MDRS

Medical Record Chart Review

Clinic Name:





Date of Review:




Reviewer:
Discharge QTR:
1
2
3
4

Patient Name:

Payor Type:
MC
WC
Private

	
	Scoring Criteria
	Value
	Points
	NA

	
	CASE IDENTIFICATION
	
	
	

	1
	Satisfactory Handwriting
	1
	
	

	2
	Date of Referral
	1
	
	

	3
	Diagnosis: description and CPT code
	1
	
	

	4
	Patient Name
	1
	
	

	5
	DOB
	1
	
	

	6
	Emergency Contact: name, phone
	1
	
	

	7
	Insurance Company: address, phone, policy #
	1
	
	

	8
	Date of Injury 
	1
	
	

	9
	Patient Consent: Treatment, MC, Med Rec, Assignment of Benefit
	2
	
	

	10
	HIPPA Acknowledgment
	1
	
	

	11
	Initial Prescription: patient name, date, signed, type, frequency, duration
	1
	
	

	
	PROTOCOL SHEET 
	
	
	

	12
	Authorization vs Prescription
	3
	
	

	13
	Visits listed vs SOAP notes
	2
	
	

	14
	MedX Testing Protocols followed: baseline testing, retesting, plateau
	1
	
	

	15
	Appropriate MedX Dynamic progression: resistance and frequency
	1
	
	

	16
	Appropriate MedX ROM progression
	1
	
	

	17
	Contraindications / Precautions
	1
	
	

	
	INITIAL EVALUATION
	
	
	

	18
	Satisfactory Handwriting
	1
	
	

	19
	Date of Evaluation
	1
	
	

	20
	Complete Appearance of Mechanical Evaluation Form
	1
	
	

	
	History includes:
	
	
	

	21
	- Date of Onset
	1
	
	

	22
	- Chief Complaint and location of symptoms
	2
	
	

	23
	- Medical history pertinent to condition and treatment
	1
	
	

	24
	- Description and Results of previous forms of treatment
	1
	
	

	25
	- Level of function prior to injury
	2
	
	

	26
	- Current reported function
	2
	
	

	27
	- Aggravating / Alleviating Factors
	1
	
	

	28
	Pain Drawing: name, date, completeness
	1
	
	

	29
	PMH/Health Risk Profile: name, date, therapist comments and signature
	2
	
	

	30
	Complete evaluation based on diagnosis
	1
	
	

	31
	Conclusion of evaluation
	1
	
	

	32
	MDRS Phase Classification
	1
	
	

	33
	Appropriate clinician signatures
	1
	
	

	
	INITIAL PLAN OF CARE (Initial Report or Initial Evaluation)
	
	
	

	34
	Objective data providing justification for therapy
	1
	
	

	35
	Goals are measurable and include time parameters
	2
	
	

	36
	Goals reflect patient involvement
	1
	
	

	37
	Goals reflect function / ADL’s
	1
	
	

	38
	Rehabilitation Potential stated 
	2
	
	

	39
	Plan specifies type, frequency, and duration of therapy
	1
	
	

	40
	Patient understanding / agreement with plan and goals
	1
	
	

	41
	Preliminary factors that may require other professional services or prevent rehabilitation success 
	1
	
	

	
	SOAP NOTES: Randomly selected DOS = _________
	
	
	

	42
	Satisfactory Handwriting
	1
	
	

	43
	Case Identification:DOS, formal pt name, referring phys, insur type, DOB 
	1
	
	

	44
	Body part treated
	1
	
	

	45
	Medical necessity is established for DOS (including function)
	2
	
	

	46
	Treatment clearly stated 
	1
	
	

	47
	Interventions directly related to goals
	1
	
	

	48
	Measurable documentation of subjective / objective data
	1
	
	

	49
	Response of patient to treatment 
	1
	
	

	50
	Goals Assessment
	2
	
	

	51
	Plan includes thoughts on treatment plan for next visit
	1
	
	

	52
	Treatment Time: start time, 1 on 1, total time, end time
	2
	
	

	53
	Charges are appropriate for procedures and time documented
	4
	
	

	54
	Appropriate clinician signatures
	1
	
	

	
	PROGRESS REPORTS: Randomly selected report = _________
	
	
	

	55
	Report Identification: referring phys, report date, formal pt name, DOB, admission date, total # of visits
	1
	
	

	56
	Diagnosis matches prescription
	1
	
	

	57
	Treatment performed
	1
	
	

	58
	Measurable documentation of subjective data
	1
	
	

	59
	Measurable documentation of objective data
	1
	
	

	60
	Assessment of progression or explanation for lack of progression 
	1
	
	

	61
	Assessment of goal progression
	2
	
	

	62
	Appropriate plan of care based on assessment:  type, freq, duration
	1
	
	

	63
	Appropriate clinician signatures
	1
	
	

	
	DISCHARGE REPORTS: 
	
	
	

	64
	Report Identification: referring phys, DC date, formal pt name, DOB, admission date, total # of visits
	1
	
	

	65
	Measurable Subjective and Objective documentation in relation to goals
	2
	
	

	66
	Assessment of goal achievement: if not met – why?
	2
	
	

	67
	Reason for termination of services
	1
	
	

	68
	Discharge instructions: (follow-up, HEP, family education, etc)
	1
	
	

	69
	Referrals to other practitioners or services
	1
	
	

	70
	Appropriate clinician signatures
	1
	
	

	
	THERAPY UTILIZATION AND MANAGEMENT
	
	
	

	71
	Treatment frequency and duration matches physician referrals
	3
	
	

	72
	Duration and frequency appropriate for condition and progress – if abnormal, justification evident in documentation
	2
	
	

	73
	PTA/COTA/EP/ATC utilized and supervised appropriately
	1
	
	

	
	COMMUNICATION
	
	
	

	74
	Notification to referring physician and necessary parties every 30 days or earlier if condition / plan of care changes significantly 
	2
	
	

	75
	Appropriate contacts regarding excessive no shows or cx’s
	1
	
	

	
	MEDICARE CHARTS
	
	
	

	76
	Plan of Care signed by referring physician every 30 days
	2
	
	

	77
	Medicare Denial Waiver signed if treatment may not be covered
	2
	
	

	
	
	
	
	

	
	TOTALS:
	100
	
	


Formula   = 

Total Points


 
x 100
= 
% score




Total Possible (100 – NA points)

Chart Score =  





x 100  
= 

        %


Circle Applicable Result:

90 - 100%
Excellent






80 - 90%
Satisfactory






<80%

Unsatisfactory

Comments and Recommendations:

