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AR 40-66
Medical Record Administration and Health Care Documentation

This administrative revision dated 21 June 2006-

(o]

e}

Replaces figure 6-1, page 2 (page 67).

Corrects typographical errors throuéhout.

This rapid action revision dated 22 May 2006~

@)

Substitutes DD Form 2870 (Authorizaticu for Disclosure of Meulcali or Dental
Information) for DA Form 5006 (Authorization for Disclosure of
Information) (throughout) .

Outlines a cultural change whereby outpatient medical records are not
transported:by patients (para l-4d, 1-5a, 1-5b, 5-28c(1l), 6-4a(l), and 6-8).

Requires that original ocutpatient documentation stay at the medical treatment
facility where it wias c¢redted (para 1-4e(3)). 777 S

References DODI 6040.43 (para 1-5).
Adds provision for clinical use of electronic mail (para 2-8).

Requires that all medical records entries be timed (as well as dated) (para 3-
4dj .

Adds a provision for reporting detainee documentation (para 3-134d) .

Provides new guidance on the procedures for inpatient and outpatient
treatment record retirement (para 4-4a(5).

Provides guidance on the Medical Registry System for accessioning, retiring,
and retrieving inpatient and outpatient records (para 4-4c(4)).

Adds a requirement to print out laboratory and radiology reports before the
record is retired (para 4-4c(5) and 9-25b).

Updates figures 5-1, pages 1 and 3; 5-2, pages 1 and 6; 6-1, pages 1 and 3; 6-2,
pages 1 and 5; 7-1, pages 1 and 3; 9-1, pages 1 and 5; and 10-1, page 5.

Includes a requirement to send a copy or electronic version of the health
record to the patient’s ward (para 5-2c¢).

Adds a requirement to mail or courier the health record after a patient is
released (para 5-2c¢(3)).




s0 Requires the use of DD Form 2882 (Pediatric and Adolescent Preventive and

‘Chronic Care Flow Sheet) instead of the DA Form 5571 (Master Problem List) for
pediatric patients (para 5-10).

0 Includes instructions for filing the most recent Flying Duty Medical
Examination (para 5-13b(1)).

O Allows SF 600 entries to be typed, electronically entered, written in ink, or
printed (para 5-18).

o Requires an unremarried former spouse to use his/her own social security
number for medical record identification (para 6-1).

o Provides new guidance for initiating and keeping outpatient treatment records
(para 6-3).

© Updates guidance for family health center outpatient treatment records (para
C6-4e).

o0 Requires loose documents to be retired through Composite Health Care System
or Composite Health Care System II medical records tracking (para 6-6a).

o" ‘stdtés that x--rays stored on electronic media are not eligible for
retirement to National Personnel Records Center in outpatient treatment
—~record folders (para 6-6c¢).

o Adds new guidance on behavioral health records (para 6-7h).

0 Addresses retention requirements for civilian employee health records (para
7-2d) .

© Adds additional countries to the North Atlantic Treaty Organization listing
(table 9-1). '

o Refers to appendix D of the Medical Record Traékiné/'Retireméht, Retrieval
User Guide for guidance on retirement of fetal monitors (para 9-3).

o Provides new guidance on disposition of extended.ambdlatéryffééofdé (pafa 10-
6) .

o Adds the health record, outpatient treatment record, and civilian émpioYeev
medical record_to the list of those medical record delinguencies that are
reported on a guarterly basis (para 12-3c¢).

o Deletes SF 536 (Medical Record -- Pediatric Nursing Notes) .
This revision, dated 20 July 2004--

o Implements DOD 6025.18-R, Department of Defense Health Information Privacy
Regulation.
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This’fevisibn,'dateg,lb;March 2003--

(9]

Portability and Accountability Act (Public Law 104-191) and DOD 6025.18-R
(para 1-4a(6)).

Adds a requirement to conduct an annual risk assessment to ensure compliance
with the protected health information provisions outlined in DOD 6025.18-R

(para 1-4e(4)).

Modifies the procedures 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
disclosed improperly (para 2-5).

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

Adds a reqguirement to attach the Notice of Frivacy Practices acknuwledygemsent
label to treatment folders (paras 4-4 and 7-4a;j.

Updates instructions regarding the disposal of health records for veterans
who are filing medical claims (para 5-29%a).

Updates instructions for filing inpatient treatment records for previous
admissions and extended ambulatory records (paras 9-2b(l), 10-6a, and 10-
Tal(2)) .

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

Updates the mana§émeht control evaluation checklist (app C) .

Reiterates tHe wuse~of DA Form: 4 (Departmwent  of the Army Certification for
Authentication of Records) in certifying copies of medical records (para 2-

5g) .

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

Adds a requirement for countersignatures in cases of therapeutic abortions

“i{para 3=16cC) .,

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

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




Chronic-Care Flowsheet) and DD Form12766C'(Adult"PfeVentive*anﬁ,Chfbnic"cafe

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 requirement 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 various recorxrds (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 option of filing 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 Ambulatéry‘Record (chap 10) .

Adds the definitions of an attending physician, a preceptor physician, and a
senior resident to the glossary.

Rescinds the use of DA Form 5128 (Clinical Record--Visual Field Examination),
DA Form 5694 (Denver Developmental Screening Test), DA Form 8007-R
(Individual Medical History), and SF 556 (Immunohematology) .
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__Prescribes: the use of two new fofms: DD Form 2766«(Adult preventive and - -
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History. This publication is an
administrative revision. The portions
affected by this administrative revision are
listed in the summary of change.

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

Applicability. This regulation applies to
the Active Army, the Army National
Guard/Army National Guard of the United

States, and the U.S. Army Reserve unless

otherwise stated. Also it applies to other
members of the uniformed services of Al-
lied nations who receive medical treat-
ment or evaluation in an Army military
treatment facility. This publication is ap-
plicable- during mobilization.

Proponent and exception authority.
The proponent of this regulation is The
Surgeon General. The proponent has the
authority to approve exceptions or waivers
te- this vegulation:ihai are consistent -with

-controlling Jaw and-regulations. The pro-

ponent may delegate this approval author-
ity, in wiiting, to a division chief within
the proponent ageicy or its direct repuort-
ing unit or field operating agency, in the
grade of colonel or the civilian equivalent.
Activities may request a waiver to this
regulation by providing 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 requ-
esting activity and forwarded through
their higher headquarters to the policy

proponent. Refer to AR 25-30 for specifi¢

guidance.

Army management conitrol 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
Suigeon-General, ATTN: DASG-HS3 AF,
5109 Leesburg Pike, Falls Church, VA
22041-3258.

SBuggesied. improvemsentz. Users wre

invited tc send comments and suggested
improvements on DA Form 2028 (Recom-
mended Changes to Publications and
Blank Forms) directly to the Office of
The Surgeon General, ATTN:
DASG-HS-AP, 5109 Leesburg Pike,
Falls Church, VA 22041-3258.

Distribution. This publication is availa-
ble in electronic media only and is in-
tended for command levels A, B, C, D,
and E for the Active Army, the Army
National Guard/Army National Guard of
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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, disposition, and use of Army electronic and paper
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). Caré 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).

d. The ability to retrieve the documentation of care provided to patients is paramount. The original documentation of

" outpatient care will be maintained at the medical treatment facility (MTF) where it was created. These documents will
be maintained separately from health records (HREC), outpatient treatment records (OTR), and civilian employee
medical records (CEMR). The MTFs which currently have access to electronic records documentation generating and
storage systems may continue their use until the Composite Health Care System II (CHCS II) is implemented at that
MTF. The MTFs that do not have access to electronic information systems must implement a paper medical document
storage and retrieval system (see DODI 6040.43),

1-2. References .
Required and related publications and prescribed and referenced forms are listed in appendix 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 electronic systems are utilized, users
must resolve any inconsistencies concerning local abbreviations and capitalization.

1—-4. Responsibilities ; ,

a. Military treatment facility (MTF) and dental treatment facility (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 custodian 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. Examples of situations 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

AR 40-66 - 21 June 2006 1




.+.member.-However,the original record-will-be-zeturned, - along-with an-explanatery. leiter, 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) The Commander, HRC-Stl will initiate, maintain, and dispose of HRECs for Individual Ready Reserve (IRR)
members.

(3) The Commanding General, Army Reserve Personnel Command (AR-PERSCOM), will initiate and dispose of
HRECs for Individual Ready Reserve (IRR) members.

(4} The commander or assigned agency head will maintain and dispose of HRECS for Individual Mobilized
Augmentees (IMAs).

d. Military personnel officers. Military personnel officers will—

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

(2) Ensure that the records of personnel who are changing stations are sent to the next duty station.

(3) Tell the HREC custodian of impending unit or personnel movements 1 month prior to movement or as soon as
possible.

(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 mulitary personnel officers acquire HRECs or
documents belonging in HRECs, they will ensure that the records are maintained conﬁdentlally (chap 2) and sent to the
proper HREC custodian without delay. . .

e. AMEDD -officers. AMEDD- officers -will— :

(1) Serve as custedians of HRFCs, except in those instances where exception is-granted as outlined in b and c,
above, and in parangH 5-26h(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 important for the conservation and improvement of 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 been 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 is not in his or her custody. Original outpatient documentation stays at the MTF where it
was created. These records will be sent sealed in an envelope that is stamped or plainly marked “Health (or Dental)
Records.” I addition to the address, the envelope will also be plain]y 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 document 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 Tisk assesstiieiits, Consistently, throughout the year, monitor internal policies to ensure
compliance with the HIPAA Privacy Rule provisions outlined in DOD 6025.18-R.

o Chief, Patient Admiristration Division. The Chief,. Patient Administraiion 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 professmnal staff mformed of the reqmrements ‘for medlcal records and related health care
“'documemauon AR

| Medical and.dental officers, Medical_and dental officers will -ensare that—

(1) Information is promptly and accurately recorded on medical and dental forms.

(2) Records prepared and received from other MTFs and DTFs are promptly reviewed and filed in the medical
record.

h. Health-care provzder.s Health~care providers will promptly and correctly record all patient observations, treat-
ment ‘and .care.

i. Chaplains. Hospital chaplains are allowed access to medical records subject to standards contained in the
American Hospital Association Guidelines for Recording Chaplains’ Notes in Medical Records. Visiting clergy will not
have access to ITRs. Chaplains enrolled as students in clinical pastoral education courses will be afforded the same
privileges as hospital chaplains. Chaplains assigned to a residential 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
information is considered observational.

J. Persons within Department of the Army (DA) agencies. Persons within DA agencies who use protected health
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information (PHI): for official purposes must protect the privacy and eonﬁdenhahty of that information in. accordance .

with law and regulation.
k. Research personnel. Research personnel will ensure that data collected from medlcal records are wrchm guldelmes

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 DODI 6040.43, AR 25-55, AR 25-400-2, and AR 340-21 for -
policies and procedures governing the maintenance and release of Government documents.)

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 renderéd and must be protected. The patient will not transport the HREC, OTR, or CEMR. 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) Quad- -

-ripartite Standardization Agreement (QSTAG) 470 ED.1. 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 o o . . - ol
Confidentiality of PHI

2-1. General :
This chapter explams DA policies and procedures govermng the release of PHI pertammg to individual patlents The
policies expressed in this chapter will be used in coordination with those expressed in AR 25-55, AR 340-21, and
DOD 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 pertamlng to the conﬁdenna lity of medical quality assurance records.

2——2 Pohmes governing PHI :
DA policy mandates that the confidentiality of PHI of both 11v1ng and deceased mdmduals WIH 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 operatlons and preventive care of patients. PHI
niay-also 'bé used within DA to Tonitor the deuvery ‘of health=care ervides, to ‘conduct’ meédical research, to provxde
medical education, to facilitate hospltal accreditation, and to satisfy other official purposes.

“b. Bach Army MTF/DTF will give patients a copy of the Notice of Privacy Practices (NOPP). The NOPP explams B

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 féceived this notice. Note:r A “military” prisofi”nihate’ does not

complete the NOPP acknowledgment. ,

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

d. Any person who, without proper authorization, discloses PHI may be subject to adverse administrative action or
disciplinary 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 servicing legal office to determine a

‘proper disposition for the reported violation.

e. PHI is often viewed by clerical and administrative personnel, such as secretaries, transcriptionists, 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 maintain 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.
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~ f-. When:PHI s~ ofﬁmall} rec;uegmd Afor-a-~use-cther-than. paticut carz,coniv-cnangh.- inthmmation will be. pro"tcL R P

¢atlsfy the-request: -~ -~ - .

g All business associate arrarigerients in the form ‘of uonfracis ‘or other thore informal memoranda mvo[vmg PH[

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.

(3) Oppose any act made unlawful by the privacy laws, provided the individual or person has a good faith belief that
the act opposed is unlawful, and the manner of the opposition is reasonable and does not involve a disclosure of PHI in
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 determininig 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. [n response to iaw
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 identificaticn or lecation does not include DNA or DNA
analysis, dental records or typing., samples or analysis of body fluids or tissue /see DOD 6025.18-R, para C.7.6.2.2))

(@) 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.

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

(k) A description of distinguishing physical characteristics, including hmght weight, gender, 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 documented and
retained for at least six years from the date of its creation. .

@) Individuals may file a complaint when they believe that PHI relatmg to them has been used or dlsclosed
improperly; that an employee has improperly handled the information; that they have wrongfully been denied access to
or opportumty to amend the mformat10n or that the entity’s notice does not accurately reflect its information practices.

All such complamts must be in wmmg

(k) The Freedom of Information Act/Prwacy Official is the pnmary pomt of contact fox individuals to file com-

plamts pursuant to this policy.
STl As stated In the NOPP, individuals may alse complain fo the HHS if the:
violated. If an individual chooses to file a complaint with HHS, the complaint must—

1 Be ﬁlPd in writing, Pnher .on paper_or electros ;

2. Name the entity that is the subject of the comnlamz and describe. tbe acflor!s thaf have allegfdly been v1olat10ns oF e

the pmvacy standards; and
3. Be filed within 180 days of when the complainant knew or should have known that the V1olat10n 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 with the HHS as a condition of the provision of tréatment, payment,
_enrollment, or eligibility for benefits. :

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

a. Requests from patients. If a patient requests information from his or her medical record or copies of documents in
the record, the information or record will be provided to the patient.

