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AR 40-66
Medical Record Administration and Health Care Documentation

This revision, dated 20 July 2004--

o

[e]

Implements DOD 6025.18-R, Department of Defense Health Information Privacy
Regulation.

Updates the responsibilities of military and dental treatment facility
commanders to ensure compliance with the Privacy Rule of the Health Insurance
Portability and Accountability Act (Public Law 104-191) and DOD 6025.18-R
(para L-4a(6);.

AdAg 2 remuirement to conduct an annual risk assescment to cnzure compliance

o DOD 6025.18-R

with the protected health Information provisions outl lu

(para 1-4e(4)).

Modifies theyﬁroce&ures for disclosure of protected health information,
including psychotherapy notes (paras 2-3, 2-4, and 2-5).

Outlines the process by which individuals may file complaints when they
believe that protected health information relating to them has been used or
discleosed improperly (para 2-57.

Updates information concerning requested amendments to protected health
information (para 3-4).

s a requirement to attach the Notice of Privacy Practices acknowledgement
label to treatment folders (paras 4-4 and 7-4z).

Updates instructions regarding the disposal of health records for veterans

who are £iling medieal-claims -(para 5-2409a7 |

.Updates..instructions for filing inpatient treatment records for previous
T admigsions and extended ambulatory récords (paras 9-2b(1), 10-6a, and 10~

Tal(2)).

Adds permission for gqualified podiatrists to perform admission histories and
physical examinations (para 9-12a(3)).

Updates the management control evaluation checklist (app C).

This revision, dated 10 March 2003~--

o

Reiterates the use of DA Form 4 (Department of the Army Certification for
Authentication of Records) in certifying copies of medical records (para 2-

5g) .

Authorizes the f£iling of photographs in medical and dental records (para 3-
1b) .




e,

Adds a reguirement  for, counter51gnatures in cases of therapeutic abortigns’

(para 3-16c) . -

Adds guidelines for recording videctaped documentation of episodes of medical
care (para 3-18).

Revises the reguirement to prepare carded-for-record-only cases to include
only the deaths of active duty military personnel (para 3-19).

Prescribes the use of two new forms: DD Form 2766 (Adult Preventive and
Chronic Care Flowsheet) and DD Form 2766C (Adult Preventive and Chronic Care
Flowsheet--Continuation) (paras 5-13, 5-19, 5-32a, and 5-36a).

Updates the instructions for the use of a revised form, SF 602 (Medical
Record--Serology Record) (paras 5-18g, 5-21b(10), and 5-26b(2) (1)).

Adds the filing of DA Form 4466 (Patient.Progress Report ) to the health record
(para 5-21b(4)) . '

Adds the reguirement to transfer the health record of a retiring member to the
Veterans Affairs Records Management Center rather than to the National
Personnel Records Center (para 5-29).

Authorizes the filing of DD Form 2341 (Report of Animal Bite--Potential
Rabies Exposure) in variocus records (figs 5-1, 5-2, 6-1, 6-2, 7-1, 9-1, and
10-1).

Authorizes the filing of the Occupational Safety and Health Administration
Respirator Medical Evaluation Questionnaire in several records (para 7-4b(8)

~and figs 5-1, 5-2, and 7-1) .

Allows the optibn bf fillng‘DA Form 3666 (Department of the Army

Nonappropriated Funds Statement of Physical Ability for Light Duty Work) in.

the Civilian Employee Medical Record. (para 7-4b(11) (b)) .

. Prescribes the use of the Extended Ambulatory Record (chap 10).

%dda the definitions of an atueud1ng‘puys;c1dn a,p ecepuox gbyb ian, and 2

senior re51dent to the glossary

B

T IET Sw eyt st v

»Resc1nds the use of DA Form 5128 (Clinical Rec‘o‘"rd——Vi‘su_al»F_,i,eﬂl_gilf;_:>_<v:a_11'ngl1'1aﬂtion)<,_,\_‘,_:ﬁf
DA Form 5694 (Denver Developmental Screening Test), DA Form 8007-R

(Individual Medical History), and SF 556 (Immunohematology) .
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History. This publication is a rapid action
revision. The portions.affected by. this
rapid action revision are listed in the
summary of change.

Summary. This regulation prescribes
policies for preparing and using medical
reports and records in accordance with
North Atlantic Treaty Organization Stand-
ardization Agreements 2348 ED.3(1) and
2132 ED.2 and American-British-Canadi-
an-Australian Quadripartite Standardiza-
tion Agreement 470 ED.1. -

Appiicability. This regulation applies to
all Active Army military treatment facili-
ties. It also applies to the Army National

Guard of the United States (including pe-
riods when it operates in its Army Na-
tional Guard capacity), the U.S. Army
Reserve, and other members of the uni-
formed services of the United States and
Allied Nations who receive medical treat-
ment or evaluation in an Army military
treatment facility. This publication is ap-

plicabic during mobilization.
Proponent and exception authority.

The proponent of this regulation is The

Surgeon General. The proponent has the
authonty to approve exceptions or waivers
to this regulation that are consistent with
controlling law and regulations. The pro-
ponent may delegate this approval author-
ity, in writing, to a division chief within
the proponent agency or a direct reporting
unit or field operating agency of the pro-
ponent agency in the grade of colonel or
the civilian equivalent. Activities may re-
quest a waiver to this regulation by pro-
viding justification that includes a full
analysis of the expected benefits and must
include formal review by the activity’s
senior legal officer. All waiver requests
will be endorsed by the commander or
senior leader of the requesting activity
and- forwarded through their higher head-
quarters to the policy proponent. Refer to
AR 25-30 for specific guidance.

Army management control process.

This regulation contains management con-
trol provisions and identifies key manage-
ment controls that must be evaluated.

Supplementation. Supplementation of
this regulation and establishment of com-
mand and local forms are prohibited with-
out prior approval from the Office of the

~Surgeon General, ATTN: DASG-FHS3-AP,

5109 Leesburg Pike, Falls Church, VA
22041-3258.

Sugg erts Tiemre gre
invited to s arenents and suggested
improvements on Da Form 2028 (Recorm-
mended Cnanges to rublications and
Blank Forms) directly to the Office of the

Surgeon General, ATTN: DASG-HS-AP, . . . . ..

5109 Leesburg Pike, Falls Church, VA
22041-3258.

Distributics. This publication ig availa-
ble in electronic media only and 15 in-
tended for command levels A, B, C, D,
and E for the Active Army, the Army
National Guard of the United States, and
the U.S. Army Reserve.
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Chapter 1
Introduction

1-1. Purpose ‘

a. This regulation sets policies and procedures for the preparation and use of Army medical records and other health
care documentation discussed in the following chapters.

b. The purpose of a medical record is to provide a complete medical and dental history for patient care, medicolegal
support (for example, reimbursement and tort claims), research, and education. A medical record also provides a means
of communication, where necessary, to fulfill other Army functions (for example, identification of remains).

¢. The following types of health-care records will be used to document medical and dental care. All care provided to
beneficiaries as hospital inpatients will be recorded in an inpatient treatment record (ITR). Outpatient care on a military

- member will be recorded in either the member’s treatment record or dental record. Combined, the treatment record and
dental record are considered a health record (HREC). Care provided to nonmilitary beneficiaries will be documented in
an outpatient treatment record (OTR) that includes a separate dental record. Both military and nonmilitary personnel
enrolled in the Army Substance Abuse Program (ASAP) will have an ASAP outpatient medical record (ASAP-OMR).
Occupational and nonoccupational outpatient care provided to a civilian employee will be recorded in a civilian
employee medical record (CEMR). '

1-2. References
Required and related pubhcatlons and prescribed and referenced forms are hsted in appendlx A

1-3. Explanation of abbreviations and terms
a. Abbreviations and special terms used in this regulation are explained in the glossary.
b. Abbreviations and symbols authorized for use in medical records are explained in appendix B. Dental terminolo-
gy, abbreviations, and symbols are provided in TB MED 250. The use of locally approved abbreviations and symbols- .
is authorized if the conditions in paragraph 3-8 of this regulation are met. When automated systems are utilized, users
must resolve any inconsistencies concerning local abbreviations and capitalization.

1-4. Responsibilities

a. Military treatment facility (MTE) and dental treatment facz/zty (DTF) commanders. The MTF or DTF command-
ers will—

(1) Be the official custodians of the medical or dental records at their facilities.

(2) Ensure that policies and procedures of this regulation are followed.

(3) Issue local rules to enforce the policies and procedures stated in this regulation.

(4) Ensure that an adequate and timely ITR is prepared for each patient who must have one.

(5) Ensure that a blood sample for deoxyribonucleic acid (DNA) identification is on file with the Armed Forces
Repository of Specimen Samples for the Identification of Remains for all military members and deploying civilians.
_ (6) Ensure compliance with the Privacy Rule of the Health Insurance Portability and Accountability Act (HIPAA)
(Public Law (PL) 104-191), DOD 6025.18-R, and with the process of investigations of privacy violations.

b. Unit commanders. If a commander acquires HRECs or documents belonging in HRECs, the commander will
ensure that the documents are properly secured and sent to the proper HREC custcdian without delay As an exception
to e(1), below, if no Army medical department (AMEDD) or MTF personnel are available to act as the custodian of
unit HRECs, a unit commander may act as the custodian of his or her unit’s HRECs, or, as an alternative, appoint a
competent person of the unit as the custodian. Unit commanders will also ensure that information in HRECs is kept.
private and-confidential in accordance with law and regulation. Exampes—of situation$ in- “which unit HRECs may be
‘maintained centrally at a unit in the custody of the unit commander or competent designee include those units located
away from an MTF, to include recruiting stations, Reserve Officers’ Training Corps detachments, professors of military
science, and Reserve Component (RC) units receiving medical or dental care from civilian facilities. HRECs main-
tained at such units must be managed in accordance with this regulation. Such units must place special emphasis on
compliance with chapter 2 of this regulation. Questions about centralized HREC maintenance in isolated units will be -
referred to the Army Regional Medical Command with administrative responsibility for that geographic area. OTRs for
family members accompanying those active duty military members assigned to isolated units will not be maintained at
the unit. In accordance with paragraph 64 of this regulation, a copy of an OTR may be furnished to a pertinent family
member. However, the original record will be returned, along with an explanatory letter, to the MTF that last provided
medical care to that family member.

¢. RC specific commanders.

(1) State adjutants general will initiate, maintain, and dispose of Army National Guard of the United States
(ARNGUS) HRECs.

(2) U.S. Army Reserve (USAR) unit commanders will initiate and dispose of HRECs of troop program unit (TPU)

members.
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(3} The Commanding General, Army.Reserve Personnel. Command,(én PFRSCOM), will initiate and dispose. cf . . .

HRECS for. Individual. Ready- Reserve. (JRR). members.. ... ... S

d. Military personnel officers.~Military - personnet I-officers wi 1—-—'

(1) Initiate HRECs and send them to the proper HREC custodian.

(2) Ensure that personnel who are changing stations hand-carry their HRECs. When an HREC custodian thinks a
person should not hand-carry his or her record, the custodian will send it to the person’s next station. (See para
5-26a(3).)

(3) Tell the HREC custodian of impending unit or personnel movements.

(4) Provide, on a quarterly basis, rosters that identify personnel for whom MTF and DTF commanders are medical
record custodians.

(5) Keep secure any defense information in HRECs (para 2—7). When military personnel officers acquire HRECs or
documents belonging in HRECs, they will ensure that the records are maintained confidentially (chap 2) and sent to the
proper HREC custodian without delay.

e. AMEDD officers. AMEDD officers will—

(1) Serve as custodians of HRECS, except in those instances where exception is granted as outlined in b and ¢,
above, and in paragraph 5-265(1). AMEDD officers are in charge of the HRECs for members of the units to which
they supply primary medical and dental care. They are also in charge of the HRECs of other individuals they are
currently treating.

(2) Use HRECs for diagnoses and treatment. HRECs are finportant for the cousélvaiion and improvement oi’ patient
health. Therefore, AMEDD officers will ensure that all pertinent information is promptly entered in the HRECs in their

custody. If any such pertinent information has heen omitted, AMEDD officers will take immediate action to obtain

such information from the proper authority and include it in the HREC.

(3) Send the appropriate records to the military member’s HREC custodian when an AMEDD officer examines or
treats a person whose HREC 1§ not ‘ii his 6r her custody. These fecords™will be séfit sealed in an envelope that is
stamped or plainly niarked “Healtli (ot Dental) Records.” Tn addition to the alddress, the envelope will also be plainly
marked “Health (or Dental) Record of (person’s name, grade, and Social Security number (SSN)).” The person’s unit

_of assignment will also.be shown. If the HREC custodian is not known, the decument will be sent to the medical -

department activity (MEDDAC), U.S. Medical Center (MEDCEN), or dental activity (DENTAC) commander of the
person’s assigned installation.

(4) At least annually, conduct risk assessments. Consistently, throughout the year, monitor internal policies to ensure
compliance with the HIPAA Privacy Rule provisions outlined in DOD 6025.18-R. ‘

[ Chief, Patient Administration Division. The Chief, Patient Administration Division of an MTF, will act for the
commander in matters pertaining to medical records management and information. The office of patient administration

will keep the pmfessmnal staff-infermed - of the requirements for medical records and related health care -

documentation.
g Medical and dental officers. Medical and dental officers will ensure that—
( l) Information- is .promptly-and-aceurately. recorded éri-medical and dental forms.

{Z) Records prepared and received -from other-MTFs and D'IFS -are’ promptly reviewed and filed in the medical -

record.

h. Health-care provzders Health -care prowders wxll prompﬁy and conecth record all pat:em obaenmms maqt»

ment; and - care.

i.. Chaplains. Hospita] chaplains are allowed access to medical ‘records -subject-to -standards contained in the -
-American Hospital Association Guidelines- foe- R%ording ’“haplains’ Notes in Medical Records. Visiting clergy will not -~ -0

‘have access to ITRs. Chaplaing-enrolled a8 students in ciinical pastoral education’ courses will be afforded the same
privileges as hospital chaplains. Lhaplams assigned to a 1es1dent1a1 treatment facility (RTF) will be allowed, but not
required, to document information in medical records. The RTF chaplain will document the factual and observational
information called for in the American Hospital Association Guidelines. As a team member in an RTF, the chaplain is
encouraged to include additional information that would be helpful for the total care and treatment of the patient. Such
mformﬂhnn is. considered observational,

Persons within Department of the Army (DA) agencies. Persons Wlthm DA agencies who use protected health
mformatxon (PHI) for official purposes must protect the privacy and confidentiality of that information in accordance
with law and regulation.

k. Research personnel. Research personnel will ensure that data coliected from medical records are within guidelines

- ~of -human use committees and ‘maintain- the confidentiality of patients. See AR 40-38 and paragraph 2-8 of this~

regulation.

1-5. Record ownership
a. Army medical records are the property of the Government. Thus, the same controls that apply to other Govern-
ment documents apply to Army medical records. (See AR 25-55, AR 25-400-2, and AR 340-21 for policies and

procedures governing the maintenance and release of Government documents.)
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“ b. Army medical records, other than those of RCs, will remain in the custody of the MTFs at all times. RC records
will remain in the custody of the appointed HREC custodian. The medical records of special operations forces will also

- remain in the custody of the MTFs at all times. This medical record is the Government’s record of the medical care =~ -
- that it has rendered and must be protected. Upon request, the patient may be provided with a copy of his or her record,

but not the original record. Only one free copy may be provided to the patient. Procedures should ensure conscientious
Government control over medical records for good medical care, performance improvement, and risk management.
Limit access to all open record storage areas and to electronic records to authorized personnel only.

1-6. International standardization agreements

Some provisions of this regulation are covered by North Atlantic Treaty Organization (NATO) Standardization
Agreements (STANAGs) 2348 ED.3(1) and 2132 ED.2 and American-British-Canadian-Australian (ABCA) Quadripar-
tite Standardization Agreement (QSTAG) 470 ED.I. These parts are annotated to show the related agreement. Any
proposed changes or cancellations of these provisions must be approved through international standardization channels.

Chapter 2
Confidentiality of PHI

"2-1. General

This chapter explains DA policies and procedures governing the release of PHI pertaining to individual patients. The
policies expressed in this chapter will be used in coordination with those expressed in AR 25-55, AR 340-21, and
DQOD 6025.18-R. Note that no information pertaining to the identity,. treatment, prognosis, diagnosis,.or participation in
the ASAP will be released, except in accordance with AR 600-85, chapter 6, and chapter 8 of this regulation. Refer to
AR 40 68 paragraph 2--5, for information pertammv to the conﬁdentlahty of medical quahty assurance records.

2-2. Policies governing PHI

DA policy mandates that the confidentiality of PHI of both living and deceased individuals will be ensured to- the

fullest extent possible. PHI will be disclosed only if authorized by law and regulation.

a. Within DA, PHI may be used for treatment, payment, health care operations and preventive care of patients. PHI
may also be used within DA to monitor the delivery of health-care services, to conduct medical research, to prov1dc
medical education, to facilitate hospital accreditation, and to satisfy other official purposes.

b. Each Army MTF/DTF will give patients a copy of the Notice of Privacy Practices (NOPP). The NOPP explains
to beneficiaries how their PHI may be used as well as their patient rights concerning PHI. Beneficiaries will sign the
NOPP acknowledgment (para 4-4) showing that they recewed this notice. Note: A military prison inmate does not
complete the NOPP acknowledgment.

¢. Unless authorized by law or regulation, no person or organlzatlon will be granted access to PHI

" d. Any person who, without proper authorization, discloses PHI may be subject to adverse administrative action or -
dlsmplmary proceedings. Under HIPAA, penalties for misuse or misappropriation of PHI include-both civil ‘monetary
penalties and criminal penalties. Civil penalties range from $100 for each violation to a maximum of $25,000 per year

for. the ‘same violations.-Criminal penalties vary from $50,000 and/or 1-year imprisonment to $250,000 and/or 10-years

imprisonment (Sections 1320d-5 and 1320d-6, Title 42; United States Code):- Report-all-possible violations of*this— -~~~

regulation to the Privacy Officer and/or the commander, who will consult with the servwmg Iegal ofﬁce to determine a--
proper disposition, for-the reported  violation. L e g e et
- e. PHI'is often-viewed by clerical and admlmstratlve personne} such as: sgcretanes tzanscnptlomsts and medlcal

“specialists. This access is authorized and necessary in order for an MTF to properly process and maintain information

and records. However; the MTF commander will ensure that all persons with access to PHI are trained in their
obligation to maintdin the confidentiality and privacy of PHI. Required training includes web-based program modules
covering health information privacy laws and procedures for using or disclosing PHI

./ When PHI is officially requested for a use other than patient care, only. enough.information.will. be provided. to

satisfy the request.
g. All business associate arrangements in the form of contracts or other more informal memoranda involving PHI

will establish satisfactory assurances to—
(1) Ensure that the information is used only for intended purposes.

(2) Safeguard the information from misuse.

h. The policy and the procedures contained herein do not apply specifically when members of the workforce
exercise their right to—

(1) File a complaint with the Department of Health and Human Services (HHS).

(2) Testify, assist, or participate in an investigation, compliance review, proceeding, or hearing under the Social
Security Act.
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~(3) Oppose any act made unlawful by the privacy laws. previded the individual or person has.z good faith

violation of the privacy laws.

(4) Disclose PHI as a whistleblower and the disclosure is to a health oversight agency, public health authority, or an
attorney retained by the individual for purposes of determining the individual’s legal options with regard to the
whistleblower activity.

(5) Disclose PHI to a law enforcement official if the employee is a victim of a crime and provided that the PHI is
about a suspected perpetrator of the criminal act and is only limited to identification information. In response to law
enforcement requests for limited information for identification and location purposes, the MTF may disclose only items
listed in (a) through (h) below. (Note: PHI for the purpose of identification or location does not include DNA or DNA
analysis, dental records or typing, samplss or analysxs of body fluids or tissue (see DOD 6025.18-R, para C.7.6.2.2).)

(a) Name and address.

(b) Date and place of birth.

(c) Social Security number.

(d) ABO blood type and Rh factor.

(e) Type of injury.

(/) Date and time of treatment.

(¢) Date and time of death, if applicable.

(h) A description of distinguishing physical characteristics, including height, weight, genaer, race, and eye color;
presence or absence of facial hair (beard or mustache); scars; and tattoos.

(i) All sanctioning of .employees; business associates, and limited data set recipients will be documanted and.
retamefi for.at least six vears from the date of its.creation..

¢) Individuals may file a complaint-when-they believe that PHI relatmg to them h’IS been used or dlsclosed
improperly; that an employee has mproperlv handled the information; that they have wrongfully been denied access to
or opportunity to amend the intormarion;. or that the entity’s notice does not accurately reflect its information practices.
All such complaints must be in writing.

(k) The-Freedom-of Information Act/Privacy Official is the primiary point of contact for individuals to file com-
plaints pursuant to this policy.

() As stated in the NOPP, individuals may also complain to the HHS if they believe their privacy rights have been
violated. If an individual chooses to file a complaint with HHS, the complaint must—

J Be filed in writing, either on paper or electronically; ‘

. Name the entity that is the subject of the complaint and describe the actions that have allegedly been violations of
the privacy standards; and

3. Be filed within 180 days of when the complainant knew or should have known that the violation occurred.

(m) All workforce members are prohibited from retaliating against individuals filing a complaint or requiring
individuals to waive their rights to file a complaint w1th the HHS as a. condmon of the provision of treatment, payment,
enrollment, or eligibility for benefits. .

2-3. Release of information when the patient consents to disclosure

-~ a Reguesis from patients. If.a patient reguests-information-from his or her-medical record or-copies of decuments in ===

the record, the information or record will be provided to the patient.
{ ]) Any request from a patiént for. disclosure of information or docunients from his of hier 6wn medical record must
he in writing: The patient may comiplete DA Formii 7906 (Medical Record-—-Atithorization foi Disclosure of Tnforma-

_tion);.if the form is not available to-the patient, he or she.may submit a letter detailing the. request for information or. .

documents. This form is available on the Army Electronic Library (AEL) Compact Disk—Read Only Memory
(CD-ROM) and at the U.S. Army Publishing Directorate (USAPD) Web site (www.apd.army. mll) If the patient is
requesting information from his or her own record or a document from that record, the patient is not required to
dlsclose the reason for the request or the manner in which the information or document will be used. Accordingly, that
1"'“ ¥
informatlon or documents from his or her own record.

(2) If a physician or dentist determines that a patient’s access to. his or her own medical record could adversely
affect the patient’s physical, mental, or emotional health, the patient will be asked to designate a physician or dentist to
receive the record. Such a determination, together with the rationale for such, should be documented by the determin-
ing physician or dentist in a memorandim for record to be forwarded with the técord to a physman or dentist chosen
by the patient. However, the failure or refusal of a patient to designate a physician to receive information from his or
her health record does not relieve the Army of the obligation to eventually provide the requested information to the
patient. In this circumstance, competent medical authority will institute and adhere to approprlate procedures to ensure
that the actual or perceived harm to the patient by disclosure of the health record is minimized. All such medical
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_records will be identified with a conspicuous strip of tape. (See para 4—44(10).) Direct .access. of an identified patient to. -
~+his .or -her original record will-be allowed only in-the presence of the patient -administrator or his or her designee.”
(3) PHI obtained from nonmilitary sources will be filed with" the patient’s” medical record. Such informationis’
available for further diagnosis and treatment of the patient and for other official DA uses. The MTF will release a copy

of the information to the individual if requested to do so but will caution the patient that the copy is not certified as a

correct and true copy. The patient or other requester will be told that the original PHI is the property of the nonmilitary

facility and may be requested from the originating facility. This does not apply to PHI on patients treated under
supplemental or cooperative care. Such information may be released as a part of the patient’s medical record.

b. Requests from third parties when patient consents to disclosure.

(1) PHI pertaining to a particular patient may be disclosed to a third party provided that the third party has obtained
the prior written consent of the patient concerned. Whenever possible, DA Form 5006 will be completed by a patient to
document the patient’s consent to disclose PHI; if the form is not available to the patient, a letter may be used. The
original DA Form 5006 or patient letter must be submitted by the third party with that party’s request for a patient’s
PHI. In all cases, the DA Form 5006 or letter must—

(a) Be submitted in writing.

(b) Contain the patient’s original signature and must be dated by the patient.

1. If the patient is a minor child, a parent or legal guardian must sign the consent form on behalf of the child. A
minor child is any person who has not attained the age of 18 years and who is not emancipated as determined by the

“=law of the State in which the MTF is located. (See the definition of a “patient with decision making capacity” in AR
40-3, glossary.)

2. If the patient has been determined to be mentally mcompetent by a court of competent jurisdiction, the person
who has been appointed as the lega[ guarchan of that patient may sign the consent form on behalf of the incompetent
" patient. A copy of the court order appointing the legal guardian must accompany the signed consent form.

fc) Be submitted to the MTF for processing within one year from the date on which the form was mgned by the
patient. Consent forms older than one year are not valid.’ -

(d) State the specific PHI for which the patient has consented to release. Only the spemf ¢ information or medical
-—record for which the patient has consented to release will be released. . - ... .. s -

(e) Name the individual or organization to whom the patient has authorized re]ease of PHI PHI WlH be released
only to those persons or organizations named. ‘
(f) State the purpose(s) for which the patlem has consented for hxs or her PHI to be used upon disclosure to a third
p"xrty
(2) Consult with the local Judge advocate to determine the validity of the information provided on a DA Form 5006.

(3) DA Form 4876 (Request and Release of Medical Information to Communications Media) will be used for
release of PHI to-communications media. This form is available-on the AEL CD-ROM and at the USAPD Web site
(www.apd.army.mil). (See AR 25-55, paragraph 3— 200)

: 2—4 Disclosure wnthout consent of the patlent . o
a.-Requests from personnel within the- Department -of Defense (DOD) SRR -
(1) PHI may be disclosed to officers and employees of the DOD who have an official need for access in the
performance of their duties; patient consent-is not required.. .

(2y The-MTEF/DTF may, subject to spemflc terms and- condltrons addressea in DOD 0025 18~R Chapter 7 use or' T

disclose PHI in the following situations. without the- individual’s authorization- or opportumty to object
. (a) When_required by -lawser - Govemment regu]atlon see v

A_}(b) For publi¢ health purposes: S g T

" (c) About victims of abuse’ or neglect. '

(d) For health diié:féight activities authorized by law

(e) For judicial or administrative proceedings.

() For law enforcement purposes.

= (g -Concerning decederits in limited ‘circumstances. 777

(h) For cadaveric organ, eye, or tissue donation purposes.

(i) For research involving minimal risk.

(i) To avert a serious threat to health or safety.

(k) For specialized Government functions, including certain activities relating to Armed Forces personnel. Part 164, .
Title 45, Code of Federal Regulations (45 CFR 164) and DOD 6025.18-R allow a covered entity (including a covered
entity not part of or affiliated with the DOD) to use and disclose the PHI of individuals who are Armed Forces
personnel for activities deemed necessary by appropriate military command authorities to assure the proper execution
of the military mission. The purposes for which any and all of the PHI of an individual who is a member of the Armed

Forces may be used or disclosed are the following:
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1. To determine the member’s fitness for duty, including but not limited 10 th c,rr_xf_:_mhc;’_s‘gc._pi,ﬂn e with standards
thority of AR 40501, AR 505 ~40, an

2. To determine the member’s fitness to pelform any pamculzu mission, asmgnment order, or duty, Ancludmo
compliance with any actions required as a precondition to performance of such mission, assignment, order, or duty.

3. To carry out activities under the authority of DOD Directive (DODD) 6490.2.

4. To report on casualties in any military operation or activity according to applicable military regulations or
procedures.

5. To carry out any other activity necessary to the proper execution of the mission of the Armed Forces.

(1) For workers’ compensation programs. PHI may be disclosed to comply with workers’ compensation or other
similar programs established by law that provide benefits for work-related injuries or illness without regard to fault.

(3) DOD personnel will submit requests for PHI on DA Form 4254 (Request for Private Medical Information). This
form is available on the AEL CD-ROM and at the USAPD Web site (www.apd.army.mil). When requesting disclosure
of a patient’s PHI, DA personnel will present their official credentials and document their official need to know the
requested information.

(4) The receiving MTF will file all DA Forms 4254 received according to AR 25-400-2.

b. Requests from the Defense Security Service (DSS). DSS agents are required to provide the following appropriate
release form(s) before they are provided the requested information.

(1) A completed DSS Form 40 (Alcohol and Drug Abuse Information Release and Consent to Redlsc]osure) is

required for release of ASAP records to DSS agents.
(2) A completed “Authorization for Release of Medical Information” included in Standard Form (SF) 86 (Question-

_ naire for National Security Positions) is required _for. release_of information fromm HRECs._ . .

(3). A completed DSS_Form 16_(Doctor/Patient_Release. Statement).. is..required._before _rejeasing. Mneml records

maintained by doctors, hospitals, and other. institutions pertaining to medical or psychiatric. examinations or treatment.

This form should also be used if the DSS agem ucsnea to 1nterv1ew a phy51c1an for evaltiation or opinion of the

_individual’s case.
¢. Other requests. All other requests for disclosure of PHI will be analyzed and processed accordmg to AR 25-55

~and AR 340--21.

2-5. Processing requests for PHI, restrictions, and revocations

a. The MTF commander is responsible for the management and oversight of this program. The patient administrator,
as the representative of the MTF commander, is responsible for the processing of requests for patient PHI. In the
absence of the patient administrator, the acting -patient administrator- will assume this responsibility.

b. All requests for patient PHI must be submitted in writing using DA Form 5006; if the form is unavailable to the
patient, a letter may be submitted instead. Requests will be acted on within 30 days. In urgent situations, facsimile
requests for disclosure may be accepted. In some situations (for example, cases of emergency, rape, assault, child
abuse, or death), the need for information may be extremely urgent. In such cases, a verbal request for disclosure of

medical information or medical records may be submitted and acted on. The requester will be informed that the verbal

request must be supplemented by the submission of a written request according to law and regulation, at the first
avallable opportunity.

Authoruatxpn for the release of PHI will normally’ be docu
[SHES MTF conmtander or pahent AdmiRISHALST may
release is otherwise authorized by law and regulation. Immediately after granting verbal authorization for disclosure,

ed i Wrmng However, in certain emergency

Sk

.

emeroency procedures -
- Usually; copies of PHI authorized for telease st be picked up, il pqson by tne [equester of othef person 1o
whom disclosure has been authorized. In emergency situations, facsimile transmission of released PHI is authorized,
provided that appropriate measures are taken to ensure that the information is delivered to the correct party. A cover
letter, including a confidentiality notice, will accompany each such facsimile transmission. The conﬁdentiality notice
will include instructions on redisclosure and destruction of the disclosed information. A sample is shown in figure 2-1.
e. MTF commanders or patient administrators will determine the legitimacy of the request for patient PHI. MTF
commanders or patient administrators are encouraged to seek the advice and assistance of their servicing judge

advocate in determining the legitimacy of a request for disclosure and in authorizing release of PHL

AR 40-66 - 20 July 2004

(e}

-and sin ilar requirements. ...

thorize the releass of Pru provided fhat suchk -

~the authoriziug official will prepare a memorandum-for tecord, documenting ths release-and-the reasors for the use: cf g




T eCONFIDENTIALITY NOTIGE™ ~ =

The documents accompanying this facsimile transmission contain confidential information,
belonging to the sender, that is legally privileged. This information is intended only for the use of
the individual or entity named above, The authorized recipient of this information is prohibited
from disclosing this information to any other party and is required to destroy the information after
its stated need has been fulfilled.

If you are not the intended recipient, you are hereby notified that any disclosure, copying,
distribution, or action taken in reliance on the contents of these documents is strictly prohibited. If
you have received this telecopy in error, please notify the sender immediately to arrange for
return of these documents.

Figure 2-1. Sample confidentiality notice accompanying facsimile transmissions

/- Only that specific PHI required to satisfy the terms of a request will be authorized for disclosure. If the request is
for psychotherapy notes, the patient admlmstrator or his/her represematlve will obtam an authorlzatlon for use or
disclosure except—

(1) To carry out the following treatment, payment, or health care operations:

(a) Use by the originator of the psychotherapy notes for treatment.

(b) Use or disclosure by the covered entity for its own training programs that students, trainees, or practitioners in
mental health learn under supervision to practice or improve their skills in group, joint, family, or individual
counseling.

(c) Use or disclosure by the covered entlty to defend itself (or to defend the United States in a claim or action
brought under the Federal Tort Clalms Act or Mlhtary C1a1ms Act ina Iegal actlon or other proceedmg brought by the
* 4ndividual).

(2) A use or disclosure that is—

(@) Required by the Secretary of HHS in relation to compliance activities of the Secretary of HHS.

(b)-Required by law..

(c) Pertaining to uses and disclosures for health over51ght actlvmes with respect to the oversight of the originator of
the psychotherapy notes.

~(d) Pertaining to uses and disclosures about decedents to coroners and medical examiners.

(e) Pertaining to uses and disclosures to avert a serious and imminent threat to health or safety of a person or the

public, which may include a serious and imminent threat to military personnel or members of the public or a serious or” -

. imminent threat to a spemﬁc mlhtary mission or natlonal secumy under mrcumstances which i In turn create a seuous

and imminent threat to a person or the public.
g If a request for certified chsclosure of all or part of the request for patlent PHI is approved certified cop1es of that

information or record will be released. (See AR 27-40 and paragraph 12-45(3) of this regulation for the use of DA -

“Form.4 (Department-of the' Army Certification for Authentication’ of Records) to certify récords.) Tfithe requester seeks™ -~

disclosure of the original records, the requester must justify, in writing, why certified copies are not adequate to fulfill
* the purpoge. for,which the records are being sough .
" the “legitimacy of a request for “disclosure of an orlgmal Tecord.

= h:-A copy-of- the request for’ disclosure-of PHI, a copy of any.consent form, together with coples of the dlsclosme
authonzatlon and a notation of which records have been disclosed, will be filed in the patient’s medical record. If these
copies cannot be made, the request will be annotated to reflect the specific information disclosed. When requests are
made for information from both inpatient and outpatient records at the same time, the request and an annotation of

which copies were disclosed will be filed in the inpatient record. The outpatient record will be propelly cross-

referenced.
i. A patient has the right to request restrictions on the uses and disclosures of their medical record.

(1) The MTF/DTF is not required to agree to the restriction. The restriction should be denied if the MTF/DTF
cannot reasonably accommodate the restriction, if it conflicts with this regulation or any other applicable DOD or DA
directive, or for any other appropriate reason. A response to_a request for restriction should be prov1ded to the
individual requesting it as soon as practicable and should include the rationale for denying it, if the request is denied in

whole or part.
(2) The MTF/DTF commander or designee must act on requests to restrict information in a timely manner and do so
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in writing,. No restriction will be effective :abave_the management autharity level:
ctrictionzwill be -effective~uniess=the p gingiioihe Iw%tllC"On--'q‘-ﬂC :
establishes-a- written ‘record of ihe-restriction: - -

(3) The needs of the patlent should be welghed against the burden that would be put on the fac111ty to comply with
the request. If the restriction is granted, the patient should be informed that the restriction is not permanent, that it only
applies to the individual or MTF that granted the restriction, and that it does not transfer to another individual or MTF.

J. An individual may revoke an authorization provided under this section at any time, if the revocation is in writing,
except if the MTF/DTF has already taken action on the authorization. The MTF/DTF will document and retain any
signed authorization and/or revocation.

k. An individual has a right to receive an accounting of PHI disclosures made by a covered entlty in the six years
prior to the date that the accounting is requested, except for disclosures—

(1) To carry out treatment, payfnent, and-health- care -operations as provided in DOD 6025.18-R, chapter 4.

(2) To individuals of PHI about themselves.

(3) Pursuant to an authorization under DOD 6025.18-R, chapter 5.

(4) For the facility’s directory or to persons involved in the individual’s care or other notification purposes as
provided in DOD 6025.18-R, chapter 6.

(5) For national security or intelligence purposes as provided in DOD 6025.18-R, paragraph C7.11.4.

(6) To correctional institutions or law enforcement officials as provided in DOD 6025.18-R, paragraph C7.11.6.

(7) As part ot a limited data sét according to DOD 6025.18-R, section C8.3.

(8) Incident to a use or disclosure otherwise permitted or required by DOD 6025.18-R, section C8.4.

(9) That cccurred prinr te 14 April 2003. :

! Tnformatinn for each disclosure will inslude—

(1) The date of the disclosure. o

(2) The name of the entity or perscm who rerpwe:i the PHI and if known the address of such enﬁ*y or person.

(3) A brief description of the PHI disclosed.

(4) A brief statement that reasonably informs the individual of the basis for the disclosure; or, in lieu of such
statement, a copy of a writfen request for disclosure under DOD 6025.18-R, section C2.5, or chapter 8, if" any.

m. The covered entity will provide the first accounting to an individual in any 12-month period without charge. The
covered entity may impose a reasonable, cost-based fee according to AR 25-55 for each subsequent request for an
aqcounting by the same individual within the 12-month period, if the covered entity informs the individual in advance
of the fee and provides the individual with an opportunity to withdraw or modify the request for a subsequent
accounting in order to avoid or reduce the fee.

- n. Fees and charges for copying, certifying, and seawhmg records will be calculated and imposed according to AR
125-55, chapter 6.

o. Continued coordination with a judge '1dvocate i8 encoumged on all matters pertaining to the request for and

disclosure. .of patient PHI. . . - } T e e -

k.«d E2e] AEFSE- R W A

'»y authon

“2-6. Medical records of teenage "'far"iﬂ]y*?némtiéfs"w o
a. Disclosure of information. .- . : - .
{1). Minors: have rights to access under th~ Privacy Act ; Semon JSM, w“e 5 Umf“c{ State° Code (50

,,,,,,

Parents or guardians have a right to access the medical records of their minor children under the Privacy Act, 5 USC
'552a(h). The law. of the State. iq which the miner is located determines whether, for the purposes of the. Privacy Act, =

the child is a minor. If not a minor, the teenager can act on his or her own behalf and the parent or guardian does not
have a ught to access.If, howewcr, the teenager 18 .a minor under the State law where he or she.tesides, then the law-of - -

4

the State in which the medical record is mamtamed governs the disclosure of information from that record. Patient
administrators must be especially sensitive to restrictions contained in statutory or regulatory programs for—

(a) Drug and alcohol abuse.

(B) Venereal disease control.

(¢) Birth control.

(d) Abortion.

(2) For overseas installations, the opinion from the DOD Privacy Board Legal Commlttee (23 September 1998) will
be used. (See fig 2-2.)
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- 2—T7. Disclosure--of medical records containing classified defense information

-2—8. Research- using military -medical records

,",'The Privacy Act-appties to-any “individual™ which is ‘defined as"a citizen of the United States or
" an align Iawfuﬂy adriiitted for permanént residence" (5 USC séction 552a(a)(2)). With respect to

any rights granted the individual, no restriction is imposed on the basis of age; therefore, minors
have the same rights and protections under the Privacy Act as do adults.

The Privacy Act provides that "the parent of any minor . . . may act on behalf of the
individual” (5 USC section 552a(h)). This subsection ensures that minors have a means
of exercising their rights under the Privacy Act (Office of Management and Budget
Privacy Act Guidelines (OMB Guidelines), 40 Federal Register 28949, 28970 {July 9,
1975)). It does not preclude minors from exercising rights on their own behalf,
independent of any parental exercise. Parental exercise of the minor's Privacy Act rights
is discretionary. A Department of Defense (DOD) component may permit parental
exercise of a minor's Privacy Act rights at its discretion, but the parent has no absolute
right to exercise the minor's rights absent a court order or the minor's consent. See OMB
Guidelines, 40 Federal Register 56741, 56742 (December 4,1975). Further, the parent
exercising a minor's rights under the Privacy Act must be doing so on behalf of the minor
and not merely for the parent's benefit (DePlanche v. Califano, 549 F. Supp. 885 (W.D.

Mich. 1982)).

The age at which an individual is no longer a minor becomes crucial when an agency must
determine whether a parent may exercise the individual's Privacy Act rights. With respect to
records maintained-by DOD components, the age of majority is 18 years unless a court order
-states otherwise or-the individual, at an earlier age; marries, enlists in the military, or takes some
other action that legally signifies attainment of majority status. Once an individual attains the age
of majority, Privacy Act rights based solely on parenthood cease. .

VFiAgure 2-2. Defense PriVéEy Board Advisofy Opinion—the Privacy Act and Minors, 23 September 1998

b. Medical confidentiality. So that medical confidentiality will not be compromised, medical records of minors that
contain information mentioned in a(1)(a) through a(1)(d), above, will be maintained as “Mental Health Records
*(Minors).” Because PHI in these records may be an important part of continued and follow-up- care, SF 600 (Medical
Record—Chronological Record of Medical Care) will note “Patient seen, refer to file number 40-216k2”and will be
filed in the patient’s OTR. Disposition of these records will be in accordance with AR 25-400-2, file number
40-216k2, (mental health records (minors). (See table 3-1 and para 6-7h of this regulation.)

a. Medical records will not usually contain classified defense information. The entry of such information should be
avoided unless doing so jeopardizes the interests of the patient or of the Government. If entered, the documents
containing classified defense information will be safeguarded and transferred according to AR 380-5. The custodian of

the record -will state on- SF-600 that the record has a classified portion. -Such-documents will be screened often to see - -
wowhethersdeclassificationis pessible; - When - deelassified; a -note will -be “madeson=SF. 600; - and..the documents will<be ™ wv s

returned to the custodian of the record.

.. b. Before records are sent.to the Department of Veterans Affairs (VA),any- separate-file of documents bearing
" ..defense information will bé reviewed for possible declassification.- Documents that cannot be declassified will not be
..=-Zsent 10 the VA. Those documents.in records-of-officers and-warrant-officers will-be sent to-the-Commander, U.8#Total — == .. -

Army Personnel Command (PERSCOM), ATTN: TAPC-MSR, Alexandria, VA 22332-0002. Those documents in
records of enlisted personnel will be sent to the Commander, U.S. Army Enlisted Records and Evaluation Center,

. ATTN: PCRE-RP, 8899 56th St., Indianapolis, IN 46249-5301.

Qualified people may have access to Army medical records and biostatistical information for research and study.
Access may be granted to records in MTFs and DTFs, Army record centers, and facilities of the General Services
Administration. Medical records used for research will not be removed from the MTF or DTF or the center; space and
facilities will be furnished by the custodian. Further, commanders of MTFs and DTFs will not borrow retired records

" for researchers. The Surgeon General will” approve” any exception.

a. Approval of requests.
(1) The Surgeon General will approve all requests for research. An exception to this is given in (2), below.
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(2} :The:MTEF/DTF commanders will approve resuestouom personnel.under their. commzmd whose. research. projects- -
involve medical records atthat facility-+Researchers wilk abide by~ %Ppucablc portions of AR40-38-and 32 CFR AQ
and obtain approval from the Institutional-Review Board: - R 7

b. Submission of requests. With the exception of those requests falling under a(2), above, all requests from outside
and within DA will be made through channels to U.S. Patient Administration Systems and Biostatistics Activity,
ATTN: MCHS-IN, 1216 Stanley Rd., Ste. 25, Fort Sam Houston, TX 78234-6000. Such requests will—

(1) Provide the names and addresses of the researcher and of any assistants.

(2) List the professional qualifications of the researcher and of any assistants.

(3) ‘Describe the researcher’s project or field of study.

(4) Provide the reason for requesting the use of Army records.

(5) Name the particular records needed (for example the historical range for which records are desired) and their
location.

(6) Give inclusive dates when access 1s wanted.

(7) Attach evidence of institutional approval (training director) for residency training projects.

(8) Have each person named in the request sign an agreement that lists the following conditions:

(a) Information taken from Army medical records will be treated according to the ethics of the medical and dental
profession.

(b) The identities of people mentioned in the records will not be divulged without their permission. and photographs
of a person or of any exterior portion of his or her body will not be released without his or her consent.

(c) The researcher understands that perrmsswn to study the records does not 1mply approval of the prOJect or ﬁeld of
study by The Surgeon Generai.

/). All identifying entries-about-a person.vill be deleted from abstracte or reproduced copies cf the recorce.
mformahon that does not 1dent1fy an individual and there is no-reaserhle wasis to believe that the mformatwn can be

~used to identify an individual is not considered.individually_identifiahle health information.

(e) Any published material or lectures on the particular preject or study will contain the followmg statement: “The
use of Army medical records in the preparation of this material is acknowledged, but it is not to be construed as
implying official Department of the Army approval of the conclusions presented.”

¢ Access authorization proof. Any approval letter from The Surgeon General allowing access to records will be
- shown to the proper authority (Chief, Patient Administration Division; health information administrator) when request~
ing-aceess to records at the MTF level. :

1.1
atiin
PR

Chapter 3
Preparation of Medical Records . . . .

Section I~ - - o
" Forms and Documents

3-1. Authorized forms and documents o :
4. The forms authorized for use in medical and dental records are listed in the figdres in chapters 5, 6, 7, 8, 9, and
.10 Unless-authorized by this regulation, only decuments plepared by authorized AMEDD -personnel will be filed-in-
. -Army-miedical records. (This restriction. does not prohibit the use ofoiher documents-created by atiending physicians - e
.. -and dentists . outside the AMEDD . (Navy, Air Force civilian, “and=so forth);or the filing . o ather documents as
summaries or brief extracts. If such documents are nled their source, and the physxman or dentist under whom they -
were prepared, must be identified.)
b. Photographs may be mounted on authorized forms and filed in medical and dental records. They may be mounted
on various forms, depending on the size of the photo and the interpretation location. Examples of forms that may be
nsed for this purpese are DA Form 4700 (Medical Recard—Supplemental Medical Data). Department of Defense (DD)
Form 2161 (Referral for Civilian Medical Care), SF 513 (Medical Record—Consultation Sheet), and SF 600.

¢. Recordkeeping requirements (file numbers) required by this regulation are listed in table 3-1.

3-2. Filing automated/computerized forms

a. Automated/computerized medical reports may be filed in Army medical records. Examples of such reports are
electrocardlograms coronary care unit or intensive care unit vital- -sign-monitoring records, scans, anesthesia monitoring
records, commercially available emergency room charting systems, and laboratory test results. Such reports will be
filed with the SFs, DD forms, or DA forms to which they most closely relate (for example, electrocardiogram and
cardiac monitoring with Optional Form (OF) 520 (Clinical Record—Electrocardiographic Record) (formerly SF 520),
anesthesia monitoring with DA Form 7389 (Medical Record—Anesthesia) (formerly SF 517 and OF 517), commer-
cially available emergency room charting systems with SF 558, and laboratory test results with SF 545 (Laboratory
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-identified -as-display sheets; except-for - card1ac thythm- stnps whieh -may. be: mounted on the corresponding SF-540-----

1.
i

Report Display). Undersized reports,. such as. monitering strips,. will .be..mounted.on DA Form 4700 overprints - ..

(Medical Record»——Nmsmg Notes). When DA-Form 4700 is-used; it should be referenced on SF 600. (Also see paras -
3-3, 9-2, and 12-4 for information on DA Form 4700.)

b. When a computerized or automated summary of all previous laboratory (lab) tests is provided, only the cumula-
tive final report will be filed. All other results will be discarded. For this reason, it is vital that health-care providers
not document PHI or opinions on the daily lab reports because they will not be retained.

c. Computerized or automated versions of recognized forms will include reference to “Automated version of (form
number)” in the lower-left corner and must be mirror images of DOD or DA forms.

d. The Interagency Committee on Medical Records, with approval of the General Services Administration, has
eliminated the requirement that every electronic version of a medical standard or optional form be reviewed and
granted an exception. The elements required for electronic versions of these forms have been published in the Federal
Register. These elements must be included in any electronic versions of these forms.

e. MTFs may discontinue the daily filing of laboratory and radiology results in the medical record and maintain
these results electronically within the Composite Health Care System (CHCS). MTFs planning to implement this
practice will develop a migration plan before converting to the electronic storage of test results. These plans will
include the following, at a minimum:

(1) Procedures for ensuring laboratory and radiology reports will be properly authenticated in CHCS by authorized

. MTF staff members according to CHCS. functionality and business rules.

(2) Procedures for providing information during CHCS unavailability and for entering any results obtained if or
when the system is unavailable.

(3) Mechanism for retrieval of archived information.

4) Procedures for ensuring cumulative Iaboratory and radlology results are filed in medical records upon permanent
change of station (PCS), referral for treatment to other facilities, record retirement, and valid request.

(5) Procedures for ensuring test results for active duty membérs assigned to deployable units are included in DD
Form 2766 (Adult Preventive and Chronic Care Flowsheet), or other applicable documents created durmg a deploy-

-~ment, and ultimately placed in the active duty member’s OTR/HREC.

3-3. Guidelines for local forms and overprints

The approval of overprinted medical forms and proposed forms using the. DA Form 4700 overprint not listed in figures

in.chapters 5, 6, 7, 8, 9, and 10 is delegated to MEDCEN and MEDDAC or DENTAC commanders, using the
guidelines descrlbed in a through r, below.

a. Local forms and proposed overprints will be well thought out in content ﬂnd deSIgn be well identified with a
title, heading, and or subject; and present .data in a neat and organized format. The MTF or DENTAC overprmt number -
will appear under the form number and edition date on each form or overprint. On SF overprints, the entry “approved

_by U.S. Army Publishing Directorate” must be printed under the overprint number. .

~b. All overprinting of SFs, OFs, DD forms, and DA forms.must be. processed.and approved before. 1mplememat10n

:derprmtmg of these forms is limited to. items that “specifically. pertain. to..the. formy on which they are printed. (for .-

example, admission note overprint on SF 509 (Medical Record—Progress Notes) and nursing history and assessment
overprmt on DA Form 3888 2 (Medlcal RecordMNursmg Cale P an)) Other overprmts shou d be printed on DA Fomﬁ'

4760, e e el e L T VS

c. The MTF or DENTAC group that reviews medlcal records 1s dlrect]y responsdale for review and 1pprova1 of loca

-forms: and.: overprints.: LI LTI T T LIS

4 Local forms-and overplmts submltted to the MTF or DENTAC for review and approval as in cs .e;bove wi l be EREEEE
"'accompamed by ‘written™ justification. ™

s T e

e. Creation of a form for which a higher echelon form exists (for example creation of a local form as a substitute
for an SF) is prohibited.

/. Titles of overprints should be printed inside the border of the form because titles printed at the top of the page
between hole perforationg are_obscured when_the forms are fastened in the records. OF 275 (Medical Record Report)
may be used in [TRs, HRECs, and OTRs. OF 275 may be used for the transcription of dictated reports, or it may
replace approved overprints on DA Form 4700. When OF 275 is used, the title and number of the form that it replaces
are noted in the bottom part of the form. All standard information needed on the report form replaced by OF 275 will
be entered on OF 275, including subtitles and name and address of MTF. OF 275 will be filed in the ITR, HREC, or

OTR, according to the number of the form that it replaces. (Also see para 9-12 for information to be included on-OF -+ ----- -

275.)

g. Overprints on SFs, OFs, DD forms, and DA forms (other than DA Form 4700) must facilitate completion of
subject forms, not provide “substitute” information.

h. Overprints that contain fill-in lines and or lined charts or graphs must be printed on DA Form 4700, rather than
on lined SFs, OFs, DD forms, or DA forms. Lined overprints superimposed on lined SFs, OFs, DD forms, and DA
forms create serious printing and user problems.
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D

h_ov xpmm) will. n

e 1 Cvm"prim’iw an nonsiandard-size. DA Forms. 47( ﬁ {for. example, 8-
appmved B - -
j. Multi-page forms and overpunts shcmla be punted on both mdes of the paper (head to foot) and mdxcate ‘page 1

of 3,7 “page 2 of 3,” and so on if they consist of more than two pages.

k. Overprints on SF 509 (Medical Record—Progress Notes) and SF 600 should not extend over into the “Date”
column, except for data pertaining specifically to the date and or time entry.

I Ward policies and procedures should not be included in forms and overprints because they do not belong in the
patient’s medical record.

m. Worksheets should not be overprinted on SFs, DD forms and DA forms (including DA Form 4700) because
these documents will not be permanently filed in medical records.

n. When preprinted instructions are given to the patient and family, the patient’s record will so indicate, and a
sample of the instruction sheet will be retained in the ITR, HREC, or OTR on a DA Form 4700 overprint. Local policy
will dictate how classes, videos, and other types of learning activities are documented. (Also see para 3-18.)

0. Preprinted instructions to the health-care provider do not belong in the patient’s record and therefore should not
be included in local forms and overprints.

p. Approval for entering doctors’ orders on DA Form 4256 (Doctor’s Orders) and DA Form 4700 is not required,
including orders that are handwritten, taken over the phone by authorized personnel, or overprinted as standing orders.
(See para 9-26.)

g. OF 522 (Wiedicai Record—Reques: for Adminisiracon of Anesmcsia and for Performance of Operations and
Other Procedures) (formerly SF 522) or a State-mandated consent form will be used to meet the requirements of
counseling and authorization required for consent to inpatient or outpatient medical or dental care. Local consent forms
‘will not be used in place of these Tonm

r. Use of abbreviations on forms and overprints should be in strict comnhance with those included in appendix B or
’ -ocaily 4ppr0ved in accordance with paragraph 3-3¢. Omerwxse the Mbre lations must be spelled out. o

Sectmn n
Medical Record Entries

3-4. General

“a. Content. Entries will be made in a record by the health-care provider who observes, treats, or cares for the patient
and 'in accordance with the focally definéd patient assessment policy. No health-care practitioner is permitied to
complete the documentation for a medical record on a patient unfamiliar to him or her. In unusual extenuating
circumstances (for example, death of a provider), local policy will ensure that all means have been exhausted to
complete the record. If this action is impossible, the medical staff may vote to file the incomplete record as is.
Documentation summarizing the reason for the action will be filed with the record.

" b. Legibility. All entries’ must be legible.” Entries should be’ typéd'but they may be handwritten. (However,
radiology, pathology? and operative reports, as well as narrative summaries, will be typewritten.) Handwritten entries
‘will Be made in permanent black or blue-black ink, except when pencil entries are either directed or necessary under
field conditions. Erasable ink and felt tip pens w1l] not be used. Rubber stamps may be used only for standardized
antries, such as routine orders.

S g Snanies AN éntries must-Be Honed or electroncally awmbzniitaed T

) _( 1) Electronic signatures on a medical record are usua]ly admissible and will not normally jeopardize the admissibil-
v.of t he recmd in court. I4owev L COOrtS. ﬂdﬁm% thisJssue ensa.cage-by-case basie, (Soe-the definition of ‘electronic:

SIgnamrﬁ in “the glosqary, sec I‘

{2) The first eniry made by a person will be signed (first and last namc); later entries’ on the same page by that™

person will be signed or initialed. (A military member must add grade and corps; a civilian must add his or her title or
certification.) To verify initials that are on ITR documents, a DA Form 4700 with the typed name of each staff
member, their payroll signature, and their initials must be placed in each ITR. Initials must be legible and correspond
to the individual’s name. _ _ ) ‘ S _

(3) Rubber-stamped signatures will not be used in place of written signatures, initialing, or electronic authentication.
However, the use of (rubber) block stamps or handprinted or typed names under written signatures is recommended
because it establishes a method to identify the authors of entries. Block stamps for ‘military members will contain
printed name, grade, and corps (officers), or military occupational specialty (enlisted); block stamps for civilians will
contain printed name and title or certification or. professional licensure (such as.registered nurse (RN) or licensed
practical nurse (LPN)).

d. Datring entries. All entries must be dated. Dates will be written in the day-month-year sequence; months will be
stated by name, not by number. For example, a correct entry is “17 Jun 98.

e. Corrections to entries. To correct an entry, a single line is drawn through the incorrect information, and it is
noted as “error,” then dated and initialed. This information must remain readable. Deletion, obliteration, or destruction
of medical record information is not authorized. The new information is then added, with the reason for the change (for
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- ‘example; “wrong patient’s' chart?), -the- date, -and. sxgnature (with.. txtle) of the person makmg the- change Electronic . . .

avidit. tr - e s e

B correcnons 1o -entries must show- a»comp.ue audit- trail.«

F Amendment to medical records.” T S '

(1) Under HIPAA, individuals have the right to request an amendment or correction to their PHI. MTFs/DTFs will
have procedures in place to address this issue.

(2) MTFs/DTFs may deny any individual’s request for amendment, if they determine that the PHI that is subject to
the request—

(a) Was not created by the covered entity, unless the individual provides a reasonable basis to believe that the
originator of PHI is no longer available to act on the requested amendment.

(b) Would not be available for inspection under DOD 6025.18-R, chapter 11; or

(c) Is accurate and complete.

(3) If the MTF/DTF denies the requested amendment, in whole or in part; they will provide the individual with a
timely, written denial, written in plain language, that will contain—

(a) The basis for the denial.

(b) A statement of the individual’s right to submit a written statement disagreeing with the denial.

(¢) A description of how the individual may file such a statement.

(d) A description of how the individual may complain to the MTF/DTF, to include the name, title, and telephone

_humber of the contact person or office designated to receive such  complaints. .

(e) A description of how the individual may file a complaint with the HHS.

() A statement that, if the individual does not submit a statement of disagreement, he or she may request that the
MTF/DTF provide his or her request for amendment and the denial with-any future disclosures of the PHI that is the
subject of the amendment. - —

.(4) Medical records will be amended accordmg to AR 340-21, paragraph 2-10.

g Use of rubber stamps. Rubber stamp entries constitute overprints only when they are used to collect clinical data,
not when used to document administrative data, such as the name of a specialty clinic, time and date of clinic visit, or
signature block. . D e

3-5. Patient identification ] . :
The patient identification section will be completed when each record document is begun. The patient’s recording card
will be used for the-HREC and OTR; the inpatient identification plate will be used for the TTR. When mechanical
imprinting is not available, patient identification will be typed computer-generated, or handwritten in black or blue-
black ink. Patient identification must include at least the patient’s name; his or her rank, grade, or status; his or her
family member prefix (FMP) and sponsor’s SSN (para 4-1); the patient’s SSN; date of birth; code for MTF that
maintains records; and his or her register number (if any). ' )

a. Patient’s recording card.. This card is used to enter identifying data on forms filed in the OTR and HREC; it is
used with the ward or clinic identification plate. (See b, below.) The card also may be used as an appointment card. An

adhesive- bac ked paper appomtment notice may be’ attached to the back. The clinic receptlomst or’ appomtmen’c cledk 7

fills in-the “date, time, and “clini¢ name on“the ‘blank lines of thé ndtice. (The rotice also has space for the name,
location, and telephone number of the MTF.) This information is then available to the patlent and to clinical personneI
_ during . the patient’s next visit. . . s
(1) The patient’s recording card should be prepared When the patlent is ﬁrst exammed or treated in'a troop medlcal
clinic; health clinic, or MTF. The patient’s DD Form 1173 (Uniformed Services Identification and Privilege Card) or

DD Form 2(ACTY (Atnied Fordes of the United ‘States Tdentification Card’ (Actlve)) DD Formi’ 2(RES). (Armed ForceS' e

_ of the United States Identification Card (Reserve)), or DD Form 2(RET) (Unjted ; States Uniformed Services Identlﬁca—

Tion Card (Refired)) will be uséd to prepare the card; these forms contain all the information’ needed to prepare the
patient’s recording card.

(2) The information that may be embossed on the patient’s recording card is given below. Format may vary at
MTFs using the CHCS. The optical card reader font will be used for the FMP and SSN to make the filing of records
easier.. The suggested format for this card is described in (a) through (e), below. o :

(a) Line 1. Spaces 1 through 14—FMP and SSN (para 4-1). Spaces 15 through 22—Blank.

(b) Line 2. All spaces—Blank.

(¢) Line 3. Spaces 1 through 22-Patient’s name (last, first, and middle initial).

(d) Line 4. Spaces | through 4—Year of birth. Space 5—Blank. Space 6—Sex (M-male, F—female). Spaces 13
through 16—Status of patient and of sponsor if patient is a family ‘member (for example, AD equals active duty).
Space 17—Blank. Spaces 18 through 22—Department of patient or of sponsor (Army, Navy, Air Force, and so forth.).

(e) Line 5. Spaces 1 through 3—Three-character abbreviation of grade or rank of patient or of sponsor if patient is a
family member; otherwise, blank. Space 4—Blank. Spaces 5 through 22—Sponsor’s name, if patient is a family
member; otherwise, blank.
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3), Because patients mav be treated at;several MTFs, information identifving the MTF that is the custodian of the .
3-record, as well as any other. locally roquired -information; may th

wmpxmtcd on the card.

4,..h.pan

used to determine eligibility of care. Such determinations are made in accordance with AR 40-400.

b. Ward or clinic identification plate. This plate is used to identify the MTF and the nursing unit or clinic. It will
also be used to identify the Uniformed Chart of Accounts code. This plate is used with the inpatient identification plate
and the patient’s recording card. Suggested format for this plate is as follows:

(1) Lines 1 and 2. Name and location of MTF and Uniformed Chart of Accounts code.

(2) Line 3. Name of the nursing unit or clinic.

c. Inpatient identification plate. This plate is used to imprint patient identification information on all forms in the
ITR; it 1s used with the ward or clinic identification plate.

(1) Format may vary at CHCS facilities. The suggested format for this plate is- as follows:

(a) Lines I and 2. All spaces—DBlank.

(b) Line 3. Spaces 8§ through 23—Patient’s name (last, first, and middle initial). Space 24—DBlank. Spaces 25
through 29-—Rank, grade, or status.

(c) Line 4. Spaces 8§ through 15—Register number. Space 16—Blank. Spaces 17 through 29—FMP and sponsor’s
SSN (para 4-1).

(d) Line 5. Space 8 Sex (M——ma e, F—female) Space 9———Blank Spaces 10 through 12—Age. Spaces 13 through
26—plank.

(2) The patient’s identification plate will accompany the medical record. When the patient is ready for final
disposition, local procedure will cover the use of the plate.

d. Patient bed card. This card will be D"C“aled on a plain 3- by 5- mc‘ card. The format for the information on the
card is—

(1) Patient’s first name middle mmal and last name.

@) Rank grade or status.

3) Service affiliation (Army, Navy, Air Force, Marme Corps Coast Guard Publlc Health Ser\nce or Na‘uonal
Gceanic and"Atmospheric Administration). o

(4) Date of admission.

3-6. Facsllty identification

The MTF or DTF providing care will be clearly named in all medical records and reports. (Such entries on SF 600 will
be made by rubber stamp when possible.) Because patients are often treated at several MTFs, the MTF that is
custodian of the patient’s records will also be named. For OTRs and HRECs, this identification may be accomplished

using the patient recording card.

._,:i Destruction of unidentifiable medical documents

{4) The patient’s recording card-is designed only-to-make the printing ofidentification data on records easy. It is not-- - -4

Aruiidentifiable-document is one that contains either no identifying data or such & small armeunt that it is HnpOossible o e
io identify the person to whom it belongs. Destruction of unidentifiable documents will follow instructions oumned ino

the MTF Information Management Plan.

Secuo e o
Recordmg D:agnoses and Procedures

i 3 8 Nomenclatu Lsed in recordmg diagﬁoces .
"4 "Acceptable diagnostic nomenclature will be used. Vague “and general expressmns w111 be avoided.

b. The affected body part will always be stated when relevant to the condition and when not given in the name of
the condition. In addition, the body part will be described in as much detail as is needed (for example, “skin of,”
“tissue of,” or “region of”). Terms such as “right,” “left,” “bilateral,” “posterior,” and “anterior” will also be added
when ‘)T‘Y\]’lf’ﬁhlp .

c. Few abbrevxatlons should be used in medlcal records Those abbrevxatlons and symbols hsted in appendix B as
well as locally approved abbreviations and symbols, are authorized if the following conditions are met:

(1) Local abbreviations and symbols will not delete or alter the meaning of those listed in appendix B.

(2) A copy of locally approved abbreviations and symbols will be readily available to those authorized to make
entries in the medical record and to those who must interpret them.

(3) This exception to policy applies to all MTFs. However, each treatment facility will be responsible for altering its
approved lists as new additions or deletions are made to appendix B. It is recommended that abbreviations not listed in
appendix B or not locally approved be used in long narratives only if they are defined in the text. For example: “Nerve
conduction time (NCT) is changed by many factors. NCT varies with electrolytes. NCT varies with temperature.”
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...zl AInstructions. for recording. dental diagnoses and proccdures to.include abbreviations: and symbo]s are provxded in ..

3-9. Specnal instructions for certain diseases
(See Tri-Service Disease and Procedure ICD-9-CM Coding Guidelines (app A) for details on coding specific diseases.)

3-10. Special instructions for certain diagnoses
Information on, and results of, Human Immunodeficiency Virus (HIV) testing will be entered in individual medical
records, as follows, (in accordance with AR 600-110, para 2—10):

a. For force surveillance testing, an entry will be made on SF 600 that will include the date and location of testing.
Recording of test results in the medical record of Active Duty soldiers is required when the soldier is being processed
for overseas PCS. (See AR 600-110-for complete testing requirements.) HIV test results for the ARNGUS and USAR
will be annotated on SF 600, which will be posted in the medical record. The HIV test date and result will be
annotated on DD Form 2808 (Report of Medical Examination), item 49, if the test was performed in conjunction with a
physical exam.

b. Results of routine adjunct testing will always be recorded in the medical record using SF 557 (Miscellaneous).or
automated version. The slip will be clearly stamped either “HIV positive” or “HIV negative.” Specimens which are
enzyme-linked immunosuppressant assay (ELISA) positive by local testing only will not be reported as HIV positive.
These specimens will be reported as “pending results” to the ordering physician, and finally reported as HIV positive
or negative only after receipt of confirmatory test results (Western Blot or other supplementary tests).

¢. The medical and dental record jacket for all HIV-infected soldiers will be marked only by affixing a DA Label
162 (Emergency Medical Identification Symbol) in accordance with chapter 14 of this regulation: DD Form 2766
- (Adult Preventive and Chronic Care Flowsheet) wili-be annotated “Donor Ineligible-V72.62.” : -
- d The losing HIV program point of contact will ensure ‘that copies of medical records pertaining to the patient’s
dlagnosxs and evaluation of the HIV infection are forwarded to the gaining HIV program point of contact in advance of
the patient’s arrival. Care will be taken to protect the confidentiality of the records by sealing them in an envelope
marked “Sensitive Medical Records—To Be Opened by Addressee Only,” and then inserting the envelope into a camer
addressed directly to the attention *6f the recelvmg HIV program point of contact, by name ‘when known. )

3-11. Recording psychiatric conditions

Psychiatric -conditions . will - be recorded using the Diagnostic and Staustlcal Marual of Mental Disorders; Fourth -~

Edition, Revised (or current edition), as nomenclature (app A).

3-12. Recording injuries

a.” Details to be recorded. )

(1) The same details will be given and the same terms used when both battle and nonbattle injuries are recorded. To
be complete, the recording of an injury must include the details” given in (a) through (gJ, below. (For informatioh
“rieeded -for proper coding, see Tri-Service Disease and Procedure ICD-9-CM Coding Guidelinés (app ‘A)) Record on ™~
DA Form3647 (Inpatient Treatment Record Cover Sheet) item 33, or CHCS automated equivalént, the detail§ listéd i1~

(c) through (g), below.

(a) The nature of the m]ury Record the exact nature of the m]urv as well as the medical condition caused by oo oo s
Explain coniditions; §ich as traumatic bursitis, traumatic néuritis, traumatic myositis, or traumatic synowtls by

~describing the-original injury.-For example, record a contused wound resulting in bursitis as bursitis due to contusion.

‘“'-(b) The part or parts of the body affected: Tn the’ case of fracmres and Wounds state whether any nerves 01 artenes" .

E B RESt G =y P

~weré involved; namé major nerves or-blood vessels.” :
(¢c) The external causative agent. Tn the case of acute poisoning, name the poison. o
(d) How the injury occurred. State what the person was doing when injured (for example, in action against the
enemy, work detail, marching, drilling, or motor vehicle accident, etc.). For motor vehicle accidents, state the kinds of
vehicles involved and whether military owned or otherwise.

“(e) Whether the injury was self-inflicted- 1 -the injury was deliberately self-inflicted; state whether it"was™an act of = 7

misconduct (to avoid duty) or an act of the mentally unsound (a suicide or attempted suicide).

(/) The location where the person was injured. If on post, state the building or area (for example, barracks, mess, or
motor pool); if off post, state the exact location where the accident occurred (such as name of business, city, State) or
lobatlon of motor vehicle accident (cxty, State, etc.), and the person’s status (for example, home or leave or in transit

(g) The date of the injury.

(2) Examples of properly recorded diagnoses are provided in (@) and (), below.

(a) “Fracture, open comminuted, upper third of shaft of femur, left, no nerve or artery involvement; bullet entering
anterior upper portion of left thigh and lodging in femur. Caused by rifle bullet, accidentally incurred when patient’s
rifle discharged while he was cleaning it in Barracks A, Fort Hood, TX, 8 Jul 98.”
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(bj.“Bursitis, acute, knee, right,- due to contusion, anterior aspect.. Accidentally. incurred when patient tripped ard
-siriking -knee on: floor while -entering” Barracks,26;- Fp;,g_;ic\jgs, WA, 2 Dec 9872 ... e
b. Wound or injury incurred-in combat. - " ‘ : :

{1) In addition to the details described in a, above, records on wounds or injuries incurred in combat must state—

(a) Whether the wound resulted from enemy action. The abbreviation “WIA” will be used; however, “WIA” by
itself is not acceptable as a diagnosis.

