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TRAINING AND REGISTRATION.
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20. UP TO DATE AND CHRONOLOGICAL DETAILS OF THE PATIENT CARE
SHOULD BE AVAILABLE IN THE MEDICAL RECORD INCLUDING DISCHARGE
SUMMARY 

Evidence Required Method of
Assessment Response sheet Mark

10

5

0

Available evidence
(Photo to be
uploaded)

a) SOP defined for the process 
of keeping medical record file 
of discharge patient, MLC and 
Death case
b) Staff is aware and follows the 
process defined in SOP
c) See minimum 5 files from 
medical record (e.g. Surgery, 
Medicine, MLC, Death, LAMA, 
etc.) and check the 
chronological account of patient 
care.
i) Availability of checklist for 
maintainaing records in 
chronological order
d) Medical record audit with 
corrective and preventive 
action.

Record review & 

Staff interview 

100% compliance of 

all five evidences.  

if any of the five

evidence is found to

be non-compliant. 

Non-compliance of

all five evidences.

a) All the files in MRD 

section are arranged 

in cronological order. 

LAMA Death and MLC 

files are kept 

seperately.

b) Checklist for 

maintaining records in 

cronological order in 

patient file.

c) Summary of 

medical record audit.



69

20. UP TO DATE AND CHRONOLOGICAL DETAILS OF THE PATIENT CARE
SHOULD BE AVAILABLE IN THE MEDICAL RECORD INCLUDING DISCHARGE
SUMMARY 



70

20. UP TO DATE AND CHRONOLOGICAL DETAILS OF THE PATIENT CARE
SHOULD BE AVAILABLE IN THE MEDICAL RECORD INCLUDING DISCHARGE
SUMMARY 



71

THANK YOU
& 

WANT YOUR
CONTINUOUS SUPPORT 