(1) Any request from a patient for disclosure of information or documents from his or her own medical record must
be in writing. The patient may complete DD Form 2870 (Authorization for Disclosure of Medical or Dental Informa-
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 at the Department of Defense Forms Management Program Web site (www.dtic.mil/
whs/directives/infomgt/forms/formsprogram.htm). If the patient is requesting information from his or her own record or
a document from that record, the patient is not required to disclose the use of medical information. Accordingly, that
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- part-of DD Form 2870 need not be-completed by.a patient. who is requesting information or documents from his or her
own record. .

© 77 (2) If a physician or dentist determines that a patient’s access to his or her own medical record could adversely o

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 memorandum for record to be forwarded with the record 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
records will be identified with a conspicuous strip of tape. (See para 4-4a(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 information is
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 care. Such information may be released as a part of the patient’s rnedlcal record.
e 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, DD Form 2870 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 DD Form 2870 or patient letter must be submitted by the third party with that party’s request for a patient’s = = "~

PHI. In all cases, the DD Form 2870 or letter must—

(a) Be submitted in writing.

(5) Contain the patient’s original signature and must be dated by the patient,

1. If the patxent 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 détermined 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.)

-7 2.7 If the patient has been determmed to be mentally mcompetent by a court of competent jurisdiction, the person
who has been appointed as the legal guardian 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.

(¢) Be submitted to the MTF for processing within one year from the date on which the form was signed 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 specific information or medical
record for which the patient has. consented to release will_be released.

(e) Name the individual or organization to whom the patient has authorxzed release of PHI. PHI will be- released
only to those persons or organizations named.

o State the purpose(s) for Wthh the patlent has consented for his or her PHI to be used upon dxsclosure toa thlrd o

+ el ST gee k.* p« 1 ‘t"'} ; .

~paﬂy TE . . e e e AL g T N .
2) Consu]t with the Iocal Judge advocate to determme the validity of the information provided on a DD Form 2870 )
(3) DA Form 4876 (Request.and.Release. of Medical-Information..to . Communications -Media) will: be used- for .

release of :PHT to- communications: media.-This form is available on. Lhe AEL CD ROM and at the USAPD Web glte"“ e

(www apd.army.mil). (See AR 25-55; paragraph 3-200.)

2-4. Disclosure Without consent of the patient

a. Requests from personnel within the Department of Defense (DOD).

(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.

(2) The MTF/DTF may, subject to specific terms and conditions addressed in DOD 6025.18-R, chapter 7, use or
disclose PHI in the following situations without the individual’s authorization or opportunity to object:

(a) When required by law or Government regulation.

(b) For public health purposes.

(c) About victims of abuse or neglect.

(d) For health oversight activities authorized by law.

(¢) For judicial or administrative proceedings.

(# For law enforcement purposes.

(g) Concerning decedents in limited circumstances.
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-wisdirect access to medical records will.nnat
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(i) To avert 2 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: :

1. To determine the member’s fitness for duty, including but not limited to the member’s compliance with standards
and all other activities carried out under the authority of AR 40-501, AR 50-5, AR 635-40, and similar requirements.

2. To determine the member’s fitness to perform any particular mission, assignment, order, or duty, including
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’ comnensation or other
similar programs established by law that provide benefits for work-related injuries or illness without regard to fauit.

(3) DOD personnel will submit requests for PHI on DA From 4254 (Request for Private Medical Information)
- Army Publishing Direstorats- Wed {
B 3 ted. 0 -+ et T
intended purpose. When requesting disclosuze of-a octient’s PHI, DA personnel will preser
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
refease form(s) before they are provided the requested’ information. ' ‘

(1) A completed DSS Form 40 (Alcohol and Drug Abuse Information Release and Consent to Redisclosure) is
required for release of ASAP records to DSS agents. 4
. (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 from HRECs.

(3) A completed DSS Form 16 (Doctor/Patient Release Statement) is required before releasing general 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 agent desires to interview a physician for evaluation or opinion of the
individual’s case. e S e o

tF
~their official credentials

c. Other requests. All other requests for disclosure of PHI will be analyzed and processed according to AR 25-55

and. AR 340-21.

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

- .2ei.: The MTF-commander is:responsible: for the management-and oversight of this 1 gram.“The patient administrator, .=z -
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.

" bt All requests for patient PHI must be submiitied in writing using DD Form 2870; if the furm is unavailable to the

. -cpatient,-a leffer may be submitted instead. Requests will be zcted on within. 35 .days. In urgent situations, facsifiile

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
available -opportunity.- - - o s s o o

¢. Authorization for the release of PHI will normally be documented in writing. However, in certain emergency
situations, the MTF commander or patient administrator may verbally authorize the release of PHI, provided that such
release is otherwise authorized by law and regulation. Immediately after granting verbal authorization for disclosure,
the authorizing official will prepare a memorandum for record, documenting the release and the reasons for the use of
emergency procedures. :

d. Usually, copies of PHI authorized for release must be picked up, in person, by the requester or other person to
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.
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- -i.e. MTE commanders. or patient administrators.will determine. the legitimacy of the request for patient. PHL MTF. .. .

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

*CONFIDENTIALITY NOTICE*

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. s o : :

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.

T Figure 2-1. Sample confidentiality notice accompanying facsimile transmissions

iﬂf 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 administrator or his/her representative will obtain an authorization for use of
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.

—ww.. (¢) Use or disclosure by the covered entity to defend itself (or to defend the United States in a claim or action
brought under the Federal Tort Claims Act or Military Claims Act, in a legal actiori, or other proceeding brought by ihe
individual).

(2) A use or disclosure that is—
(a) Required by the Secretary of HHS in relation to compliance activities of the Secretary of HHS.
. (B) Required by law.

commanders or patient-administrators are encouraged to seek the advice and assistance of their servicing, judge- - - .

(c) Pertainingto uses-and disclosures for health oversight activities, with respect to the oversight of the originator of = -

the psychotherapy notes.- - - ) .
(d) Pertaining to uses and disclosures about decedents to coronefs 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 fmminent. threat to. military-personnel: or.members of the public-or a-serious, or
imminent threat to a $pecific military mission or national security under circumstances which in turn create a serious
~and imminent threat to a person or-the public. - - - T

. -g.-Ifa request for certified disclosure of all-or part-of the request for patient PHI is approved, certified copies, 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 records.) If the requester seeks
disclosure of the original records, the requester must justify, in writing, why certified copies are not adequate to fulfill
the purpose for which the records are being sought. Advice of the local judge advocate should be sought in determining
the legitimacy of a request for disclosure of an original record.

h. A copy of the request for disclosure of PHI, a copy of any consent form, together with copies .of -the. disclosure. . - -
authorization 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 properly
cross—referenced. o

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
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hould be.provided to the

for restriction

- Ly
~ndividual requesting it as soon as practicable and should include the rationale for denying it
whole or part.

(2) The MTF/DTF commander or designee must act on requests to restrict information in a timely manner and do so
in writing. No restriction will be effective above the management authority level that agreed to the restriction. No
restriction will be effective unless the person agreeing to the restriction is actually authorized to agree to it and
establishes a written record of the restriction. »

(3) The needs of the patient should be weighed against the burden that would be put on the facility 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 entity in the six years
prior to the date that the accounting is requested, except for disclosures—

(1) To carry out treatment, payment, 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 DGD ¢G25.18-R, chapte. 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_purposss .as nrowded in DOT“ gm; J8-R,

(6) To comactxonal mstltutlons or law enforccmen* off’ Citio as provxded in DOD 6025 18-R, z*aracraph (“7 11.6.

ivesor.for amy other appropriate .reason:-A:responsesto-a request

nh 07.114.

(8) Incident to a use or disclosure otherwme perrmtfed or requxred by DOD 6025 18- R section C8.4.

(9) That occurred prior to 14 April 2003.

I Information for each™ disclosure will include— -

(1) The date of the disclosure.

(2) The name of the entity or person who recelved the PHI and, if known, the address of such entity or person.

(33 A brief description of the PHI disclosed.

(4) A brief statement that reasonably informs the mdmdual of the basis for the disclosure; or, in lieu of such
statement, a copy of a written 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
accounting by the same individual within the 12~month period, if the covered entity informs the individual in advénce

of the fee and provides the individual with an opportumty to withdraw or- mochfy the re—quest for a subsequent - -~

accounting in order to avoid or reduce the fee.

n. Fees and charges for copymg, cemfymg, and searchmg records wﬂl be calculated and 1mposed according to AR

25-55; chapter 6.
D Cosdontinted coovdimation with-g
disclosure of patient PHIL

. 2-6.Medical records of teenage famlly members -

“a Disclosure of information. - T :

(1) Minors have rights to access under the Privacy Act, Section 552a, Title 5, United States Code (5 USC 552a)
Parents or guardians have a right to access the medical records of their minor chlldren under the Privacy Act, 5 USC
552a(h). The law of the State in which the minor 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 nghm to access. If, however, the teenager is a minor under the State law where he or she resides, then the law of
the State in which the medical record is maintained 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 Committee (23 September 1998) will

be used. (See fig 2-2.)
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o0 ﬂn alish’ Iawally admztted for’ permanent residence” (5 USC section 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,
1875)). 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. Cahfano 549 F. Supp. 685 (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

o records maintained by DOD components, the age of majority is 18 years unless a court order
s states otherwise or the individual, at an earlier age, mafries, enlists in the military, or takes some
other action that legally signifies attainment of majority status. Once an individual aftains the age
of majority, Privacy Act rights based solely on parenthood cease.

Figure 2-2. Defense Privacy Board Advisory 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 @(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 6-74 of this regulation.)

2-7. Disclosure_ of medlcal records containing classified defense information

-~ .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 -
o whether-declassification, 1s.possmle When-declassified, a.note: will ,be made on SF, 600 and the, documents will bes -+ e me

retummed to the custodian of the record.
b. Beforé records are sent to 'the Department of "Veterans Affalrs (VA), any separate ﬁle of documents bearing

sent to_the VA Those documents in records of officers and warrant off icers will be. sent -to thefCommander USA - =

HRC-Alexandria, ATTN: AHRC-MSO, Alexandria, VA 22332-0002. Those documents in records of enlisted person-
nel will be sent to“the Commander, AHRC-RP, 8899 56th Street, Indianapolis, IN 46249.

2—-8. Research using military medical records

“Qualified people’ may have access to Army medical records—electronic or paper——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 w111 approve any exceptwn

“a- Approval of requests.
(1) The Surgeon General will approve all requests for research. An exception to this is given in (2), below.

(2) - The MTF/DTF commanders will approve requests from personnel under their command whose research projects
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b bubmzsszon of requiests. Wlth the exceptlon of those requests fallmg under a(2) above al] requests from out51de
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 is 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 o percen or of apy extericr portion of his or her b2dy will not be relecsed “without his or her consent.

(¢) The researcher understands that permission to study the records does not imply approval of the project or field of
study by The Surgeon General

$onuHie vasis to Delievernal the ifonmaiion can be

‘used ‘. identlfy an mdmdua.l is not’ conmde.ed md1v1au.my et e health information.
Jdy owill contain. the foliowing <tatemeri: “The

{e) Any published material or lectures on the particular vrisject.o
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.”

c. 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 access to records at the MTF level.
d. Clinical use of elecironic mail. Clinical use of electronic mail in provider- to-patient communications will be in

accordance with MEDCOM guidance.

Preparatlon of. Medlcal Records

Section |
Forms and Documents

' 3—‘: Authonzed forms and oocuments

150, 3 5 pre
d< (”“his resmcnon “does not prohlblt the use of other documents ueated by attendmg physmam
and dentlsts outside the AMEDD (Navy, Air Force, civilian, and 8o forth), or the filing of other documents as
summaries or brief extracts. If such documents are filed, their source, and the physician 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
or various forme, depending onthe size of the photo and the interpretation locaticn. Examples of forms that may be
used for this purpose are DA Form 4700 (Medical Record——Supplemental Medical Data), Department of Defense (DD)
Form 2161 (Referral for Civilian Medical Care), SF 513 (Medical Record—Consultation Sheet), and SF 600.

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

3-2. Filing electronic/computerized forms

a. Electronic/computerized medical reports may be filed in Army medical records. Examples of such reports are
electrocardiograms, coronary care unit or intensive care unit vital-sign—monitoring records, scans, anesthesia monitor-
ing 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),

10 AR 40-66 - 21 June 2006

at - mavy he o e




T éxample, “admission’ mote“overprint-on” SF 509 (Medical Record—Progress’ “Nofés) and: nilif

anesthesia monitoring. with .DA .Form 7382 (Medical Record=—Anesthesia). (formerly. SE. 517 and OF 517), commer=.
cially available emergency room charting systems with SE.558 (Medical Record — Emergency Care and Treatment);..
and laboratory test results with SF 545 (Laboratory Report Display). Undersized reports, such as monitoring strips, will
be mounted on DA Form 4700 overprints identified as display sheets, except for cardiac rhythm strips, which may be
mounted on the corresponding SF 510 (Medical Record—Nursing 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 electronic summary of all previous laboratory (lab) tests is provided, only the cumulative
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 electronic versions of recognized forms will include reference to “electronic 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), CHCS II, or clinical information
_systerm (CIS). MTFs planning to implement this practice will develop a mxgratlon plan before converting to the

”“é'[ectronlc storage of test results. These plans will include the following, at a minimum: o

(1) Procedures for ensuring laboratory and radiology reports will be properly authenticated in CHCS, CHCS II or

CIS by authorized MTF staff members according to CHCS, CHCS II, or CIS functionality and business rules.
. 2) Procedures for prov1dmg information durmg CHCS CHCS II or CIS unavaﬂabihty and for entermg any results
J‘o ained if or when the system is unavailable! =

(3) Mechanism for retrieval of archived information. :

(4) Procedures for ensuring cumulative laboratory and radiology 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 members_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.

323, Guidelines for local forms and overprmts :
The approval of overprinted medical forms and proposed forms using the DA Form 4700 overprmt 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 described in a through r, below.

a. Local forms and proposed overprints will be well thought out in content and 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 lmplementﬁtlon -
Overprinting' of these forms is limited to items that specifically pertain to the form on which they are prmted (for

_ overprint on DA Form 3888-2 (Medical Record——Nursmg Care Plan)) Other overprints should be prmted on DA Fonn
4700. — : } S

~forms and overprmts
d. Local forms and overprints submitted to the MTF or DENTAC for review and approval as in ¢, above, will be

accompanied by written justification.
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 pnnted inside the border of the form because titles pnnted at the top of the page’
between hole perforations are obscured when the forms are fastened in the records. OF 275 (Medical Record Report)
may be used in ITRs, 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
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e e s lined 8P O, DD forms o DA-Forms-—+Eined-
e seoefornls - eropten serions -pinting and tser ‘probieis: :
. Overprinting ‘on nonstandard-size DA Forms 4700 (for example, 8-inch by 13-inch overprints) will not be
approved.
J. Multi-page forms and overprints should be printed on both sides of the paper (head to foot) and indicate “page 1
of 3,” “page 2 of 3,” and so on if they consist of more than two pages.
k. Overprints on SF 509 and SF 600 should not extend over into the “Date” column, except for data pertaining
specifically to the date and or time entry.
1. 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.)
o. 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 oraers that are handwritten, taken over the phone by autnorized personnel, or overprinted as standing orders.
(See para 9-26.)
- g OF 522 (Medical Record-—Request for Administration -of 4
+«Qther. Procedures)~{formerly SE -522) or -a-State-mandated. cunsent -
counseling and authorization required for consent to inpatient or outpsti
“will not be used in place of these forms. o e L
"~ . Use of abbreviations on forms and overprints should be in strict compliance with those included in appendix B or
locally approved in accordance with paragraph 3-3c. Otherwise the abbreviations must be spelled out.

erprintssuperimposad-erdined SFe-6Fs; DD forms; and 3

A T AR -
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Section I
Medical Record Entries

3~4. General ' ‘ i B
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 locally defined patient assessment policy. No health—care practitioner is permitted 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 aetion 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. ' S
‘b Legibiity. All eutries must be legible. Entries should be typed, but they may be handwritteri. (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. .
“fett tp peris will not be ‘used. Rubber stamps - may be used ounly for-standardized T

field conditicns. Erasable-ink and
entries, such .as routine orders. . ..

e Signaiares: Al eniries must be signed or-electronically: authenticated. - S el
s+ (1) Electropic signatures on a medical-record are-usually admissible and will not normaily jeopardize the admissibil- -
ity of the record in court. However, courts address this issue on a case-by—case basis. (See the definition of“electronic
signature” in the glossary, sec II.)
(2) The first entry made by a person will be signed (first and last name); 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
- cortifications) To verify -initials—that-arc-on-ITR-documents, a DA Tors 4700 with the- wped name of each staff--— - o
member, their payroll signature, and their initials must be placed in each ITR. Initials must be legible and correspond
to the individual’s name. ' ‘
(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)). v
d. Dating and timing entries. All entries must be dated and timed. 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 2005 @ 1400 hours.
e. Corrections to entries. To correct an entry, a single line is drawn through the incorrect information, and it is

12 AR 40-66 - 21 June 2006




. .=~ noted .as.‘error,” then dated_and initialed.-This information must remain readable:.Deletion,.obliteration; or destruction - ...
.. of medical record information is-net authorized:- The new information.is then'added, with:the xeason.for-the change (for- -~ -
example; ““wrong patient’s chart””); -the- date; and ‘signature (with-title) of the person making the change. Electronic

corrections to entries must show a complete audit trail.

J. Amendment to medical records.

(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

(¢) 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 dxsagreemg with the denial.

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

(a? A description of how the individual may complain to the MTF/DTF, to include the name, title, and telephone
number of the contact person or office designated to receive such complaints.

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

2 A statement that, if the individual does not submit a statement of disagreement, he-or she may request tha* the-
MTF/DTF provide his or her request for amendment and the denial with any future disclosures of the PHI that is the
sub_]ect 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 documeiit administrative data, such as the name of a specialty clinic, time and date of clinic visit, or

signature block.

3-5. Patient identification B .
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 ITR. 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 farmly member preﬁx (FMP) and sponsor s SSN (para 4-1); the patlent s SSN date of bmh code for MTF that B

S LAy

" a. Patient’s recordmg card. This ard is uséd 16" enter 1dent1’fy1ng data oh forms filed ini the OTR" md HREC 1
~ tsed with the ward or clinic identification plate. (See &, below.) The card also may bé used aé an appointiient card:"An
adhesive-backed paper appointment notice may be attached to the back. The clinic receptionist or. appointment clerk

fills in-the" date, time,. and clinic name..on. the: blank.lines of the. notice: (The -notice-also- has «space - for- the-name, - - -

o Jocation; and te]ephone ‘number of the MTF.) This" information is then available 15 thie pa fient ahd 6’ chmcal personnel
during the patient’s next visit. -

- (1) The patient’s recording card should"be prepared when'the patient 18" first-exantited of tiedted in 4> troop,medlcai EE
+ clinticzhealthi -clinic, or. MTF. The:patient’s- DD Form 1173 (Uniformed Services Identification-and:Privilege. Cardy.or-- .-

DD Form 2(ACT) (Armed Forces of the United States Identification Card (Active)), DD Form 2(RES) (Armed Forces
of the United States Identification Card (Reserve)), or DD Form 2(RET) (United States Uniformed Services Identifica-
tion Card (Retired)) will be used 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 o the- patient’s recording-card- is- given ‘velow. Format may. vary- at- .

MTFs using the CHCS, CHCS 11, or CIS. 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 (@) through (e), below.

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

(b) Line 2. All spaces—Blank.

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

(d) Line 4. Spaces 1 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
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patient’s record, as well as any other locally required information, may be imprinted on the card.

(4) The patient’s recording card is designed only to make the printing of identification data on records easy. It is not
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 is used with the ward or clinic identification plate.

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

(a) Lines 1 and 2. All spaces—Blank.

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

(c) Line 4. Spaces 8 through 15—Regiater number. Space 164—Blank. Spacee 17 through 29—FMP and sporser’s
SSN (para 4-1).

(d) Line 5. Space 8-Sex (M—male, F—female). Space 9—Blank. Spaces 10 through 12—Age. Spaces 13 through
25--Blan} . . o )

- Theepattonttss identfoaton plate 'wnt accompany ~tirc medical Teword:
disposition, lenal procedure will cover the use of theplate.

A.. Patiznt bed.card. This. card will be prepared on a plam 3— by S5-inch 2
card is—
(1) Patient’s first name, middle initial, and ]ast name.

(2) Rank, grade, or status.
(3) Service affiliation (Army, Navy, Alr Force, Marine Corps, Coast Guard, Public Health Service, or National

Oceanic and Atmospherlc Admxmstranon)
{4) Date of admission:

The. formst for the information on the

3-6. Facility 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 willalso be narmed: For OTRs and HRECS, this ideritification may be accomphshed

using the patlent recording card.’

3-7. Destruction of unidentifiable medical documents

An unidentifiable document -is one that contains eithéer no identifving data or such a amaH amount Lhﬂt Jt is i
=toideniify-the person to whorn it belorigs. Dewrnetion of unidentifizblerdacuimzts i
the MTF Information Managemen Plan. ‘

~Recerding Didgnoses: and Procedwes

3-8. Nomenclature used in recording diagnoses
a. Acceptable diagnostic nomenclature will be used. Vague and general expressions will be avoided.

(3) Because patients may be treatéd at several MTFs, information 1dent1ry1ng ‘the MTF that is the custodian of the

b. The affected body part will always be stated when relevant to the condition and when not given in the name of

he cenditich I addition, ihie Dudy part will e GESCILEU Tl B much” detail “as™ ¥ ricéded (for example; “skin “6f,”
“tissue of,” or “region of”). Terms such as “right,” “left,” “bilateral,” “posterior,” and “anterior” will also ‘be added

when applicable.
c. Few abbreviations should be used in medical records. Those abbrev1at10ns and symbols llsted in appendlx B, as

(1) Local abbreviations and symbo]s will not delete or alter the meaning of those listed in appendlx 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
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- -appendix B or not.Jocally.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.” -~ =~ -
* +d. Instructions for recording dental diagnoses and-procedures; to include abbreviations and symbols, are provided im T
TB MED 250. : '

3-9. Special 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..

w7, RéSults '6f routine adjunct testing will always be recorded in the medical record using SF 557 (Miscellaneous) or
electronic 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 fiégative only after receipt of confirmatory test Tesults (Western Blot or other supplementary tests). - :

c. 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 accardance with.chapter 14 of this regulation. DD Form 2766 will
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
diagnosis and evaluation of the HIV infection are forwarded by mail or courier. 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 carrier addressed directly to the attention of the receiving HIV

ot ot o

program point of contact, by name when known. ) R R TR S
3-11. Recording psychiatric conditions
Psychiatric conditions will be recorded using the Diagnostic and Statistical Manual of Mental Disorders, Fourth
Edition, Revised (or current edition), as nomenclature (app A).
3-12. Recording injuries - : : S e
a. Details to be recorded. T . S
" (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 (g), below. (For information - - -
.needed for proper coding, see Tri-Service-Disease and.Procedure ICD-9-CM. Coding Guidelines (app -A):) Record op--- -~
DA Form 3647 (Inpatient Treatment Record Coveér Sheet), item 33, CHCS, CHCS 11, or CIS -electronic equivalent, the
- details-listed in (¢) through (g), below. g : o ' - o
- ~~(a) The nature of.the injury. Record the exact nature” of ‘the_injury as well as the “medical ‘condition causedby. 1 "
__Explain conditions, such -as traumatic bursitis, traumatic neuritis, fraumatic myositis, or. traumaticssynowitis, 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 fractures and wounds, state whether any nerves or arteries
were involved; name major nerves or blood vessels.
A (¢c) The external causative agent. In the case of acute poisoning, name the poison.
e ey Hovg the inury oceurred. -State “whatthe personwas“doing “wien “injured” (for” exampley- in-action-against e
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. If the injury was deliberately self-inflicted, state whether it was an act of
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
location of motor vehicle accident (city, State, etc.), and the person’s status (for example, home or leave or in transit
while absent without leave (AWOL)).

(g) The date of the injury.

(2) Examples of properly recorded diagnoses are provided in (@) and (b), below.
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(b) “Bursitis, acute, knee, right, due to contusion, anterior aspect. Accidentally incurred.when patient tripped and
fell, striking knee on floor while entering Barracks 26, Fort Lewis, WA, 2 Dec 98.”

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.

(¢) 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 is 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 ofithe agent ar tvne of jonizing radiation (if krawn). If the agent or radistion
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 tirge i laps“. petween cur ammatlon and 5elf—uecommmm‘twn ot nustaid (i amy).

ol -

Drgderibe the procedurer usgd.
(4) For injury by ionizing rediation, estimate and record the distance from the source. If
gamma radiation. state the desage (for example, “measured 2005”). If not knows:2he dwu
example, “est 150r™).
(5 State if known whether exposure was through airburst ground burst water surface hurst, or nnderwafer hum

4.2 1§ 1o external
~stimated (for

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

3-13. Recording deaths v ' Lo
a. Recording deaths of unknown cause. The following terms will be used to record deaths when the cause is o
unknown:
(1) “Sudden death.”Used in the case of sudden death known not to be violent.
(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.
h Pomw/mg wunderlying couse of death, The underlying cause of death is a2 disease, abnormality, injury, or
poisoning that began the train of morbid events leading to death. For example, a fatal case with a diagnosis of cerebral
hemorrhage, hypertension, and inyouarditis would have “hypértension as the underlying cause. The diagnosis that

shanld Be identified as the underlying Sanse o DE Form 3647, CHOB, CHCE -~ = i

II, or CIS electronic equivalent.

(1) The trajp of evmts le: ﬂingxtmdeat‘ -be recorded in-items.7u and b-of DA-For

Dcath) The nmedlate cause will be entergc in 1tem 7a, and the under;ymg Cause will be entered in item 7b. Onlv one
~cause should e entered on eactiline of enis 74 4nd ©; no entry is needed in 76 i the imimedizte: cause of deéath giver

in 7a describes completely the train of events. To record the example given in b, above, cerebral hemorrhage would be

entered in 7a as the condition directly leading to death; hypertension would be entered in 7b(1) as the antecedent cause

or condition leading to the immediate cause; and myocarditis would be entered in 8a as the condition contributing to
_ death ‘but not related to the cause.

(2) “The™ d’xagnosm given as the’ undenymg ‘cause of death on DA Form 3647, CHCS, CHCS 11, or CIS electronic
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 ¢. If line ¢ has no entry, it is on line b; and if lines
b and ¢ are blank, it is on line a. (For more information, see the Physicians’ Handbook on Medical Certification of
Death (app A).)

¢. Recording neonatal deaz‘hs 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).)

d. Detainee documentation.

3894 (Hospiia) Report of
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hospital commander must countersign the physician’s statement before the procedure is performed The Iegal advrce of

.41) Accurate.and. complete outpatient .and,.when. required,. inpatient.medical. records..oneach..detainee _shall. be. ...
created and marntamed according .t0:.the provrsrons -of .this regulation-and AR: 190-8.~ The detainee identification -

number will be used as the patient identification number. Medical records will be maintained at-the’ MTF with -

responsibility for the detainee’s health care. If a detainee is transferred to another U.S. Armed Forces detention facrhty,
the medical records will be forwarded to the appropriate depository for MTF. All detainee medical records remain the
property of the U.S. Army. An appropriate depository for inactive detainee medical records will be established.

(2) Entries should be made into detainee medical records as they would for any other patient. Detainees are entitled
to copies of their medical records upon release from detention. Before copies of records are released; all health care
provider information, including names of all who provided care of any nature, and other identification must be stricken
from the copied medical records.

3-14. Recording cases observed without treatment, undiagnosed cases, and causes of separation
a. Observation without need Jor 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 recordmg and no need for any treatment. In such a case, the proper diagnosis entry is
“Observation.” After this entry, give the name of the suspected disease or injury; after this entry, enter either “No
disease found” or “No need for further medical care’
(1) A diagnosis of “Observation” is used even when a condition unrelated to the one suspected is dlagnosed and

. recorded.<Bez. example, a patient is admitted for possible cardiac .discase, 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...
entered as the cause of admission; arthritis is given as the second diagnosis.
(2) A diagnosis of “Observation” is not used for patients Jost to observation before a final diagnosis is made, and it

or_medical: care.

b. “Undmgnosed 7 or “undetermined diagnosis” (nonfatal cases).. When a patrent is admrtted or transferred and an
immediate diagnosis 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
condmon or mamfestatron causing admission.

¢. Recording cause of separation. For a noninjury patient separated or retired for physical dlsabxhty, 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 “prmcrpal 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 prmc1pal 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.. Recordlng surgical, diagnostic, and therapeutic procedures

“Principles “for coding @nd Sequencing surgical, diagnostic, and therapeutrc procedures are. found m the Tr1-Serv1ee

s

Dlsease and Procedure ICD~9—CM Codmg Gurdelmes (app A)

Y T TR BN N A I Y

3——16 Recordmg therapeutic abortions )
SC.1093 states that funds avallable to.DOD.may not. be. used to-perform abortions except-when the mother’s-iife

requrred e

5

o o Before_the Proce d tire, phy%rclans perfoﬁmng therapeutlc dBortions in’ Army hospxtals W]]l do<:ument m the chmcal
1 f . . ST ,'.

record that” the abor‘rron’ is bemg performed because the mother s lrfe ~WOU1 ‘_f dangered-if

b. The same doeumentatron will be placed in the medical record of a patient referred out on supplemental care.
¢. As an added control, the chief of obstetrics and gynecology, deputy commander for clinical services, or the
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
Documentation of the use of restraints/seclusion will conform to local policy and the current Joint Commrssron on
Accreditation of Healthcare "Organizations (JCAHO) standards.

3-18. Recording videotaped documentation of episodes of medical care

a. When an episode of health care (for example, surgical procedures, medical evaluation, telemedicine consultation,
and so forth) is to be documented on videotape, the patient must provide written consent for the taping (unless the
taping is for the documentation of neglect or abuse). The patient (if identifiable) must provide written consent.
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oLt ende Consent wil beore

e The episode of hoalil carer vl e : ek S g ally dene Writte
of the consultation will be done by providers on both ends of a telemedicine encounter. The videotape wiil be erased
after standard documentation is complete, unless the videotape is required for a specified interval for a specific reason,
such as documentation of neglect, abuse, or possible criminal activity. In cases where adverse administrative, nonjudi-
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 Jjudicial 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 =ducaticnal purposes must
develop appropriate policies and standing operating procedures and review them periodically.

Section IV
Records for Carded-for-Record-Only Cases and Absent-Sick Status

3-19. Carded—for-record—only cases

- Cestain cases not-adritted to an MTF w1 L warded=iu secgrt—only (CRG; cases and wiil »» 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) i1 an active duty Soldier dies during a hospital stay, 1t is considered a ‘hob_épi/tAa‘l death.znd is reported through the

SIDK.

-- + {2) If the Soldier dies while hespitalized 1 a civilian hospital, it s reported as &n absent-sick deai: and
- = s itrough the SIDE. . e . oo it g oA = o eeeeme oo o

(3) If the Soldier is dead on arrival (DOA), it is reported as a CRO through the SIDR.

{(4) If the Soldier dics 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, CHCS, CHCS 11, or CIS electronic equivalent; or DL 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, and 30 and the name of the admitting 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 military personnel may be CRO if they are considered to have medicél, legal, or

other significance. However, they are CRQ cases only if an ITR has not already been prepared for them.

(245w

3-20. Absent-cick status

An Army patient admitted to a nonmilitary treatment facility is in an absent-sick status. (See AR 40400, para

C10-11a)

 oeTe

,. B2 RN }’i'

for 30 days or more, and U.S. Military Academy cadets can be classified in an absent—sick status.
e £ DA-Forma 3647, CHCS~CHCE - wr ClSwelsctionic walent and DA Form. 2685 v Admission and. Coding

Information) for absent—sick status are prepared much the sam ‘

in the Tndividual Patient Data System (IPDJS) User's Manual {app A). Additional informaticii on absent-sick patients

placed in quarters by civilian physicians is given in DA Form 3647 and DA Form 2985 do not need to be completed

for these cases. ‘

&
(A
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uArmy Records Rnformatlon Managem nt System (ARIMS)
ers, record keepmg requirements. . e

. Filing and Requestmg Medlcal Records..

. Fﬂmg by Socna[
An 11~ dlglt number 15 used to 1dent1fy and f le medlcal records under the termmal dlglt filing system This number o

ecunty number and famlly member

Srnt

File number Title - -
11-9 Pérsonnel dosimetry files
40 General medical services correspondence files
40-5h Civilian Employee Medical Files
40-66a Health records
40-66b Dental health records
40-66¢ Register number files
40-66e Foreign national inpatient treatment 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
40-66m Foreign national outpatient records
40-66p Army Reserve and ROTC outpatient records
40-66q NATO personnel outpatient records
40-66s Field medical cards
40-66u i Medical care inquiries
40-66v "2 ...  USMA applicant x rays
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” " T “Applicant and registrant x=ray film T -
40-66bb Patient treatment film
40-66¢cc Occupational health surveillance x rays
40-66ee " Medical Tecords access files ’ o
40-66ff PHI releases
40-6699 .. . . Nominal_indexes T R . i <
40~66hh “Tubercular appllcant and regxstrant X rays ) . -
40-66ii Military dental files
40-66j - Civilian dental files
40-66kk Foreign national dental files
40=66mm . .- - .. American-Red Cross dental files e
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 -
R £ S
Chapter 4 )

b T‘he‘v ofhef mnc d}gits of the f Ie number are the sponsor’ s SSN broken into three groups "The ﬁrqt group is the

first five digits of the.SSN;sthe-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 used-for-beneficiaries. When both parents are on active duty, a newborn child’s number witf -~

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 patient), the FMP
assigned to the infant will be 90-95, and the SSN will be the one that the mother uses.

c¢. 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 is
distinguished by the third digit, 801-46-0921. (Civilian emergency patients who have an SSN are described in rule 13
of table 4-1 and will not be given an artificial number.)
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Other medical or dental records important to the patxent‘s care, including advance directives
(durable powers of attorney for health care, living wills, etc.). (See paras 6-2i, 9-2¢(2), and 10~
3a(4).)

DD Form 2005
Privacy Act Statement—Heaith Care Records. DA Form 2008 is always the bottom form oris

printed on the §olc§esﬂ {See paras 4-4a(8}, 5~27a, 7-4e, and 10-3a(1).)

Notes:
1’1”h is form must be included in alf nonmilitary dental records.
*Instructions for completing this form are seif-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 prov1ders 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.

¢. 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.
d. The original documentation will be retained at the MTF where the treatment was rendered. Continue to maintain
an additional legible, chronological, longitudinal record copy of all treatment episodes.

7-3. For whom prepared

A CEMR will be prepared for each permanent civilian employee upon employment. A medical record will be prepared” ="+ -7~

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 employment. When 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 name
(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 regardless 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
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.. -SF that is not listed in.figu ire I~} but.is ’icfef‘ 1 this regulation, file it in the orde‘~ listed in the relevant figure showri in -
- chapter 5 or chapter 6. . - .

(1) SF 78 (U S Civil Serwce Lommlssmn Cemﬁcate of Med1cal Exammatlon) w1ll be used to record precmploy~
ment physical examination results for appropriated fund employees, and it may be used to record periodic job-related
physical examination results. Parts A, B, and C of the SF 78 are authorized for filing in the CEMR, and parts D, E, and
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 5-36a for instructions
on using these forms.)

(6) DD Form 1141 or ADR is used to record results of al] personal monitoring, to include film badge readings for
each person occupationally exposed to ionizing +adiation. ©7> Forin 1141 or ADR 1s a medical record and is filed in
the CEMR (para 5-215(5)).

(7) DA Form 4515 and DA Form 3180 are used according to AR 50-5 and AR 50-6 to identify and evaluate all
individuals working in the nuclear or chemical surety programs.

(8) The mandatory OSHA Respirator Medical Evaluation Questionnaire will be used accordmg to 29 CFR 1910.134.
The use of this. questionnaire (or-medical examination that obtains the same mformatlon as the OU{A questwmaxre} 18

--used to determine an employee’s -ability to-use a respirator.

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

(a) Department of Labor (DOL) Form CA-16. (Authorization. for_Examination and or Treatment).

() DOL Form CA-17 (Duty Status Report).

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

(10) In addition, a copy of DOL Form CA-1 (Federal Employee’s Notice of Traumatic Injury and Claim for
Continuation of Pay/Compsnsatlon) 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 (Physical Fitness Inquiry for Motor Vehicle Operators).

o

ib) DA Form 3666 (Department of the Army Nonappropriated Funds Statement of Physical Ability for Light Duty ™ -~~~ -~

Work).

- Section Il

Maintaining, Transferrmg, and ’Dlsposmg of Civilian- Empioyee N‘edlcal Records and Retention of
Job—Re!ated X-Ray Films

7——5 Custody and mamtenance of cmhan employee medx,al records ”

The MTF commander is the official custodian of all medical records, 1ﬁcludmg LEMRS “at his or her facility. The
Chief, Patient Administration Division, of an MTF will act for the commander to handle medical records. The CEMRs
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

..Clintc_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 ilinesses :
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.
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() How the injury occurred. . . e . .
- (5) The place where injured..State. the bulldl ng and,,“r area. . . ... ...

~ (6) The date of the injury. : o '

b. For the recording of injuries or diseases caused by chemical or biological agents or by ionizing radiation, 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, CHCS 1I, or
CIS. This will result in one CHCS, CHCS 11, or CIS 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 totheappropriate 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 1/2— by 1l-inches or smaller will fit within the CEMR file folder and will be transferred to another Federal
employing agengy .ot 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. (See a, above.)
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 original x ray. 29 CFR 1910.20(d)(2) requires that chest x—ay 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 M . -

Confidentiality of PHI, Access to Civilian’ Employee Medical Records and Performance Improvement =

. 7-11._Protection of conﬁdentxahty and disclosure procedures. . . =
" a. All CEMRSs and PHI pertaining 'to” civilian “erfiployees will Be tredted ds pnvate mformaﬁon The provisions of

chapter 2 of this regulation will be followed in protecting the confidentiality of PHI contained in CEMRs and ™"~ ~
responding to requests for the disclosure of such information. In addition, OSHA and OPM rules (29 CFR 1910.20; 5 o s
CFR-293.504, 5 CFR 297.204-203, and 5-CFR 297.401(c)). provide for_access by the employee. of _his or her .-

representative as designated in wrltlng, “and by OSHA Trepresentatives (compliance officers and National Institute for
Occupational Safety and Health personnel) to examine or copy PHI that bears directly on the employee’s exposure to
toxic materials 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 representatlve The information must be

--.provided- within 15-working days of the-employee’s: TEQUESE: « s s wmm cites smi v misn snriis s s i+

b. Workers’ compensation claims directly involve the employer and all facts re]evant 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 293.5006). 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.
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7-12. Civilian employee medical record review ‘
- CEMRs will be*included in thePatient Administration Divisior performance improvement processes. Medical records. - |
will be reviewed for accuracy, timeliness, completeness, clinical pertinence;, ‘and adequacy as medicolegal documents. - -
All guidance and standards in paragraph 12-3 that are applicable to the CEMR will be used in this review.

AR 40-66 - 21 June 2006 81




" Al forms should be filed in anupright positioh on bath sidés of the folder Order given-below is from top to botiom of

the record.
LEFT SIDE OF FOLDER

DD Form 2786°
Adult Preventive and Chronic Care F!owsheet {cut sheet construction). (See paras 3-10¢, 4-4d, 5-13, 5-19, &-

26b(2), 5-32a, 5-36a, 6-71, 7-4b(4), 10-7h, and 12-3a(9).)

DD Form 2765C, SF 601"
Adult Preventive and Chronic Care Flowsheet-Continuation Sheet; Health Record-Immunization Record. If using

the folder construction of DD Form 2768 (deployable civilians), attach DD form 2766C, SF 801, and any automated
immunization tracking system printout to the inside fastener of DD Form 2768. If using the cut sheet construction of
DD Form 2766 (nondeployable civilians), place DD Form 2766C below DD Form 2768 and place SF 601 and any
automated immunization tracking system printout where noted below. (See paras 5-13a(2), 5-13b(3)(b), 5-13¢(10),
5-13d, 5-18, 5-27¢(1), 5-32a, 5-36a, and 6-7b.)

DA Form 5571
Master Problem List. This form is obsolete; use for file purpeses only if already in existence.

DA Form 8007-R

Individual Medical History. This formis 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-

4)(8) of this regulation )

DA Form 4186
Medical Recommendation for Flying Duty (See AR 40-501and para 5-21b(B) 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 Occupational Exposure to lonizing Radiation; Automated Dosimetry Record. (See paras 5-21b(5) and 7-

4h(6) of this regulation.)