(b) The kind of missile or other agent that caused the wound.

(c¢) The time that the wound occurred.

(d} The general geographic location where the person was wounded. Entries such as “near Taegu, Korea” are
sufficient; map coordinates alone are not.

(2) The following example 1s a correctly recorded WIA case: “WIA wound, penetrating, left arm; entrance, posterior
lateral, proximal third, severing brachial artery without nerve involvement. Incurred during search and destroy mission
when struck by enemy mortar shell fragments, 16 Dec 69 near Kon Found, Republic of Vietnam.”

c. Injuries or diseases caused by chemical or biological agents or by ionizing radiation.

(1) For these injuries, record the name of the agent or type of ionizing radiation (if known). If the agent or radiation
is not recognized, record any known properties of it (for example, odor, color, or physical state).

(2) Record the date, time, and place where contamination took place.

(3) Estimate and record the time that lapsed between contamination and self-decontamination or first aid (if any).
Describe the procedures used. ’ ‘

(4) For injury by ionizing radiation, estimate and record the distance from the source. If the exposure is to external
- gemma radiation, state the dosage (for example,»-“measured 2001, If not ksown, the. duvkg should he estimated (for
example, “est 150r7). . . oo - . - »

(5) State, if known; whether exposure was throwh airburst, ground burst “water surfacp buret, o urederwater burst.
- d Occzmanonal m]w v and illness. This term includes all injury or 111nesc incurred as *He rmn'f of performance of

duty for mlhtary and civilian personnei including those identified in ¢, above. In addition to the details in a, above,
identify the injury or illness as “occupational.”

P

3-13. Recording deaths
a. Recording deaths of unknown cause. The following terms will be used to record ‘deaths when the cause is
unknown: . .
(1) “Sudden death ”Used in the case of sudden death known not to be v1olent
(2) “Died without sign of disease.” Used in the case of death other than sudden death known not to be violent.
(3) “Found dead.” Used in cases not covered by (2) above when a body is found.
b. Recording underlying cause of death. The underlying cause of death is a disease, abnormality, injury, or
poisoning that began the train of morbid events Jeading to death. For example, a fatal case with a-diagnosis of cerebral

hemorrhage, hypérfension, ‘and myocarditis would have hypertension as the underlying cause. The diagnosis that

desciibes-the underlying cause of death stiould be identified as the underlying cause on DA Form 3647 or CHCS
automated equivalent.
(1) The train of events leading to death will be recorded in Items 7a and b of DA Form 3894 (Hospital Report of

:: Death). The immediate cause will be entered in item 7a, and:the underlying-cause-will be-entered initem 7b: Only:ane::. -

cduse should be entered on each line of items 7a and by no éntry is needed in 7b'if the imimediate cause of death given
in 7a describes completely the train ofevents. To record the example given in b, above, cerebral hemorrhage would™be

entered 1 n 7a as the coﬂdltion"‘directly".:aumg to de atl:; hypcnensmn Would be emerco in 7u\ ) as the amﬁc#dvnt 3:{118‘6““” :

death but not related to the cause.
(2) The diagnosis given as the underlying cause of death on DA Form 3647 or CHCS automated equivalent should
be the same as the diagnosis given on DA Form 3894 and on the Certificate of Death. On the Certificate of Death, the

underlying cause of death is shown on line c. If line ¢ has no entry, it is on line b; and if lines b wnd c are blank, it is

see-the Physiciane’ Handbook--on-Medical- Certification of Death (app A).)

s Mo (Bep were-informetion; seevthe Physiciane® Handbock

¢. Recording neonatal deaths. When recordmg deaths of infants under 28 days of age, use the term neonatal
death,” and state the infant’s age at death. For deaths in the first 24 hours of life, state the age in number of hours
lived; for deaths after the first day of life, state the number of days lived. Examples of these entries are “Neonatal death
less than one hour after birth,” “Neonatal death, age 22 hours,” and ‘“Neonatal death, age 26 days.” (For more
“information, see the Hospitals” and Physicians’ Handbook on Birth Registration and Fetal Death Reporting (app A).)

3—-14. Recording cases observed without treatment, undiagnosed cases, and causes of separation

a. Observation without need for further medical care. A record must be made when a patient shows a symptom of
an abnormal condition but study reveals no need for medical care. That is, observation reveals no condition related to
the symptom that would warrant recording and no need for any treatment. In such a case, the proper diagnosis entry is
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- “Observation.” After this entry, gwe the name.of the: suspect&d disease or. m)ury, after this entry, enter erther “I\o
disease- found” or “No need-for further -medical- care.”

(1) A diagnosis of “Observation” is used even when-a condition unrelated to the one suspectcd is diagnosed and
recorded. For example, a patient is admitted for possible cardiac disease, but a specific cardiac diagnosis is not made.
While in the hospital, however, the patient is also treated for arthritis. In such a case, “Observation, suspected...” is
entered as the cause of admission; arthritis is given as the second diagnosis.

(2) A diagnosis of “Observation” is not used for patients lost to observation before a final diagnosis is made, and it
is not used for a medical exammatron of a well person who has no complaint and who shows no need for observation
or medical care.

b. “Undiagnosed” or underermmed diagnosis” (nonfatal cases). When a patient is admitted or transferred and an
immediate dragnosrs is not possible, give the symptoms or the name of the suspected condition. Replace these terms
with a more definitive diagnosis as soon as possible. When a final or more definitive diagnosis cannot be made, use the
condition or manifestation causing admission.

¢. Recording cause of separation. For a noninjury patient separated or retired for physical disability, the cause must
be recorded. If there is more than one diagnosis, select the one that is the principal cause of separation, and enter after
it “principal cause.” For an injury patient, the residual disability (the condition causing separation) must be recorded. If
there is more than one residual disability, the one that is the principal cause of separation must be stated. The diagnosis
that is the.“underlying cause” must also be recorded, that is, the injury causing the residual disability. For example, if a
leg injury leads to amputation, the.leg injury is stated as the underlying cause.

3-15. Recording surgical, diagnostic, and therapeutic procedures
Principles for coding and sequencing surgical, diagnostic, and therapeutic procedures are found in the Tri- Servrce
Disease and Procedure ICD-9-CM Coding Guidelines (app A)-

3-16. Recordlng therapeutic ‘abortions

10 USC 1093 states that funds available to DOD may not be used to perform abortlons except when the mother’s life
would be endangered if the fetus were carrred to term. To ensure compliance with 10 USC 1093, the followmg are
required.

a. Before the procedure physicians performmg therapeutic abortions in Army hospitals will document ini the chmcal
record that the abomon is bemg perfonned because the mother’s life would be endangered if the fetus were carried to
term.

b. The same documenh‘uon wrll be placed in the medical record of a pahent referred out on supplemental care.

c. As an added control, the chief of obstetrics and gynecology, deputy commander for clinical services, or the
hospital commander must countersign the physician’s statement before the procedure is performed. The legal advice of
a judge advocate will be solicited if deemed necessary.

d. For guidance on all other categories of abortion, see’ AR 40-400, paragraph 2-18.

3.17. Recording Use of restraints/seclusion o T

Documentation of the use of restraints/seclusion will conform to local policy and the current Joint Commission on

Accredxtatron of Healthcare Olgamzatlons (JCAHO) standards

3-—18 Recordmg vndeotaped documentatlon of eplsodes “of 'm dlcal care

~~a. Whenan episode of health care (for example, surgical procedures, medical evaluation, telemedicine consultation,
fi d+ so forth) is fo be documienited on vrdeotape “the “patient must provite ‘wiitten’ consent for the taping (anless’ the
taping”is for the documentation of neglect-or-abuse). The patient (if identifiable) must provide written consent.:

b. Consent will be recorded on an OF 522 or a State-mandated consent form in accordance with paragraph 3~3q
¢. The episode_of health care will be documented in the medical record as is normally done. Written documentation
of the consultation will be done by providers on both ends of a telemedicine encounter. The videotape will be erased -
after standard documentation is complete, unless the videotape is required for a specified interval for a specific reason,
sucha§ doctnientation of riegléct; abuse; or possiblé crititial dctivity: In cases where adverse administrative; honjudi=
cial, or judicial proceedings may be contemplated because of possible criminal activity, consult with the local judge
advocate before erasing the videotape. The provider will indicate in the final documentation whether or not the image
was erased, or where the videotape will be maintained. The videotape will not become part of the medical record.

d. Exceptions to the prohibition against retaining videotapes may be permitted for cases with exceptional educational
“““value or cases where adverse administrative, nonjudicial, or judicial proceedings may be contemplated because of
possible criminal activity. Tapes are not usually filed by any type of personal identifier. If they are, then all Privacy
Act regulations must be followed. Any MTF which chooses to keep -such images on file for educational purposes must
develop appropriate policies and standing operating procedures and review them periodically.
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Section V- : . N .
~Records for- {.a.demf-Recmd O .y”’”aaes ‘an ”*5em Slck Sia*vs T : e e

3-19. Carded for-record only cases

a. Certain cases not admitted to an MTF will be carded-for-record-only (CRO) cases and will be documented both
in the medical record and through the Standard Inpatient Data Record (SIDR). This includes only the deaths of active
duty military personnel. These deaths will be reported in one of the following ways:

(1) If an active duty soldier dies during a hospital stay, it is considered a hospital death and is reported through the
SIDR.

(2) If the soldier dies while hospitalized in a civilian hospital, it is reported as an absent-sick death and reported
through the SIDR.

(3) If the soldier is dead on arrival (DOA), it is reported as a CRO through the- STDR.

(4) If the soldier dies in the emergency room, it is reported as a CRO through the SIDR.

b. The MTF with geographic control is responsible for initiating the CRO and is required to monitor and coordinate
with the civilian facilities in that geographic area. Coordination must occur through the respective command surgeon’s
office.

c. For these cases, DA Form 3647 or CHCS automated equivalent, or DD Form 1380 (U.S. Field Medical Card) will
be prepared. A register number will be assigned to each CRO case. When DA Form 3647 is used, items 7, 10, 14, 24,
27, anrd 30 and the name of the admiting officer do not need to be completed. When DD Form: 1380 is used, block 17
does not need to be completed.

d. Deaths of other than active duty militarv personnel may be CRO if they are considered to have medical, legal, o
other s1gmf icance. However, they are CRO cases only if an IIR has not a!ready heen prepared for them.

3-20. Absent-sick status
An Army patient admx*t“d to a nonmilitary treatment facility is m an absent-sick s tatue. "’\ee AF-40-400, para
10-11a.)

a. Only Active Army members, RC members in the Active Guard/Reserve program, RC members on tours of duty
for 30 days or more, and U.S. Military Academy cadets can be classified in an absent-sick status.

b. DA Form 3647 or CHCS automated equivalent and DA Form 2985 (Admission and Coding Information) for
absent-sick status are prépared much the same as for a direct admission but with the exceptions noted in the Individual ‘
Paticnt Data System (IPDS) User’s Manual (app A). Additional information on absent-sick patients placed in quarters - e
by civilian physicians is given in AR 40-400; DA Form 3647 and DA Form 2985 do not need to be completed for ‘

these cases.

Tabie 3-1 . ) . - )
File numbers, record keepmg’"reqwrements i : e

File number Title

~ Personnel dos

Civilian Emptoyee Med!oal Files
Health fecords™ ™ .
Fental health-records--- - -~ R . Ce - I

. 40-66c " Registernumberfiles. .. ... oo
T A-boe Foreign national mpatrent ’ffeam"-’m records -
40-66f Military inpatient treatment records
40~-66g Civilian inpatient treatment records
40-66i NATO personnel inpatient treatment records
40-66j Military outpatient records
. 40-66k Civilian outpatient records L
40-B6m © 7 Foreign national oufpatient records” '
40-66p Army Reserve and ROTC outpatient records
40-66q NATO personnel outpatient records
40-66s Field medical cards
40-66u Medical care inquiries
40-66v. USMA applicant x rays S L
40-66w Installation x-ray indices
40-66x Troop and health clinic clinical record cover sheets
40-66y Photograph and duplicate medical files
40-66z Procurement and separation x rays
40-66aa Applicant and registrant x-ray film
40-66bb Patient treatment film
40-66cc Occupational health surveillance x rays
40-66ee Medical records access files
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rof table 4=T- -cll’ld W111 1ot be glven an artificial number,) -

Table 3-1 : ) R
File numbers, record keepmg requnrements—-—Contmued U PR

COFile NUMDER - o I e e e e s e s e
40-66ff PH! releases
40-66gg Nominal indexes
40-66hh Tubercular applicant and registrant x rays
40-66ii Military dental files
40-66jj Civilian dental files
40~66kk Foreign national dental files
40~-66mm American Red Cross dental files
40-66pp Army Substance Abuse Program outpatient records
40-216h Electroencephalographic tracings
40-216i NATO consultation service cases
40-216k1 Mental Health Records (Adults)
40-216k2 Mental Health Records (Minors)
40-407f Register of operations
Chapter 4

Filing and Requestmg Medical Records

4-1. Flhng by Social Security number and family member prefix

An [1-digit number is used to identify and ﬁ]e medical records under the terminal digit filing system. This number

consists of the sponsor’s SSN and an FMP. ’

" . The first two digits of the file number are the FMP. These digits-identify the patient, as shown in table 4-1.
b. The other nine digits of the file number are the sponsor’s SSN broken into three groups. The first group is the

first five digits of the SSN; the second group is the next two digits of the SSN; and the third group is the last two digits - - -

of the SSN. For example, PFC Ernie Jones’s SSN: 390-22-3734, would be identified as 20 39022 37 34; his wife’s
number would be 30 39022 37 34; his third oldest child’s number would be 03 39022 37 34. As shown in the .example,
the sponsor”s SSN will be uséd for beneficiaries. When both parents are on active duty, a newborn child’s number will
be the same SSN as that used on the mother’s records. When a newborn infant has no entitlement to continued medical
care (for example, a newborn infant of a daughter family member or of a civilian emergency patxent), the FMP
assigned to the infant will be 90-95, and the SSN will be the one that the mother uses.” .- e

¢. Pseudo or artificial 11-digit numbers will be given to patients not described in b, above and in table 4 1. These
numbers will also be given to patients who do not have an SSN. The pseudo or artificial SSN will be constructed
according to the patient’s date of birth. The following format will be employed: (80 +(0-9) + YYMMDD), where 80 is
constant in every case, and the third digit is used for sequencing of multiple same birthdate admissions. For example, a
birthdate of 21 Sep 46 is formed 800-46-0921; a second patient requiring a pseudo SSN with the same birthdate 1s
distingiiished by the third digit, 801-46-0921. (C1v1han emergency patlents who have an SSN are descrlbed in ru le 13

4-2. Terminal digit filing system

The terminal digit filing system is used to file ITRs, OTRs(including dental),- ASAP—OMRS and CEMRS. It may algg. - oo
be used to file HRECs (including dental) when authorized by the local MTF commander. Teumml digit filing system ‘

files- will-not -be-maintained-separately by year.

a. Under the terminal digit filing sygtem the sponsor’s SSN is divided into" three groups (para 4-1 b). Records 'xre“_ o

filed by the-Tast fwo groups; these groups are the-last-four digits of the SSN. The last two digits of the SSN are known'ﬂ, E
as the primary group; the next-to-last two digits are the secondary group. For example, in SSN 790-22-3753, 53 is the
primary group, and 37 is the secondary group.

b. Tn all files, records will be arranged first by their primary group numbers, ranging from 00 to 99. Within each
primary group, the records will be arranged by their secondary group numbers, also ranging from 00 to 99. Within the

secondary- group, records will be: ordered numerically by the first five digits of the-SSN. For example, if record - -rs

390-22-3734 is needed, the clerk looks first for the primary group “34” files. Within this group, the clerk looks for the
secondary group “37” files. Within this group, the clerk looks for the folder numbered 39022. Thus, when filing
records, read the SSN backwards rather than the normal way. Read the last two digits first (34 in the example above),
then the next two digits (37), then the remaining digits (39022).

