for both patients on that page, the correction shall be
made as follows:

Make a copy of the page

For each patient, draw a line through the portion of the documentation
that does not apply to the patient, and place it in the chart in the
appropriate section. Do not attempt to erase or otherwise obliterate the
documentation that was entered in error.

5.3  Any other alteration of another’s entry in the medical record shall be prohibited
regardless of reason or method.

6. Under no circumstances shall any correction(s) be made to a patient’s medical record
where litigation has been threatened (record sequestered), unless authorized by Risk
Management in consultation with the LLUMC Office of Legal Counsel.

B. CHANGES REQUESTED BY PATIENTS

1. In the event that a patient exercises his or her right to request that a change or correction
be made to his/her medical record, he or she shall submit the request in writing with a
reason to support the change.

1.1 The request may be denied for any of the following reasons:

a.

b.

The record was not created by LLUMC
The information in the record is accurate and complete

The information is not part of the designated record set for which the
patient requests amendment.

The patient does not have the legal right to access the protected health
information for which the request for amendment is being submitted.

The PHI would not be available for inspection under the HIPAA Privacy
Rule 8 164.524 (reference Policy Personal Access to Records (P-6)).

1.2 If the request is for clinical data and does not meet the criteria in B.1.1.a-e,
requests for changes in clinical documentation shall be forwarded to the
respective attending physician for discussion with the patient before any
changes/corrections are made. If the attending physician is not available, the
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request for change to the clinical record shall be discussed with the clinical
department head.
2. If the request is granted:

2.1  The appropriate person shall create an addendum and make an entry into the
medical record documenting that the change was made at the request of the
patient. The “Patient Request Form” shall become a permanent part of the
medical record.

2.2 The HIM Department shall inform the patient of the accepted amendment.

2.3 The HIM Department shall provide the amendment to:

a. Persons identified by the patient as having received PHI regarding the
subject of the amendment, and
b. Persons, including business associates, to whom LLUMC has disclosed
PHI regarding the subject of the amendment.
3. If the request for changes/corrections is denied:

3.1  The physician or other person authorized to deny the request for changes shall
document on the “Patient Request Form” the reason for denial and that
documentation shall be a permanent part of the medical record.

3.2  The process of patient disagreement and rebuttal shall be managed through the
HIM Department.

4. The patient’s request for amendment shall be acted upon within 60 days of the written
request.

Note: A one-time 30 day extension shall be allowed if the patient is given reason for
the delay.

APPROVED: Hospital Executive Leadership, LLUMC Chief Executive Officer, LLUMC Medical Staff

President, Janet Kroetz