DDFOFm 24931 - - T e I
Asbestos Exposure Part I-Initial Medical Quest:onnalre (See AR 40 5 and para 5-21b(9) of this regulation.)

DD Form 2483-2

Asbestos Exposure Part Il-Periodic Medical Questionnaire. (See AR40-5 and para 5-21b(9) efthis regulation.)

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

DA Form 3666 o )
Department of the Army Nonappropriated Funds Statement of Physical Ability for Light Duty Work. (See AR 215-3
and para 7-4b(11)(b} of this regulation.)

Figure 7-1. Forms and documents of the CEMR using DA Form 3444-series jackets or SF 66D folders
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L USEATT '
 SiEtemBAT of Physicai Aty for Light Duty Woik. This form is ‘obsoieig; ise for fiie ptirposes only .

if already in existence.

SFeo1'

Health Record—Immunization Record. Place this form here only if using the cut sheet
construction of DD Form 2766. File any automated 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 chronalogical 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

provided in tables 92 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 II; Chemistry Hl (Urine); Hematoiogy; Urinalysis; Serology; Parasitology;
Microbiology I; Microbiology H; Spinal Fiuid; Miscellaneous. Attach to SF 545 in reverse
chronoicgical order. (See para 9-28.) Instructions for completing these formis are provided in
table‘s 9-2 and 9-3. ' ,

- SF856 . o e
Immunohematology. SF 556 is obsolete use forflle purposes only if already in exnstence

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

SF 519-B’
Rad |ographlc Consultation’ Request/Report (See para 9-37.)

SF 519; SF 519A

Medical Record—Radiographic Report. SF519-and SF 518Aare obsolete; use for file purposes ~

only if already in existence.

OF 520
Clinical Record—Electrocardiograptiic Record (formerly Sr 520) Reports of electrocardlograph‘
examinations with-adequate representative tracings should be attached to the back of OF 520 or

. cn-another attached sheet of paper. CAPCC orotherautomated tracings may substiiie for fne
~OF 520. .

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

- DA Fornr 4060 - T - : o
Report of Optometrlc Examination. DA Form 4060 is obsolete use for file purposes only lf already
" in existence.

DD Form 741"
~ 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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DD Form 771
Eyewear Prescription. (See AR 40-63/NAVMEDCOMINST 8810.1/AFR 167-3 and para 5-21b(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 comespondence on hearing aids here. (See AR 40-5 and DA Pam 40-

501.)
Reports of certificates prepared by neuropsychiatric consultation services or psychiatrists.

DA Form 3365
Authorization for Medical Warning Tag. (See paras 6-7f, 14-1, 14-3¢, and 14-5.)

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

DA Form 4876
Regqest awnd Release of Medical Information to Communications Media. {See para 2-3b(3).)

DD Form 2870
Authorization for Disclosure of Medical or Dental Information. (See paras 2-3a(1) and 2-35(1) and figs 5-1, 5-2, 6-1,

. 6-2,7-1,9-1, and 10-1))

DA Form 5008 : e :

Medical Record-Authorization for Disclosure of Information. File any other authorization for release of medical
information and related correspondence here. This form is obsoiete use for file purposes only if a!ready in

existence. File DA Form 5006 after BD-form 2870: .. . o e N

Admin’xstrative documents and other correspondence, mcluding advance directives (durable powers of attorney for
health care, living wills, and so forth). (See paras 6-2/, 9-2¢(2), and 10-3a(4).)

DA Form 4410-R* - . S ‘ ‘ '

Disclosure Accounting Record The DA Form 4410 Ris pnnted on the DA Form 3444 -series folder. The separate
form is obsolete, use for file purposes only if aiready in existence.

RIGHT SIDE OF FOLDER

DA Form 4515
Personne! Reliability Program Record ldentifier. (See AR 50-5, AR 50-6, and paras 5-21h(8), 5-31¢, and 7-4b(8) of
_th;s reguianon )

L, e e AT L deiin s ke e BERe « e s M e e e s e s, s maim mm emmam e e . L
Rt - A% et Lt et TER o oIT T Tad S

Interfile the followmg four forms in reverse chrono!ogrcal order with the most recent on top. - e - . , e .

SF 500", DD Form 2844 (TEST); SF 558", SF 513", DD Form 2161
: Medical Record-Chronological Record of Medical- Care; Medical Record-Post Deployment Medical Assessment; e
T -Medical Record-Emergency-Care and Treatment; Medical Record-Eonsultation Sneet; Referral for Civilian-Medical . +.ovias
Care. If DD Form 2844 (TEST) is present, file it with the associated SF 600; include any associated patient

- guestionnaires. File any other basic chronological medical care records here for example, commercially available

o T emergérity foorn tharting systems, AMOS1ST or other forms completed -at civilian famhnes (See paras 5-7,5-16, . ..., ez

518, 5:35b,8-12, and 10-30(6)(5))- S

DD Form 2341 ' '
Report of-Animal:Bite-Potential Rabies Exposure. File behind corresponding SF 558. (See AR 40-
905/SECNAVINST 6401.1A/AF1 48-131 )

Flgure 7—1 Forms and documents of the CEMR using DA Form 3444—-senes jackets or SF 66D folders—Continued
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- . . i iy o Fie " 5 A ~ meed £ ~ [aTaly
Telephone Medical Advice Consultatia Bt:.‘ogr:;% Aftach to and file wff wFﬁuQ,gs ‘

© DOL Form CA-1

DA Form 5008

order. (Seé pards 5-6 and 10~3b(6){a).

Gther SF 500-series forms. File here in numéricaE sequence 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 used to record the results of atmospheric sampling.

DD Form 2808
Report of Medical Examination. {(See AR 40-501 and paras 3-10g, 5-18d, 5-215(1), and 5~

25e(5) of this regulation.)

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

existence.

DD Form 2795; DD Form 2728 '
Pre-Deployment Health Assessment; Post-Deployment Health Assessment File any DD Form

-2785 and the associated DD Form 2706 as a set. (See paras 5-32a, 5-35a, 5-36a(2), and 7~

4h(5).)

OSHA Respirator Medical Evaluation Questionnaire. (Seé para 7—4b(8).)

SF 78
U.S Civil Service Commission, Cemﬂcate of Medical Examination. (See para 7-4bH(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 H!sforv Fils | anv oth@r med;oa! hlstory form here (See A \R 40 “O1 a“d paras 5~

21b(1), 5-25¢(5), and 7~4b(2) of this regulation.)

SFe3
Report of Medical Hsstory,I his fo[m is Qbsplete use for file purposes only if already in existence.

Federal Employeé's Notice of Traumatlc Injury and Claim for Continuation of Pay/bompensatton
(See para 7—4b.)

DOL Form CA-2

-.Federal Employee’s Notice of Qccunational Dissase and Claim for Compeneation. (Sez nara 7

ST

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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DOL Form CA-20

-7 Attending Physician’s Réport, (Seé para 7-4b.) i e CmEEAE T e LT

DD Form 2005
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 ratired or transferred in SF 86D folder, which does not have a
preprinted DD Form 2005.

Notes: '
1lnstructxons 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 PHL 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 Preventlon and Contro Program (ADAPCP) Client’s
Consent Statement for Release of Treatment Information). SR

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 precedencc over other directives pertammg to access to drug and
alcohol rehabilitation information. - - SN -

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

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

e

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

(¢) The disclosure is made to medical -personnei-in-a medical emergency or to quahﬁed personncl for research :

audit, or program evaluation.

(2) 42 USC 290dd-2 provides no exceptions for cmhan employees participating in the Nuclear or Chemxcal 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 “any 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 ona-. - .- ...

criminal charge, is identified as an alcchol 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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AR 40-68
Quality Assurance Administration

This new regulation--

o 2Adds the confidentiality statute and the table of organization and equipment
treatment facilities (chap 1).

o Adds the impaired provider ad hoc committee (chap 2).

o Expands assessment of patient care, utilization management, and risk
management (chap 3).

o Expands privileging and reporting of privileging actions (chap 4) .

=y

Acotivity Qualisy

o "Adds the quality assurance policies within the Alcohol and Drug Abuse
Prevention and Control Program Community Counseling Center Quality Assurance

o Adds the preselection procedures for nonmilitary health care providers (app
B) .

© 'Adds department of Nursing Quality Assurance Program (app C).

o Adds Nutrition Care Division or Directorate (app D)

tiondl’ therapy and phygioa’

3
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o Modifies licensure requirements.(chap
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Admiristrative Assistant to the
Secretary of the Army

History. This UPDATE printing publishes a
new Army regulation. This publication has

been reorganized to make it compatible with

the Army clecironic publishing database. No
content has been changed.
Summary. This regulation is a consolida-
tion. It prescribes policy and procedures for
the Army Medical Department’s Quality. As-
surance Program which includes—

a. The Impaired Health Care Provider Pro-
gram.

b. The Alcohol and Drug Abuse

Prevention and Control Program Community
Counseling Center Quality Assurance Pro-
gram.
c. Professional licensure.

Applicability. This regulation applies to the
Active Army, the Army National Guard
(ARNG), and the U.S. Army Reserve
(USAR). It also applies to Medical Depart-
ment activities, medical centers, dental activi-
ties, and organizations for which the Army
Medical Department is the executive agent.

Proponent and exception authority.
Not applicable.

Committee establishment approval
The DA Committee Management Officer
concurs in the establishment of the impaired
provider ad hoc committee.

Army management control process.
This regulation is subject to the requirements
of AR 11-2.7It contains internal control pro-
visions but does not contain checklists for
conducting internal control reviews. These
checklists have been developed and will be
published at a later dote.
Supplementation. Supplementation of this
regulation and establishment of command
and local forms are prohibited without prior

approval from HQDA (SGPS-PSQ), 5109
Leesburg Pike, Falls Church, VA
22041-3258.

Interim changes. Interim. changes to this
regulation are not official unless they are au-
thenticated by the Administrative Assistant to
the Secretary of the Army. Users will destroy
interim changes on their expiration dates un-
less sooner superseded or rescinded...

Suggested Improvements. The propo-
nent of this regulation is the Office of The
Surgcon General. Users are invited to send
comments and suggested improvements on
DA Form 2028 (Recommended Changes to
Publications and Blank Forms) directly to
HQDA (SGPS-PSQ), 5109 Leesburg Pike,
Fails Church, VA 22041-3258.

Distribution. Distribution of this publica-
tion is made in accordance with the require-
ments en DA Form 12-09-E, block number
5027, intended for command level B for Ac-
tive Army, and A for ARNG and USAR.
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Chapter 1
Introduction

1-1. Purpose: ) R T P
This regulation establishes pohcles procedures and respon51bx mes
for the administration of the Army Medical Department’s
(AMEDD) Quality Assurance Program (QAP). The purpose of qual-
ity assurance (QA) is to—

a. Provide quality care and treatment to all beneficiaries in their
need for health services, subject to the availability of space and
facilities and the capabilities of the medical and dental staff.

b. Make improvements resulting in higher quality health care.

¢. Promote the professional development and enhance the capa-
bilities of the military and civilian members of the AMEDD.

1-2. References :
Required and related publications and prescribed: and referenced
forms are listed in appendix A.

1-3. Explanation of abbreviations and terms
Abbreviations and special terms used in this regulanon are ex-
plained in the glossary.

1-4. Responsnbllltles

a. The Surgeon General (TSG). TSG will establish policy con-
cerning the QAP to include reporting requirements.

b. Commanders of major medical commands (MEDCOMs).
These commanders are responsible for administration of policies in
this regulation, the effectiveness of QAPs in their subordinate units,
and for tables of organization and equipment (TOE) units under
their command. They will control the extent of patient treatment in
the TOE treatment facilities.

¢. Commanders of medical deparrment activities. (MEDDACs,).. .

medical centers (MEDCENs), and dental activities (DENTACS).
These commanders will—

{1) Ensure that a comprehensive QAP is established in compli-
ance with this regulation.

(2) Appoint a QA coordinator (QAC) and risk manager. (See
chap 5 for DENTAC))

(3) Ensure development of a prevention, identification, and pro-
cedural plan for impaired health care providers (HCPs).

(4) Ensure coordination of actions under appropriate regulations
and the Uniform Code of Military Justice (UCMJ) when necessi-

_ tated by findings under this regulation.

(5) Ensure that the credentials committee reviews Reserve Com~
ponent (RC) Army National Guard (ARNG), and U.S. Army Re-

- serve (USAR) practitioner credennals ﬁ]es (PCFs) and takes action -
“inopefparagtaphs 64 and 6-5. o e -

“r
d. Chiefs of departments, services, or clinics. Tn their areas of

responsibility, these chiefs will at least—

(1) Retain accounitability for all professwnal and administrative” ™

functlons

2) Develop criteria for grammg chmcal perlleges

(3) Provide recommendations for granting and renewing clinical
privileges based upon the performance of each practitioner who
practices in that department.

(4) Evaluate and document the credentials and current compe-
tence of HCPs not individually privileged.

(5) Evaluate causes for, and participate in response to, untoward
incidents.

(6) Serve as a coordinating point by providing information about
hospital and patient care affaxrs to members of the department.

(7) With the help of relevant support personnel, plan and conduct
QA meetings of the department.

(8) Provide for reports to hospital or dental committees as
follows:

(a) Quality assurance committee. Data concerning clinical QA
issues to include monitoring and evaluation of quality and ap-
propriateness of patient care. (See also para 2-1a.)

(b) Credentials commiree. Recommendations concerning clinical
practice or conduct problems of pracmxoners
(¢) Others as appropriaté.

.. (9) Counsel and advise mleldua)s and initiate . admmlstranve dc
tion on questions about clinical comipetence of perforiancé; disres = T

gard for reasonable rules, lack of respect for coworkers, suspected
impairment, or practicing outside the scope of clinical privileges
that have been granted.