¢. To prevent misfiling, file folders have different colors and are blocked. (See para 4—4.) In addition, file guides
may be used throughout the files.

4-3. Use of DA Form 3443-series, DA Form 3444-series, and DA Form 8005-series folders

a. The DA Form 3443-series are the only authorized preservers for filing nondental x-ray films. Similarly, the DA
Form 3444-series and DA Form 8005-series are the only folders authorized for filing ITRs, OTRs, HRECs, CEMRs,
and nuclear medicine files. Only DA Form 3444-series folders will be used for dental records, ITRs, ASAP-OMRs,
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Other medical or dental records important to the patient's care, including advance directives
{durable powers of attorney for health care, living wills, efc.). {See paras 6-2i, 9-2¢{2), and 10-
3a{4))

DD Form 2005
Privacy Act Statement—Health Care Records. DA Form 2005 is always the bottom form or is

printed on the folder. (See paras 4-4a(9), 5-27a, 7-4a, and 16-3a(1}.)

Notes
"This form must be included in all nonmilitary dental records.
“Instructions for completing this form are self-explanatory.
Figure 6-3. Forms and documents of the nonmilitary dental record—Continued

Chapter 7
Occupational Health Program Civilian Employee Medical Record

Section |
General

7-1. Compliance

The purpose of this chapter is to explain how the initiation, maintenance, and disposition of CEMRs will meet the
" requirements of DODI 6055.5, the Occupational Safety and Health Administration (OSHA) (29 CFR 1904, 29 CFR.
1910, and 29 CFR 1960), and regulations of the Office of Personnel Management (5 CFR- 293.501, Subpart E).

7-2. Definition and purpose of the civilian employee medical record

a. The CEMR is defined as a chronological, cumulative record of both occupational and non-occupational informa-
tion about health status developed on an employee during the course of employment. It includes personal and
occupational health histories, exposure records, medical surveillance records, Office of Workers’ Compensation Pro-
grams (OWCP) records, and the written opinions and evaluations generated by health-care providers in the course of
examinations, treatment, and counseling.

b. The purpose of the CEMR is to provide a complete medical and occupational exposure history for employee care,
medicolegal support, research, and education.

c. CEMRs are not maintained on soldiers. Occupational health-related documentation, such as exposure records,
medical surveillance records, x-ray reports, and so forth, are filed in the OTR.
7-3. For whom prepared B
A CEMR will be prepared for each permanent civilian employee upon employment. A medical record will be prepared
for all nonpermanent employees who receive any type of occupational health services. .

7—4. Civilian employee medical records folder and forms

a. The CEMR may be maintained either in the terminal digit filing system DA Form 3444-series or the SF 66D
during the course of employmerit. " Wheii the DA Form 3444-series folders are used, they will be prepared and filed
according to chapter 4. When the SF 66D folders are used, they will be filed alphabetically by last name. The namie -
(last, first, middle initial), date of birth, and SSN of the employee will be typed on a label and affixed to the SF 66D
on the indicated space on the folder. Attach an NOPP acknowledgment label to the center of the back outside cover of
the SF 66D. Ensure the civilian employee completes a separate DD Form 2005 regard]ess of the type folder used. The

CEMR will be retired or transferred in the SF 66D folder; therefore the employee does not need to complete the

preprinted- DD Form 2005 on the inside of the folder when the DD Form 3444-series is used.

b. The forms authorized for use in CEMRs are listed in figure 7-1. These forms will be filed from top to bottom in
the order they are listed in the figure. Copies of the same form will be grouped and filed in reverse chronological order
(the latest on top). Specialized occupational health forms may be maintained in CEMRs, but they must have prior
approval by the supporting MEDDAC/MEDCEN (chap 3, sec I). When it is necessary to use a DD form, DA form, or
SF that is not listed in figure 7-1 but is listed in this regulation, file it in the order listed in the relevant figure shown in’

chapter 5 or chapter 6.
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(1) SF 78 (U.S. Civil Service Commission, Certificate of Medical Examination) will be used to record preemploy-
~ment physical examination results for apvropriated” find &mployees..and it-may- be use d ‘to vecord- periodic- job- re.atedy
pnysical
F are forwarded to the Civilian Personnel Office (CPO).

(2) DD Form 2807-1 will be used to obtain a health history from civilian workers and to initiate a medical record
on employment and subsequent job-related medical surveillance or other purposes, as required.

(3) DA Form 3437 (Department of the Army Nonappropriated Funds Certificate of Medical Examination), will be
used to record preemployment physical examination results for nonappropriated funds employees and may be used to
record periodic job-related physical examination results. DA Form 3437 is authorized for filing in the CEMR.

(4) DD Form 2766 and DD Form 2766C provide a summary of known past and current diagnoses or problems, and
currently or recently used medications. (See paras 5-13 and 5-32a for instructions on completing and using these
forms.)

(5) DD Form 2795, DD Form 2796, and DD Form 2844 (TEST) may be used to record the results of pre- and post-
deployment health assessments for civilians who are deployed. (See paras 5-32a, 5-35, and 5-36« for instructions on
using these forms.)

(6) DD Form 1141 or ADR is used to record results of all personal monitoring, to include film badge readings for
each person occupationally exposed to ionizing radiation. DD Form 1141 or ADR is a medical record and is filed in
the CEMR (para 5-215(5)).

(7) DA Form 4515 and DA Form 3180 are used acc..wding =, AR 50~0 ané AR 50-6 i identify and evaluate all -
individuals working in the nuclear or chemical surety programs.

(8) The mandatory OSHA Respirator Medical Evaluation Questionnaire will be used according to 29 CFR 1910.134.
The use of this questionnaire (or medical examination that obtains the same intormaiion as thc OSHA questionnaire) is
Gsed to determine an employee’s ability to use a respirator. ' ‘ o

(9) Copies of the following OWCP medical forms are authorized to be maintained in the CEMR:

“ (o) “Pepartment-of Labor {DOL) Form CA-16 (Authorization for Examination and or Treatment).

(b) DOL Form CA—~17 (Duty Status Report).

(¢c) DOL Form CA-20 (Attending Physician’s. Report). .

(10) In addition, a copy of DOL Form CA-1 (Federal Employee’s Notice of Traumat1c Injury and Claim for
Continuation of Pay/Compensation) is maintained in the’ CEMR when the employee files a claim with OWCP for an
occupational traumatic injury, but the original DOL Form CA-1 is placed in the medical record if a claim is not filed.
A copy of DOL Form CA-2 (Federal Employee’s Notice of Occupational Disease and Claim for Compensation) is
authorized to be maintained in the CEMR when the employee is claiming an occupational disease (5 CFR 293.501).

(11) Copies of the following nonmedical forms may be filed in the CEMR to provide supplementary medical data:

(a) OF 345 (Physica Fitness Inquiry for Motor Vehicle Operators).
(b) DA Form 3666 (Depanment of the Army Nonapproprlated Funds. Statement of Physical Ability. for Light Duty
Work).

Section Hi S :
Maintaining, Transferrmg, and Dlsposmg of Civilian Employee Medical Records and Retention of Job-

" Related X-Ray Films ...

7-5. Custody and maintenance of civilian employee medical records

:..The MTF commander iz.the official cuswdianmof-all anedisal records; including. CEMRs,<at-his o her-facilitys 1hc
Chief, Patient Administration Division, of an MTF will act for the commander to handle medical records. The CEMRs ™ ~voo oo

will usually be maintained in the outpatient record room of the MTF when the occupational health service/clinic is
collocated with a hospital. The CEMRs will be maintained in the U.S. Army Health Clinic or Occupational Health
Clinic or Occupational Health Nursing Office when the clinic is not collocated with a hospital.

7-6. Medical record entries
Medical record entries in the CEMR will be made in accordance with paragraph 3-4.

7-7. Recording occupational injuries and illnesses

a. Record all mjury or illness incurred as the result of performance of duty by individual personnel. Identify the
injury or illness as “occupational.” The recording of an occupational injury must include the following details:

(1) The exact nature of the injury.

(2) The part or parts of the body affected.

(3) The external causative agent. In the case of acute poisoning, the poison must be named.

(4) How the injury occurred.

(5) The place where injured. State the building and or area.
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* (6) ‘The-date of the injury. - - e -

b. For the recording of i injuries or ClISC&SGS caused bv chemlml or blolomcal agents or- by ionizing Iadjatlon see’

paragraph 3-12c.

7-8. Cross-coding of medical records

a. Civilian employees who are military medical beneficiaries will have two medical records, the CEMR and the
OTR. These records will be cross-indexed to identify the dual status, to facilitate care, and to ensure appropriate
identification and reporting of occupational illnesses and injuries.

b. In those facilities using the Pharmacy Data Transaction Service, the CEMRs of civilian employees who are also
family member beneficiaries will be electronically merged with the family member record in the CHCS. This will
result in one CHCS record for these patients, which will be identified under the sponsor’s SSN. A paper CEMR will
continue to be maintained under the civilian employee’s SSN or name.

7-9. Transferring and retiring civilian employee medical records

The CEMR of an employee transferring to another Federal agency or separating from Federal service will be forwarded
to the CPO identified in the SF 66D within 10 days of transfer or separation (AR 25-400-2). The CPO will forward
the CEMR to the appropriate custodian.

7-10. Retention of job-related x-ray films

a. Legal and regulatory requirements dictate that x-ray films performed for exposure to work place hazards must be
preserved and maintained for at least the duration of employment plus 30 years, or for 40 years, whichever is greater
(29 CFR -1910.20, -5 CFR 293.501, and DODI 6055.5).

b. Civilian employee x-ray films performed for exposures to work place hazards are part of the CEMR. X-ray films -~

8 [/2- by 1l-inches or smaller will fit within the CEMR file folder and will be transferred to another Federal

' _employing agency or retired with the medical record. Oversized chest/torso x-ray films cannot fit into the CEMR and

¥

will not be sent with the record to storage; however, they will be sent with the CEMR to a new Federal employing
agency. When the CEMR is sent to storage, oversized films must be retained in their original state by the last MTF that

provided occupational health services to the employee until such time as they may be destroyed. (Sée 4, abover) = =

Radiographic results will be included in the CEMR and a notation will be entered on the SF 600 and include the
location. of any film not present in the record and how it can be obtained. A microfiche copy of any type x ray except
chest may be placed in the CEMR instead of the eriginal x ray. 29 CFR 1910.20(d)(2) reqmres that chest x-ray films
be preserved in their original® state.

c¢. See paragraphs 6-4d(2) and 6-6¢ for transfer and retention of x-ray films taken for medical surveillance purposes
on military members exposed to toxic substances or harmful physical agents in their work environment.

Section i

Conﬂdentlallty of PHI, Access to Civilian Employee Medical Records and Performance Improvement ™ "~

7-11. Protection of confidentiality and disclosure procedures
a. All CEMRs and PHI pertaining to civilian employees will be treated as private information. The provisions of

chapter 2 of this regulation will be followed in protecting the confidentiality of PHI contained in. CEMRs and in - - -

responding to requests for the disclosure of such mformation. In addition, OSHA and OPM rules (29 CFR 1910.20, 5°

CFR 293.504, 5 CFR 297.204-205, and 5 CFR 297.401(c)) provide for access by the employee or his or her

Tepresentative &5 desighdted ih writing, and by OSHA- representatives’ (compliance -officers: and: National Institute for - -
Occupational Safety and Health personnel) to exarnine or copy PHI that bears directly on the employee’s exposure to .
“toxic materidls and harmful physical agents. The employee or his or her designated representative must be provided

one copy of this data upon request without cost to the employee or his or her representative. The information must be
provided within 15 working days of the employee’s request.
b. Workers’ compensation claims directly involve the employer and all facts relevant to the case become the

concern of management. All medical records. relating to the.injury, illness, or death of-an employee entitled to Federal ---- -

Employee Compensation Act benefits are the official records of the Office of Personnel Management and are not the
records of any agency having the care or use of such records (5 CFR 293.506). For all OWCP cases that are treated by
a physician, a medical report is required. This report may be made on DOL Forms CA-16, CA~17, or CA-20; a

narrative report on the physician’s letterhead stationary; or in the form of an EC/ED summary. A copy of these reports

is maintained in the CEMR.
¢. When required, with the knowledge and permission of the employee, an interpretation of medical findings may be
given to the CPO or responsible management personnel to assure safe and effective use of manpower.