(10) Establish a systematic program for recognizing those within
the service or department who make exceptional contributions to the
care of patients through clinical competence and/or leadership in the
provision of such care.

e. RC commanders. RC commanders are responsible for the ad-
ministration of policies in this regulation. They are responsible for
the effectiveness of QAPs within their commands to include—

(1) Establishing a credentials committee.

(2) Appointing a QAC.

(3) Establishing, reviewing, and maintaining PCFs.

(4) Providing updated PCFs for review by each serviced MED-
DAC, MEDCEN, or DENTAC. (See chap 6.)

(5) Approval of privileging actions for assigned or attached prac-
titioners engaged in providing health care during unit controlled
activities (for example, physical examinations, immunizations, den-
tal examinations, field exercises, medical support missions, and so
forth).

J. MEDDAC or MEDCEN QAC. The QAC is the overall manager
of the MEDDAC or MEDCEN QA activities who plans, organizes,
coordinates, and evaluates QAP functions outlined in the QA plan.

~(See para 3-6.)

g MEDDAC or MEDCEN risk manager. The risk manager is the
overall manager of the MEDDAC or MEDCEN risk management
(RM) program who plans, organizes, coordinates, und evaluates the

- risk managément functions (pard -3-5). The risk manager - will also

i

~ director carries’ out the"QAP withinithe comiunity couiseling gen-, = - o -

n‘~-:~The -CEC clinical- consultant w1l

incorporate quality control procedures for medical materiel as part
of the overall RM program. (The dissemination of medical materiel
quality control information per AR 40-61 is the responsibility of the
chicf, medical treatment fucili (MTF). logistics division.) {See
para 3-7.) ’

h. MEDDAC or MEDCEN credentials specialist. Where this is a
separate function (not performed by the QAC), the credentials spe-
cialist will initiate and maintain the provider activity files (PAFs)
and the PCFs for all MEDDAC. or MEDCEN practitioners. There
will be coordination with the QAC and risk manager to- assure:

. proper information flow. Upon transfer or permanent change.of. . . ..
“station”(PCS) “of .the.practitioner, there,will be a timely majling of .. . . . ..

the PCF (para 4-3a).

i. Community counseling center clinical director.. The- clinical -
ter. (See para 8-2.)

j. The community counseling center (CCC) clmzcal consulz‘anr

(1) Assist the CCC clinical dlrectox in. the development of the
CCC QA plan.

(2) In coordination with the clinical d]rector, assist in the coor-
dination of the CCC QA plan with the MEDDAC, MEDCEN, or
DENTAC QA committee.

“(3) Develop criteria for clinical privileges of CCC HCPs with the
depattment, service; ‘or tlinic chief appropriate to the profession of
the person applying for privileges.

1-5. Objectives of the QAP
The objectives of the QAP are to assure that personnel of MED-
DAC, MEDCEN, or DENTAC—
a. Deliver quality patient care subject to the availability of space
and facilities and the capabilities of the medical and dental staff.
b. Reduce risk-creating incidents and adverse effects to patients.
¢. Improve provider-patient communication and patient
satisfaction.
d. Enhance coordination and communication among HCPs and
clinical and ancillary services.
e. Improve the HCP screening, selection, and accession process.
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/. Objectively.evaluate practitioner performance through perform-

ance-based cr:tera and other QA mformancn as def ne’l in: thxs~
s ”me!.,tmn i -

Ewcaw M[DBAC MEDCEI\, und DENTAC personici on’
QAP requirements.
h. Enhance the skills and knowledge of practitioners.
i. Consolidate QA efforts into one comprehensive program.
j. Reduce medical malpractice cases and claims to the maximum
extent possible.

1-6. Quality assurance education

Education not only improves the MEDDAC, MEDCEN, or DEN-
TAC clinical, administrative, and ancillary services personnel’s un-
derstanding of QAP objectives and requirements, it also provides a
forum for multidisciplinary discussion of and education on QA
issues. Both successful QA efforts and identified problem areas
should be communicated to all elements of the activity. Results of
QA evaluations will be discussed in department, service, and clinic
meetings. Identified areas for improvement will be presented.
Trends having educational value or showing a need for changes in
policies or procedure should be presented.

1-7. Corifi’dentfélity statute
a. Statute. The National Defense Authorization Act for Fiscal
Year 1987 {Public Law Nov 00.641 (PL 90 £41), caction 1102, title

. disclosure of or ‘ies

wdations, evalustions
ity except in limited
Hnos, minutes, reports,

o

I ~08 OF UﬂUll'}"\ ¥
ommons or acticns taken by the QA
situations, These records include sny proc
or other records emanating from DOD QA program activities that

" are produced or compiled by DOD as part of a medical QAP. The
" statutory privilege is designed to improve the quality of medical
g a thoroneh and candid medical peer review

b. Stutute provisions. The stutuie—
(1) Establishes the confidential and privileged nature of QA
information..

(2) Prohibits disclosure of records and testimony concerning the
records except in certain circumstances. (Sce e below.)

3) Estabhshes penaltles for unauthorlzed cllsclosure (See g

'below) T
G Provides™ 1mmun1ty from civil liability Tor anyone “who, n
good faith, participates in or prowdes information to a person or
~body -engaged in ereating or reviewing medical QA records. -(The

faw specifically provides that- (A records may not be ‘subjectto -

discovery or admitted into evidence. . .” except as provided by
.-statute.) The-lawidoes not limit access t¢ information in & record
created ind maintained outside a DOD medical or dental QA
“gram-even though
become incorporated into a QA record—for example, a patient’s
medical or dental record.
¢. Inclusion. To receive coverage under this statute, QA and RM
activities will be clearly identified. For example a commander’s
Cinvestigation-under AR-15€ would not nomaally Lo o A funclion
while a QA investigation using for convenience the format of an AR
15-6 investigation would be.
d. QA record. A medical or dental QA record is defined as “the
proceedings records minutes, and reports that emanate from” QAP

before, on, or after the date of enactment of this scctxon by or for
the DOD to assess the quality of patient care. . . .” The statute
specifically includes within the definition of QAP any activity de-
signed to assess the quality of patient care carried out or conducted
by individuals; MEDDAC, MEDCEN, or DENTAC committees; or
other review bodies responsible for credentialing, infection control,
patient care assessment, medical and dental records, health resources

“it ‘may be preseiited foa peer review body-and -

_ dental incidents. and risks. ... ...

Jized and unauthorized releases or wh

management review, and identification and prevention of medical or

‘e Exceptions fo- nondmaoszue The statute aHov\s dt%c osuve - @f

‘“.C!&E’“P‘ xom'nﬂ uu»ﬁ ng O

tlon ﬁlnCt]Ol’lS regardmg DOD health care fac1htles or conducting

required monitoring of an MTF or a dental treatment facility (DTF).

(2) An administrative or judicial procecding commenced by a
current or former DOD practitioner concerning the revocation, re-
striction, or suspension of the practitioner’s clinical privileges.

(3) Governmental boards, agencies, or professional health care
societies or organizations if needed to perform licensing, credential-
ing, or monitoring of the professional standards of any present or
former member or employee of DOD.

(4) A hospital, MEDDAC, MEDCEN, or DENTAC, or other
health care facility to assess the professional qualifications of a
current or former DOD practitioner who has applied for or has been
granted authority ‘or employment to provide health care scrvices in
or on behalf of such institution.

(5) Officers, employees, or contractors of DOD who have need
for QA information in the performance of their official duties;
including, but not limited to, claims attorneys, claims officers,
claims investigators, criminal investigators, and The Inspector
Gencral.

(6) Criminal or civil law enforcement agencies or instrumen-
talities 1f

Y c’”c, ulmguu \.muu appncaLm faw Wi B1e pTULLL[IOIl of

pmudea fox a purpose authorized by law.
(7) Protect the puhhc heuith or Lut only with respcct to the

I Y Thoan u;‘.;v, SiTutive i Juaverored P UG «.m“ ’1U\lonx u\ a4
cnmmal or civil law enrorcement agency.
f Secona’my disclosure. The records of the QA activity or testi-

mony EIVEH concemmg the QA plocess remam confi denhal and

QA records or testlmony

g. Deletion of names. All names included in a QA record, except
for the name of the subject of a QA action, will be deleted from the
record before disclosure outside DOD. The requirement does not
apply to reledses under the Privacy Act.

h. Penalty provisions. Penalties range from a_$3,000 fine for. a

" first offense of wiliful and knowing disciosure of a QA record to
" $20,000 for subsequent violations. The penalty provisions apply to ~

any person who makes an unauthorized disclosure of both author-

ile privileged inforuation.

i Disclosure. In no instance will QA records or 1nformatxon be
releared to anyone other than AMEDD- personnel-in-the- perform- .-
ance of their dufiés without the written approval of ¢ he MEDDAC,... . ...
- MEDCEN, or DENTAC comuander. (The: commander should con--:. -

sult with a judge advocate or civilian legal adviser concerning ques-
tions of releasability.) The following will be included on the
transmittal of any QA document: “Quality Assurance Document
under 10 USC 1102. Copies of this document, enclosures thereto,
and information therefrom will not be further released under penal-
ties of the law. Unauthorized disclosure carries a minimum $3,000

" fine.”

Jj. Processing of requests under The Freedom of Information Act
(FOIA). While QA records are exempt from access under FOIA,
processing of these requests (with legible copies of requesied re-
cords) to the appropriate ‘nitial denial authority (IDA) is requiréd.
The IDA for these records is TSG.

1-8. TOE treatment facilities
This paragraph applies to TOE facilities not operating as a fixed,
permanent MTF in peacetime.

a. Patient treatment in TOE hospital units not operating with
their complete authorization of TOE personnel and equipment will
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be permitted to the extent authorized by mdjor MhDCOM
commanders.. ... — [T
b Thc c’c-';mmander of the TOE un’xt wxll propése & qcope of 7
ing the exient 1o which the facility will-=
be*op’eraﬁtma’rrrrclﬁdmg prop‘osed s‘rafﬁ?‘fv‘durmg its~operatioin This™
will be submitted to the director of health services (DHS) for the

area of operations. '

c. The DHS and the TOE commander will provide a plan that
will include the scope of practice and the professional support and
backup required from the fixed MTF. This specific plan will be
forwarded for approval to the major MEDCOM commander, ad-
dressed to the attention of the deputy chief of staff for clinical
services. The major MEDCOM commander will approve, modify, or
correct the plan. The major MEDCOM may delegate approval au-
thority to the DHS.

Chapter 2
MEDDAC and MEDCEN Quahty Assurance Program
committees

2-1. Committees,

The complexity of committee organization will depend upon the
size and composition of the medical staff and the size and mission
of the MEDDAC or MEDCEN. Each separate activity with a Medi-
cal Corps (MC) off'cer comimandirig will have a QAP. The follow-
ing QA committees, at least, will be formed: -

a. MEDDAC or MEDCEN QA committee.

(1) The QA committee (the executive committee of the clinical
staff)will actively participate in the QAP, assuring that quality care
is being delivered within the MTF and by the separate activities
under #s command.Table 2-1 will be used as a guideline for a
calendar of reports. Separate activities will also report on a regular
basis.

(2) The QA committee will—

(a) Evaluate all practitioners who provide the same patient care
service using the same standards to ensure that care will be of the
same level of quality.

(b) Approve the MTF written QA plan.

(c) Review patient care evaluation, utilization management, and
RM activities to include followup carried out in the MTF.

(d) Have the authority to require corrective action within the
parameters of-the MTF’s mission; policies, and programs,

(e) Notify the MTF executive committee when action is not im-
plemented within a reasonablé time.

(/) Integrate and coordinate QA findings, recommendations, and

actions.. Wher problems or opportunities to. improve .patient care .

involve more than one départment or service, e committee will
communicate 1nformat10n among departments or servwes (See para
3- 66) S - !

(O) Report pemnent “findings ‘to the credentxais commxttee

(h) Determine the overall effectweness of the (AP at least
annually.

(i) Identify resources to unplement an effective QAP.

(j) Perform executive committee of the medical staff functions

per Joint Commission on Accreditation of Healthcare Orgamzatlons

(JCAHO) medical staff Standards™

(3) The exact composition of the committee should be deter-
mined by the commander. However, the committee will consist of a
majority of physicians; the chief, department of nursing or repre-
sentative; the chief, patient administration division (PAD), and/or
the medical record administrator; and the QAC. A physician will
serve as chairperson. This committee minus those not privileged
may, based on individual facility needs, act as the credentials com-
mittee (see b below).

(4) Copies of all minutes and reports from all QAP activities will
be submitted to the MTF QA committee for review, analysis, and
further action as necessary. These minutes will contain findings
from ongoing monitoring and evaluation of the appropriateness of

) “‘(S‘)“Prdblems t‘h"ﬁf” are 1dent1ﬁed‘ ind Fesolutions or‘o“;iﬁo?tﬁnﬁ‘“ 63

. Unit: Nutrition care -~ ..

care and treatment provided to patients.Table 2-1 will be used as a
guideline for frequency.of reporting. (The QAC will contacpdepart-v -
ments and Services not suBmxttmo mmutes and reports in a_timely:

T ?ouGT ).

to improve care will be reported as well as the results of activities
undertaken to improve that care. Problems and issues requiring
further action, together with recommendations, will be reported.
Identification of issues not within the province of the reporting
entity, including logistical and administrative matters, will also be
reported. The minutes, summarizing the MTF QAP activities, to
include conclusions, recommendations, and actions taken, will be
sent to the MTF’s executive committee.

Table 2-1
Calendar of QA review and evaluation reports to the MEDDAC or

MEDCEN QA committee

Unit: Alcohol and Drug Abuse Prevention and Control Program

(ADAPCP)
Submit: Feb, May, Aug, Nov.

Unit: Ambulatory care
Submit: Jan, Apr, Jul, Oct.

Unit: Anesthesia’
Submit: Jan, Apr, Jul, Oct.

Unit: Blood utilization
Submit: Jan, Apr, Jul, Oct.

Unit: Drug usage
Submit: Jan, Apr, Jul, Oct.

Unit: Emergency medicine service
Submit: Monthly.

‘Unit: Intensive Care Unit, Coronary Care Unit, and special care units’

Submit: Feb, May, Aug, Nov.

Unit: Infection control
Submit: Feb, Apr. Jun, Aug, Oct.

Unit: Laboratory/pathology
Submit: Mar, Jun, Sep, Dec.

Unit: Medical record
Submit: Feb, May, Aug, Nov.

Unit: Medical staff clinical department .
Submit: Monthly. - : R

Unit: Nursing department
Submit: Feb, Apr, Jun, Aug, Oct, Dec.

Submit; Mar, Oct.

Unit: Occupational therapy
Subinit: Jan;ABE, Jul, Oct.

Unit: ‘Physical therapy: ~ .0 .0 oo wwty
Submit: Jan, Apr, Jul, Oct.

Unit: Radiology/nuclear medicine
Submit: Feb, May, Aug, Nov.

Unijt: Respiratory.therapy. ... . ... . . . e i
Submit: Mar, Jun, Sep, Dec.

Unit: Safety
Submit: Mar, Sep.

Unit: Social work service
Submit: Feb, Aug.

Unit: Surgical case review
Submit: Monthly.

Unit: Utilization management
Submit: Monthly.

b. Credentials committee.
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will be referred to the QA committee for review and followup

action. (Careful analysis will be accomplished prior to initiating.

adverse- privileging action on the basis of an iselated-occurrence. On

_ the other hand, repeated occurrences by a-practitioner or- parncular

department or servi¢e must receive scrutiny and positive action in
order to protect patients from harm.)

d. Occurrence screening applies to all military and civilian practi-
tioners as well as interns, residents, and fellows who, under regula-
tions of the AMEDD, provide medical treatment in Army MTFs.
The screening will also be used to identify institutional problems.

e. Occurrence screening does not negate the completlon of DA
Form 4106 per paragraph 3-5b.

3-8. Emergency medical services occurrence screening
Emergency medical services (EMS) occurrence screening will be
used. Until necessary personnel are available, the criteria will be
used on a rotating basis; that is, one or two per month. Implementa-
tion of the AQCESS EMS module is recommended but not required.

3-9. Inpatient discharge survey
Every inpatient will be given the opportunity to complete, at dis-
charge, an evaluation of care received. The locally developed ques-
tionnaires will address the following:

a. Promptiness of the admission process.

b. Courtesy and friendliness of the admissions staff.

¢. Respect for patient privacy.

d. How well staff members identified themselves and explained
their purpose.

e. Satisfaction with HCPs; nursing staff, dietary services, and
housckeeping services.

1 Experiences with laboratory tests and x-ray or radiology
procedures.

g Whether it is clear that there was a primary care practitioner.

h. Overall rating of patient care received.

i. How well the staff members explained conditions, treatment
options, and expected resuits of the treatments.

Chapter 4
Credentials Review, Privileging, and Proceedings

4-1. General

a. - Credentials review and clinical-privileging must be effective in-

order to maintain-quality -health - care— Credentials- review- ncludes
verification of current licensure, certification, registration (as appro-
priate), education, training, experience, and current competence. The

nrivileging precess is directed solely and specifically to iie provi-

sion of quality patient care and is not a disciplinary or personnel
management mechanism. Privileging actions may, however, accom-
pany actions of an administrative or _}UdlCI’l] nature or may engender
such actions. In any event, they require independent Judgment and
fairness.

b. Privileging provides for processing through credentials com-
mittee channels those practitioners given the authority and responsi-
bility for making independent decisions to diagnose, initiate, alter,
or terminate a regimen of medical or dental care. This includes
physicians, dentists, nurse practitioners, nurse anesthetists, nurse
midwives, podiatrists, optometrists, clinical social workers, clinical
psychologists, and physician assistants. Also included will be per-
sonnel from the following professions when given individual clini-
cal privileges:

(1) Physical therapists.

(2) Occupational therapists.

(3) Audiologists.

(4) Clinical dieticians.

(5) Clinical pharmacists.

(6) Speech pathologists.

¢. Other HCPs who function under a standard job description,

protocol, or policies and procedures will not be privileged. Depart-

ment or.service chiefs may develop an intemal certification mecha~ .

nisi=to perform these functions. Hewever, any HCP may: be-.

- privileged when deemed appropriate by the MEDDAC, MEDCEN,

or DENTAC commander. Where full performance of a civil service ~
position requires the incumbent to be privileged, privileging is a
condition of employment.

d. Recommendations for granting of clinical privileges will be
made by the department or service chief, acted on by the credentials
committee, and forwarded to the commander for approval or disap-
proval. No actions of the credentials committee will be considered
final until approved and signed by the commander. In the case of
nonphysician practitioners, peer recommendations normally will be
obtained in addition to department or service chief
recommendations.

e. Practitioners will be granted privileges in the departments,
services, and clinics in which they practice, including the emergency
room. The clinical director of the Alcohol and Drug Abusc Preven-
tion and Control program (ADAPCP) will be privileged.

f Granting of clinical privileges will be based on education,
specific training, experience, and current competence, taking into
account the limitations of the MTF support staff, equipment, capa-
bility, and so forth, which may limit a practitioner from carrying out
some health care activities. Inquiry will also be made to the Na-
tional Practitioner Data Bank (para 4-13/) prior to initial granting of
clinical privileges. In no instance may a person be assigned or
privileged to perform professional duties unless qualified by educa-
tion, training, and expcricnce to perform them. Dchavioral compe-
tence and health status are also elements in this decision-making
process.

& Reappraisal of defined clinical privileges will be completed at’
least every 2 years and when a practitioner changes station. (For
RCs, sce chap 6.)

h. Clinical privileges may be ignored only in the case of an
emergency. An emergency is a condition in which the life of the
patient is in immediate danger or he or she may be permanently
injured if treatment is delaved. In such cases HCPs will be expected
to do il in their power to save the patient’s life or prevent injury.
This includes calling for available consultations.

i. Bach department, service, or clinic will develop criteria for
granting clinical privileges in that department, service, or clinic.

4-2. Clinical privileges
Clinical privileges are the type of practice activities permitted in the

granting MEDDAC, MEDCEN, or DENTAC, within defined limits, =~
~-based on the practitioner’s education; professional license, as appro=--

priate; experience;current competence; ability; judgment; and health
status. .
“m Staffprivileges.”

(1) Courtesy privileges. These are clinical privileges given to
practitioners assigned to the MEDDAC, MEDCEN or DENTAC for..
short periods; that is; temporary duty (TDY) of 180 days or less”
They may also apply to a practitioner located in geographic. proxim-
ity to an MTF or DTF during military training exercises-but not
assigned to the facility. These privileges may be granted by the
commander of the receiving facility after written or telephonic com-
munication with the practitioner’s commander or commander’s rep-
resentative, if appropriate. Courtesy privileges do not apply to
ARNG or USAR practitioners.

(2) Consultant privileges. These are advisory clinical privileges
given to military or civil service practitioners designated as consult-
ants or experts. A PCF will be initiated per paragraph 4-6. The PCF
for the civilian consultant or expert will include, as a minimum, DA
Form 4691-R (Initial Application for Clinical Privileges); board -
certification, updated curriculum vitae, letters of recommendation,
and verification documentation. DA Form 4691-R is located at the
back of this regulation and may be reproduced on §%- by 11-inch
paper. Consultants or experts who provide direct patient care must
have formal privileging (para 4-8).

(3) Temporary privileges.

(a) These are clinical privileges given to active duty practitioners
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when reporting 10 a new duty station with an incomplete PCF or
_without a PCF. When a practitioner requests clinical privileges by .. ..

letter at the gaining MTF without a completed PCF (or the PCF ha

not:yet arrived);-the -practitioner.mav- he granied temporary-
leges by the commander on- the recemmerdation afthe chi R
applicable department or service or the DCCS. Temporary privileges

do mnot require review or recommendation by the credentials
committee.

(b) The practitioner will ‘sign an acknowledgement of having
received and read the MTF medical staff’s current rules and regula-
tions and an agreement to be bound by their rules and regulations
pertaining to temporary privileges. Temporary privileges may be
granted for a stated time not to exceed 30 days. Information on
available items of education, training, licensure, and so forth will be
obtained from the QA Provider Actions Branch, Quality Assurance
Division, Directorate of Professional Services (SGPS-PSQ), 5109
Leesburg Pike, Falls Church, VA 22041-3258, AUTOVON
289-0088 or commercial (703) 756-0088.

(¢c) A practitioner with temporary privileges will be supervised by
a designated MTF staff member. This supervisor must be privileged
and of the same specialty area in which clinical privileges are
requested (or any other privileged member of the staff when a
specialist-in the same discipline is not available). The supervising
member musi be designated i writiug. ’ -

(d) Temporary privileges will be used for active duty military
practitioners only and will not be granted pending the processing of
ciinical privileges applications for R or cvitian pracrinoners. Ali;
the temiporaly pinod, Gle praciitiviucr wili s p-wced uir provisional
status in accordance with * Vg below At DTFs, the DENTAC v

place the niactitioner on temporary statie arrange for supcrvision,
and approv
4y D,

stonal status
ndiviona! privi-
C Sl v gmeciionTe fewiy sssigned © g foility or
discipline; for example, when they first come on active duty or
become employed by the AMEDD, change duty stations, or com-
plete a Graduate Health Professions Education (GHPE) program in a
difr x ARG Pical o
after se noa sty {for eoample. inoan
trative or leadership role) for more than 1 year will be given only
provisional privileges, regardless of the reason for the nonclinical
service, to-permit-an-evaluation of their current clinical competence.
Action pertaining to civil service employees regarding performance,
training,-conduct, and probationary periods will be coordinated with
- the-appropriate civilian personnel-office (CPOY-~-- . . . -
-----{a).:The-period-of provisional privileges will be. 365 days (para
4-4a). However, the provisional privileges may be reviewed by the
commander and defined privileges granted or other action talcs. if
priate; -based-on the teview. The risks. associated- with -t
“activities for which privileges are sofight and thie frequency with
~  which procedures are performed should be taken into: consideration.
T (b) Failure 16 attain and -retain ‘required. proficiency -levels. for ...
defined-privileges by the end of the provisional period wili require
R evatuation a8 to whether revoéation or permanent restriction” of
privileges is appropriate. For practitioners completing a GHPE pro-
gram in a different specialty area and failing to attain proficiency
levels, an evaluation to determine privileging in his or her prior
credentialed specialty area will also be accomplished. A decision
Jrwhcther to scparate the practitioner will be inade Uy i commander
following the privileging action (AR 635~100).

(c) During the provisional period, practitioners will be supervised
directly or indirectly depending on the recommendations of the
credentials committee. The appointed supervisor will submit
monthly reports to the credentials committee; however, quarterty
reports will be acceptable after three successive satisfactory monthly
reports.

(d) RC practitioners whose professional credentials have been
reviewed and accepted by the credentials committee for a period of
active duty at the MEDDAC, MEDCEN, or DENTAC will be given
provisional privileges at each facility where active duty for training
(ADT) is conducted. Repetitive ADT at the same facility may result

‘dleges. Provisional clini

sor o g ey sy

il

I8

§-
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civilian orﬂx'nil{t_ary school (other than gri
“educatian),. the, PCY will he 3

 clinical pr

in the facility granting defined privileges based upon credentials
committee review. and .the commander’s approval. ... . .

(5)Defined privileges.-These are clinical privileges aiveéi” the -
individual by the «
Is committen Hon
b. Privileging actions. Several

1Ot

privileging actions are available to

. the credentials committee and the commander. (Individuals enrolled

in GHPE are controlied by AR 351-3.) (Sec para 4-84.) The fol-
lowing are privileging actions that may be taken after performances
are documented:

(1) Privilege reappraisal. (See para 4-8e andf)

(2) Abeyance. This is the temporary assignment of a practitioner
to nonclinical duties while an internal or external peer review is
conducted. This period will not exceed 14 days except that the MTF
may grant a single additional 14 days by order of the commander.
Such abeyance periods arc not considered adverse actions with
regard to privilege sanctions or reporting requirements.

(3) Augmentation. This is the addition of clinical privileges not
previously held by the practitioner. Augmentation is based on addi-
tional training, sustained superior performance, correction of
previously demonstrated deficiencies, or other objective evidence of
increased expertise.Reappraisal per paragraph 4-8e is required.

(4) Suspension. This is temporary removal of all or part of a
practitionir’s privilege, tused on incompeterce, negligence, or un-
professional conduct, or other factors that do or may affect the
appropriateness of the practitioner’s privileges.

5} Restriction (/fi:mmm‘n/. FHIEES PeThidneTt iciioval of a poi-
TOF A practivong.l ;

IOIBRIE privasgs
ional conduc: ar erhes s

d o licespeicice,
¢ activities

v the

{8) Revocarion. Tis is permanent removal of all clinical privi-
In most such will be followed by action 1o

anate the o

fheesis DU G e dpara <2 <)
4-3. Transfer -

a. Practitioner change of siation or employment. The credentials
af the losing MERDAC, MEDCEN, ¢+ DENTAC will

[

commi

ed L

! o felain oo 5
commander of the receiving f .. The PCF will be forwarded far
enough in advance to ensure that it arrives at the receiving facility

Dt T i o T T LSO e JRPRPE DR S I
av g satisfactory provisiene! perind

no later than 15 days before the. practitioner’s reporting date. If.the . .

gaining . facility has not received the PCF upon the practitioner’s
arrival, the facility will take immediate steps to locate the missing

 PCF. Temporary privileges may be granted to the active duty practi-
‘tiomer (para 4-24(3)). ’ e
b." Administrative position or school. If the practitioner changes

station to a position involving no clinical practice or attends a
luate medical or dental
=ntoto HQDA [SGPS-PRQ), 5109
Leesburg Pike, Falls Church, VA 22041—3258._T'hes¢ files will be

held until requested. (The PCF may be requested. by a collocated

MEDDAC, MEDCEN, or DENTAC if the practitioner engages in~ T
pra ile attending school.) For those attending mili=.

actice while :
tary graduate medical or dental education, the PCF will be for-
warded to the military facility conducting the internship, residency,
or fellowship training.