7-12. Civilian employee medical record review
CEMRs will be included in the Patient Administration Division performance improvement processes. Medical records
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will be reviewed for accuracy, timeliness, completeness, ciinical pertinence, and adequacy as medicolegal documents.
-~ Adbguidance and:stdhdards Tine paragraph - 12-3 - that-are applicables to- the M
&t Sidp )

TR0 veill -be museds i this -review. e —o eem o
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All forms should be filed inan upnght posmon on both sides of the folder. Order.given below is.

7 fiom top to bottom of the record.

LEFT SIDE OF FOLDER

DD Form 2766
Adult Preventive and Chronic Care Flowsheet (cut sheet or folder construction). (See paras 3—
10c, 4-4d, 5-13, 5~19, 5-26h(2), 5-32a, 5-36a, 671, 7-4b(4), 10-7b, and 12-3a(9).)

DD Form 2766C; SF 601’

Adult Preventive and Chronic Care Flowsheet—Continuation Sheet Health Record—
Immunization Record. If using the folder construction of DD Form 2766 (deployable civilians),
attach DD Form 2766C, SF 601, and any automated immunization tracking system printout to the
inside fastener of DD Form 2766 If using the cut sheet construction of DD Form 2766 (non-
deployable civilians), place DD Form 2766C below DD Form 2766 and place SF 601 and any
automated immunization tracking system printout where noted below. (See paras 5~13a(2), 5—
136(3)(b), 5-13¢(10), 5-13d, 5-19, 5-27¢(1), 5~-32a, 5-36a, and 6~7h.)

DA Form 5571
Master Problem List. If the folder contains a DD Form 2768, file the superseded DA Form 5571

~here. (See para 5-13b.) B o . X . . -

DA Form 8007-R

Individual Medical History. This form is obsolete; use for file purposes only if already in existence.”
(See para 5-13b.)

DA Form 3180
Personnel Screening and Evaluation Record. (See AR 50-5, AR 50-6, and paras 5-215(8), 5~

30a, 5-31¢, and 7—-4bH(8) of this regulation.) _

DA Form 4186 )
Medical Recommendation for Flying Duty. (See AR 40-501 and para 5-21b(6) of this regulation.)

Documents and correspondence on flying status; that is, restrictions, removal of restrictions,
suspensions,' and termination-of suspensions. (See AR 600-105.)

DD Form 1141; ADR
Record of Occupattona{ Exposure to lonizing Radiation; Automated Dosxmetry Record (See

paras 5-21b(5) and-7—4b(6) of this- fegu lation.) -

DD Form 2493-1 -

-~ Asbestos ExposurewPart |—Initial Medlcal Ques‘tlonnalre (See AR 40 5 and para 5-21b(9)’”‘f"

this regulation.)

DD Form 2493-2
Asbestos Exposure—Part ll—Periodic Medical Questionnaire. (See AR 40-5 and para 5-21b(9)

of this regulation.)

OF 345
Physical Fitness Inquiry for Motor Vehicle Operators. (See AR 40-5 and para 7-4b(11)(a) of this

regulation.)

DA Form 3666
Department of the Army Nonappropriated Funds Statement of Physical Ability for Light Duty

Work. (See AR 215-3 and para 7-4H(11)(b) of this regulation.)
Figure 7-1. Forms and documents of the CEMR using DA Form 3444-series jackets or SF 66D foiders
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Staternent of Phybloal ”\bmy for Light Du’L'y‘ Waork: This Toim is obsofete, use for file puiposes only
if already in exisfence.

SF 601"

Health Record—Immunization Record. Place this form here only if using the cut sheet
construction of DD Form 2766. File any autornated immunization tracking system printout here.
(See paras 5-19, 5-25e(3), 5-27¢(1), and 6-7b.)

Automated laboratory report forms. File like forms in reverse chronological order. (See paras 3-2,
5-15, and 9-25.)

SF 512"
Clinical Record—~>Plotting Chart. (See para 5-15.)

SF 545"
Laboratory Report Display. (See paras 3-2 and 9-25.) Instructions for completing this form are

previded in tables 3-2 and 9-3.

SF 546; SF 547; SF 548; SF 549; SF 550; SF 551; SF 552; SF 553; SF 554; SF 555; SF 557
Chemistry I; Chemistry (I; Chemistry il (Urine); Hematology; Urinalysis; Seroloyy; Parasitoiogy;
Microbiology i; Micropiology II Spinal Fluid; Miscellaneous. Attach to SF 545 in reverse
chronoiogical ordef (See para 9-25.) Instructions for comp‘atmg fnese forms are provided in
fables 9-2-and 9~

. SF 558

Immunohematology SF 556 is obsolete use for file purposes only lf aiready in exrstence

SF 507"
Medical Record-—Report on or Contxnuahon of SF. File with the standard form being continued.

SF 519-B'
Radiographic Consultation Request/Report. (See para 9-37.)

SF 519; SF 519A

© --Medical Peoo"L—Radlographlc Report. SF 519 and SF 519A are obso'ete, use for fila purposes

only if already in existence.

OF 520" o o
Clinical Reoordwliieotrocard|ograpmo Record (Torme ly S 520). Reports of electrocardiograph
examinations with adequate representative-tracings should be attached to the back of OF 520 or

~on another attached- shoet of paper CAPOC or othe, automated tracings may substitute forthe

OF 520.

DA Form 5551-R
Spirometry Flow Sheet. (See TB MED 509.)

A Taeen ANG —— .

[ R SR nl—}vuu N oo . T o o o ’
Report of Optometric Examination. DA Form 4060 is obsolete; use for file purposes only if already
in existence.

DD Form 741’ S e

" Eye Consultation.

Figure 7-1. Forms and documents of the CEMR using DA Form 3444-series jackets or SF 66D folders—Continued
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o DD Form 771 .. o SR I
Evewear Prescnpnon (See AR 40 63/NAVMEDCOM!NST 681 O 1/AFR 167 3 and para 5—21[3(2)

of this regulation.)

DD Form 2215
Reference Audiogram. (See AR 40-5 and DA Pam 40-501.)

DD Form 2216
Hearing Conservation Data. Also file any correspondence on hearing aids here. (See AR 40-5
and DA Pam 40-501.)

Reports or certificates prepared by neuropsychiatric consultation services or psychiatrists.

DA Form 3365
Authorization for Medical Warning Tag. (See paras 6-77, 14-1, 14-3c¢, and 14-5))

DA Form 4254
Request for Private Medical Information. (See para 2-4a.)

DA Form 4876" , ,
Request and Release of Medical Information to Communications Media. (See para 2-35(3).)

DA Férm 5006

~ Medical Record—Authorization for Disclosure of information. File any other authorization for

release of medical rnforma‘uon and related correspondence here. (See paras 2~Ba(1) and 2—
3b(1). ) ‘ e

Administrative documents and other correspondence, including advance directives (durable
powers of attorney for health care, living wills, and so forth). (See paras 6-2/, 8-2¢(2), and 10- .
3a(4).) ,

DA Form 4410-R*
Disclosure Accounting Record. The DA Form 4410-R is printed on the DA Form 3444-series

folder. The separate form is obsolete; use for file pUrposes only if already in existence.
RIGHT SIDE OF FOLDER ™ -

DA Form 4515
Personnel Reliability Program Rerord Identifier. (See AR 50-5, 50-6, and paras 5~?1b’8) 5—310

and 741)(8) of this regulation.)

Infeffile the follow ng four” forms inTévérse chrondbglcal order with the fiost récerit ontop:

SF 600"% DD Form 2844 (TEST) SF 558" SF 513"; DD Form 2161"

Medical Record——Chronologlcal Record .of Medlcal Care Medical Record—Post Deployment
Medical Assessment; Medical Record—Emergency Care and Treatment, Medical Record—
Consultation Sheet; Referral for Civilian Medical Care. If DD Form 2844 (TEST) is present, file I’t
with the associated SF 600; include any associated patient questlonnaxres File any othetbasic™’
chronological medical care records here, for example, commercially available emergency room
charting systems, AMOSIST or other forms completed at civilian facilities. (See paras 5-7, 5-18,
5-18, 5-35b, 9-12, and 10-3b(6‘)(b) )

DD Form 2341
Report of Animal Bite—Potential Rabies Exposure. File behind corresponding SF 558. (See AR

40-805/SECNAVINST 6401.1A/AF] 48-131.)
Figure 7-1. Forms and documents of the CEMR using DA Form 3444-series jackets or SF 66D folders—Continued
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DA Form 5008 e T
* Telephone Medical Advice ConsultationRec :‘ ‘ﬁ\ftam +o -nd ﬂim with ' SF 500 in ¢ch lonoiog]cai e f(,

order. {See paras 5-8and 10-3b(8)(a):) - -

Other SF 500-series forms. File here in numerical sequenue with like form numbers together in
reverse chronological order.

DA Form 4700’

Medical Record—Supplemental Medical Data. When DA Form 4700 is used, it should be
referenced on SF 600. Undersized reports should be mounted on DA Form 4700 display sheets
and filed with reports to which they most closely relate. (See paras 3-2a, 3-3, 5-21b(7), 9-2b,
and 12—4b(4).) File here any other forms usad to record the results of atmospheric sampling.

DD Form 2808
Report of Medical Examination. (See AR 40-501 and paras 3—10g, 5-18d, 5-21b(1), and 5~

25e(5) of this regulation.)

SF 88
Report of Medical Examination. This form is obsolete; use for file purposes only if ai ready in

existence.

DD Form 2795; DD Form 2796
Pre-Deployment Health Assessment; Post«Dep!oyment Health Assessment, File any DD Form
2795 and the associated DD Form 2796 as a set. (See paras 5— “32a, 5-35a, 5-36a(2), and 7-

4h(5).)
- OSHA Respirator Medical Evaluation Questionnaire. (See para 7-4H(8):)

SF 78 ' ‘
. U.8. Civil Service Commission, Certificate of Medical Examination. (See para-7-4b(1).) , )

DA Form 3437
Department of the Army Nonappropriated Funds Certificate of Medical Examination. (See para 7-

4b(3).) -

DD Form 2807-12 .
Report of Medical History. File any other medical history form here. (See AR 40-501 and paras 5-

21b(1) 5-25e(5), and 7—4h(2) of this reguiation.)

SF 92 ‘ ' ‘
Report of Medical Hlstory “This form is obsolete; use for file purposes on!y if already in existence.

DOL Form CA-1
Federal Empioyee's Notice of Trauma‘ao Injury and Claim for Continuation of Pay/Compensation.

(See para 7-4b.)

DOL Form CA-2
Federal Employee's Notice of Occupational Disease and Claim for Compensation. (See para 7—

'4b)

DOL Form CA-16
Authorization for Examination and/or Treatment. (See para 7—4b.)

DOL Form CA-17
Duty Status Report. (See para 7-4b.)

Figure 7-1. Forms and documents of the CEMR using DA Form 3444-series jackets or SF 66D folders—Continued
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ftending Physi clan's Report. (See para 7-4b.)

DD Form 20057 .
Privacy Act Statement—Health Care Records. DD Form 2005 is always the bottom form in the

CEMR. (See paras 4-4a(9), 5-27a, 7-4a, and 10~3a(1).) A separate DD Form 2005 must be in
the CEMR as the CEMR must be retired or transferred in SF 66D folder, which does not have a
preprinted DD Form 2005.

Notes
Instructrons for completing this form are self-explanatory.
*This form must be included in all CEMRs.

Figure 7-1. Forms and documents of the CEMR using DA Form 3444-series jackets or SF 66D folders—Continued

Chapter 8
Army Substance Abuse Program Outpatient Medical Record

Section |
General

8—1. For whom prepared
An ASAP-OMR will be prepared for each patient enrolled in the ASAP.

8-2. Access

All personnel having access to ASAP-OMRs will protect the privacy of PHI. Care will be taken to prevent un-
authorized release of any information on the treatment, identity, prognosis, or diagnosis for substance abuse patients.
Requests for release of information will be handled in accordance with chapter 2 of this regulation and AR 600-85,
chapter 6, using DA Form 5018-R (Alcohol and Drug Abuse Prevention and Control Progmm (ADAPCP) Client’s
Consent Statement for Release of Treatment Information).

8-3. Disclosure of information

a. Requests for release of information from ASAP-OMRs will be handled by the Patient Administration Division in
accordance with AR 600-85 and chapter 2 of this regulation. DA Form 5018-R must be completed. Information will
be released only under the authority of the Patient Administration Division.

b. The following drug and alcohol laws take precedence over other directives pertaining to access to dmg and
alcohol rehabilitation information.

(1) 42 USC 290dd-2 prohibits the dlsclosure of rccords of the 1dent1ty, dlagnosm prognosis, or treatment of any

patient maintained in connection with a Federal substance abuse program, except under the following mrcumstances o

{a) The patient consents in writing;
(b) The disclosure is allowed by a.court order; or

(c) The disclosure is made to medical personnel in a medical emergency or to quahﬁcd personnel for research .

audit, or program evaluation.

(2) 42 USC 290dd-2 provides no exceptions for civilian employees participating in the Nuclear or Chemical Surety

Personnel Reliability Programs (AR 50-5 and AR 50-6), or any DOD or Army personnel security program (AR
380~67).

(3) A “patient” is defined in 42 CFR 2.11 as “ary individual who has applied for or been given diagnosis or
treatment for alcohol or drug abuse at a Federally-assisted program and includes any individual who, after arrest on a
criminal charge, is identified as an alcohol or drug abuser in order to determine that individual’s eligibility to
participate in a program.” An employee does not have to be enrolled in the program in order to be protected by the
provisions of 42 USC 290dd-2, so long as the employee falls within this definition of patient.

(4) During the initial screening, or as soon thereafter as possible, the patient will be notified of the Federal
confidentiality requirements and will be given a summary in writing of the Federal laws and regulations. A sample
notice is contained in 42 CFR 2.22.

(5) A patient may have access to his or her own records, including the opportunity to inspect and copy any records
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