4-4. Practitioner’s separation

a. Military. . o

(1) A military practitioner who is not in compliance with this
regulation may be eliminated from the service under the provisions
of AR 635-100 or AR 135-175.

(2) Active duty members leaving the service in a less than fully
privileged status will not receive an appointment or assignment in
an AMEDD branch of the RCs.

b. Civilian practitioners. A civilian employee’s failure to attain
or to maintain the required proficiency levels and the ability to
practice may be a basis for separation since the employee is not
qualified to retain his or her appointment to the position. Command-
ers may consider separation under three approaches, each of which
requires close consultation with the servicing CPO:
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(1) Separation during probation. 1f the practitioner is serving

under a probationary appointment.(initial competitive.appointment,.

typically:-a 365=day:period), the practitioner may be separated urder:

the provisions of Federal Personnel Manual (FPM), chapter 315.
Such an action must be completed before the end of.the last duty. .~

day prior to the practitioner’s 365th day after appointment. For
practitioners who are under probation, this is the preferred route,
and warrants close scrutiny of employees during their first year of
employment.

(2) Separation based on performance. This approach is based on
poor performance of one or more critical elements in a practitioner’s
performance plan, and need not include a loss of privileges. This
action is taken under the provisions of section 4303, title 5, United
States Code and FPM, chapter 432. There are significant rights to
notice, opportunity to improve, and to seek external review.

(3) Separation based on loss of qualifications. This approach is
based on the fact that the practitioner is no longer qualified to
perform the duties of the position to which he or she was appointed,
or when misconduct or malfeasance serve as a basis. (The miscon-
duct must be related to the practitioner’s ability to perform the
duties of the position—the “nexus” requirement.) There are signifi-
cant rights to notice, hearmg, representation, and appeals beyond the
agency

PR

4-5. Cross-servicing of practltloners credentials files
PCFs will be provided as supporting documentation for those practi-
tioners who request’ interservice transfers. These files will be certi-
ficd copics and will be added to the transfer request by the
practitioner’s MEDDAC, MEDCEN, or DENTAC commander. Cre-
dentials files of applicants not selected for AMEDD service
(prese ection credential review) will be made available to recruiting
agencies of the other Serwces on request.

4-6. Preselectlon credentlal review
a.- Verification. Prior to appointment to the military, civil service,
consultant status, foreign national local hire, or as a contract practi-
tioner, a verification of education, training. experience. licensure
and/or certification and/or registration, and current competence will
be completed. (See para 4-13f)
b. PCF. Information will be obtained so that a PCF can be
. Initiated. -(This -information will serve as the basis of the PCF
throughout that practitioner’s service career, or for nonmilitary
health care pxactiﬁoners the entire period they work within the
AMEDD) Following is the information needed:

(1) Copies.of qualifying education degrees (including’ diplomas)

needed for the performance of clinical privileges and verification of
the authenticity of these documents (para 4-6c).

(7) Copxes of_required. postomduate nammg —certificates. for the .

prmmges in’ the“area~of-“work; for exampit;” mtemshrp, resmency, S

fellowship, nurse anesthesia school and verlf catlon of the authen-
tlc1ty -of :these-documents. i

*(3) Copies-of.State. licenses- and. current renewal cemﬁcates and C

~Educational- Commission- for Foreign -Medical ‘Graduates (ECFM&)--

certification when applicable. A list of all licenses ever held will be
provided along with an explanation of any that are not current or
that have ever been subjected to disciplinary action, and a statement
that this list with explanations is complete and accurate. There will
be verification. of licenses and certificates. .

(4) Copies of specialty board certificates and fel lowshxp cemf -
cates and verification.

(5) A curriculum vitae to account for all periods of time subse-
quent to obtaining the initial qualifying degree.

(6) Proof of current (within 1 year) competence (letters of refer-
ence and a recent description of clinical privileges as concurred in
by the supervisors of the practitioner per ¢(5) below).

(7) A statement of involvement in malpractice cases and claims
to include a brief description of the facts of each claim settled on
the behalf of the practitioner.

(8) Any history of disciplinary action by hospitals, State licensure
boards, or other government agency.
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(9) A statement regarding physical and mental health to include

any history of .drug . or.alcohol abuse.
(10) An interview summary-by at-least one Medlca Corps (MC}

- officer on -active -duty- (app ies to MC only).

-(11) Al "cutrent’ and prior” Drug bnforcement Aoev‘icy (DEAY -
numbers, as appropriate.

(12) National Practitioner Data Bank query.

¢. Verification.

(1) Preselection verification of military (para 4-6b) will be com-
pleted by the AMEDD Officer Procurement Division, U.S. Army
Health Professional Support Agency (SGPS-PD). Verified copies of
all the documents along with DA From 71 (Oath of Office—Mili-
tary Personnel) and a copy of orders will be sent to the first MED-
DAC, MEDCEN, or DENTAC to which the practitioner is assigned.
A duplicate packet will be given to the appointee. (These documents
will serve as the basis of the PCF throughout the practitioner’s
service career.)

(2) Before selection of Civil Service, civilian consultants (ex-
perts), and foreign national local hires, there will be a preselection
verification of education, training, experience, licensure and/or certi-
fication and/or registration, and current competence. (See para B-5.)

(3) For verification of education; training; licensure and/or regis-
tration, and/or certification; ECFMG; and board certification, if ap-
plicable, either an original letter from the educational institution or
certifying body, attesting to successful completion of specialty train-
ing, or verification by telephone communication between the

recruiter and the education institution or specialty board will be .
used. Telephone verification will be recorded on the document itself”

and on official letterhead and signed and dated by the individual
making the phone call. These letters will be placed in section VI of
the PCF.

(4) If the medical or dental diploma has been issued by a foreign
medical school in a country that hus no diplomatic relations with the
United States, the MEDDAC, MEDCEN, or DENTAC will contact
HQDA (SGPS-PSQ) (AUTOVON 289-8000; commercial (703)
756-8000) for verification.

(5) For verification of experience and current competence at least
two letters of recommendation from appropriate sources in (a), (6),
and(c) below are required. The letters will be mailed by the author
directly to the recruiting agency, MEDDAC, MEDCEN, or DEN-
TAC. These descriptions of recent clinical privileges will be
verified.

(a) A letter from either the chief of staff of the hospital, the
clinic administrator, the professional supervisor, or the department

“head, if the appointee has professxonal or clinical privileges. or 1s.
" “dssociated “with a hospital or clinic.

( b) A letier from the director or a faculty member of the appoint-

gram - within the fast 5 years-

(c) A letter from a practitioner (in the appomtee: s dlsmplme) who B
.the-appointee’s, professional, standing, - =~~~
ample, a peer or a presideni or secretary.. . .
~of the-lecal professional- society. A letter from a peer-and-a. pr@fes-- rmme e e

sional association or society association is mandatory if the ap-
pointee is self-employed.

(6) A copy of the appointee’s Federal narcotics license, if appli-
cable, will be submitted and verified with the DEA. The capability
of prescnbmg unrestricted. drugs, will. be determined,

" d. Contract practitioners. Civilian contract practltloners must

meet the same requirements as civil service practitioners
(c(2)above). For verification of education, training, and experience,
see paragraph B—4.

e. Privileging. Granting of clinical privileges will be withheld
until sufficient vetified data to doGument training, experience, and
current competence is available.

4-7. Preselection experience and reference checks
a. The following are general guidelines for HCP experience or

reference checks:
(1) Always verify by telephone any reference information ob-

tained in writing.
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(2) In general, do not limit reference checks to those given by the of Privileges—Specialty) will be completed upon arrival at ihe ini-
.. pravider..on. the. application form. Providers. must. be.notified.that. ...
“other individuals ‘tnay be -contacted. . C e

Wurﬁt;oner The-specialties:

A-for=thé- comesponaing DA

series number) DA form 5440-R-series will be reproduced loca]ly
on 8%- by 11-inch paper; copies for reproduction are located at the
back of this regulation.

(a) Anesthesia.

(b) Dentistry.

(c) Family practice.

(d) Internal medicine and subspecialty.

(e) Neurology.

(f) Obstetrics and gynecology.

(g) Optometry.

(h) Pathology.

(1) Pediatrics.

(j) Podiatry.

(k) Psychiatry.

(I) Psychology.

(m) Radiology/nuclear medicine

(n) Surgery.

and- the copies sted'be'taw -are

peers for reference checks

b. The following are physician applicant contacts for referen-
ce(comparable contacts can be made for other HCPs):

(1) For physician applicants now in practice—

(a) Start with the names specified by the applicant on the appli-
cation form.

(b) Call the chief of staff of the present hospital where the appli-
cant holds staff privileges and previous hospitals where the appli-
cant held staff privileges.

(c) Call the chief of the department of the present hospital where
the applicant practices, if appropriate. ‘

(d) If the physician applicant is a member of a medical staff with
fewer than five members, call the president of the local medical
society. Ask the president for another reference.

(e) 1f the applicant has been in practice less than 5 years and the
previous information is not satisfactory, contact the director of the

applicant’s residency program. e
() If.problems regarding the physician’s relationship with cther (,0) gurse abistberlsts. o
professionals are suspected contact the director of nursing of the (p) Nurse QUAWIVES.
(g) Nurse practitioners (adult).

(r). Obstetrics/Gynecology (OB/GYN) nurse practitioner.
{s) Physician assistants.
(z‘) Dieigiics.

/1) Occupational therapy.
{v) Physical therapy.

{3 bmerﬂcncy medlcme

presem hospxtal or a nursmg supervisor of the unit most frequently
1 i

g qucsuons for’

mpetence (A) Troop medical clinic physmans
checks as appropnate (comparable questlons can be asked for HCPs (aa) Troop medical clinic dentists. - -
) other than phys;cnns) ‘ ) (ab) Troop medical chmc physwran assistants,
K s e OS] sl e
SRR -t i N . appUiiicd © o odist LILL' STudililt or }J!MLL of cployment, ¢
explanauon DAC, MEDCEN, or DENTAC credentials committee will review
(2) Are you aware of committees of the medical staff ever con- the preselection validated documents (para 4-6) and completed DA
sidering - or- ectually~taking action against this physician for poor Forms 4691-R and DA Form 5440-R-series. Based ‘onthis review, -
medical practice? the credentials committee will forward its recommendation for clini-
(3) Have you heard concerns expressed by the medical staff over cal privileges to the facility commander.
the - quality .of this physician’s practlce’) If yes, ask for an (3) If the appointee disagrees with the MEDDAC, MEDCEN, or
explanation. . . .. - SRR - DENTAC commander on the initial privileges to be granted, he or
(4) Does the physmlan work well with other members of the she may appeal per paragraph 4-10. Pending appeal findings, the
medical staff? If no, ask for an explanation. privileges, if any, will ke as granted by the MEDDAC, MEDCEN,
S Do-you-apa-other members.of fhe medical- comnwnx*y ot - z0r-DENTAC commander, PR
sider this physician - a-medical “staff leader? It no, ask for an b DA-Forwi 4691-R" DA Torm 46‘)1—~R pr0v1des ¥ synop51s oi
exp!anatxon o - S — - -~ - education and experiential background of each practitioner. at- the
<TG TGES THHE plxyblClan refate. well.andzin.a piofessionai. dianner.... .. . time of initial application fusTiical pxwrleges Tt-ipcludes” profes—‘.,_.,;..,.... e
with ‘members of "he hospital emp oyee staaf‘rlL Tf ne—-ash for an qlonal education, postgraduate - training, previous hospital-assign-
“explanation:~ ©- - - raents;-certification “and professional” somety memrbership;—and-

credennals action history. Form 4691-R is completed only at the
practitioner’s initial duty station or place of employment.

¢. DA Form 5440-R-series.

(1) DA Form 5440-R-series will be used for granting of clinical

(7) Does the physrcran have, or has he or she had in the past, any
personal problems (for example, alcoholism or drug abuse) that
have interfered with the professional practice? If yes, ask for an
expianation

;n‘ Hav e r\b\@wun ever logt admvfnr\g p“-" tlae zes hornmage o - - -
failure to comply with medical staff bylaws or mles and regula-
tions? If yes, ask for an explanation.

(9) Does the physician complete medical records in a timely and
careful manner? If no, ask for an explanation.

d.. Records for each contact must be maintained, including-names e oos
disease or procedure-based method, care must be taken to ensure

These forms combine a categorical (patient risk and training of
practitioner) and disease and procedure-based (listed specifically)

approach by discipline.
(2) For the nonphysician practitioner serving in an expanded role,

of all parties to the call, date, and summary of the call. OF 271

(Conversation Record) may be used. Contacts should be advised that the practitioner has credentlals’ to perform each functlon. or

that the practitioner may be provided with this information. procedure and tha}t_ he or she recognizes every'bazard or comp lica-
tion for the condition or procedure. The practitioner will complete

4-8. Clinical privileging the left-hand column, initialing the category and privileges re-
quested. The department, service, or clinic chief will initial the

a. Initial application for privileges.

(1) DA Form 4691-R and DA Form 5440-R-series (Delineation right-hand column. The credentials committee chairperson will com-

plete the “Recommendations” portion on the last page. The last page
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---tial duty station .or-place_of employment. The forms. will.be com-_
. “pleted-in ‘diplicate. The originals will be given-to the:PGF custedian::

i

only the disease and procedure approach is used. When using thxs_”

-nrivileges for practitioners in one of the specialties listed.in.g above.. ... ..




will be dated and signed by the department, service, or clinic chief;

the credentials- committee chairperson;. and .the MEDDAC, MED-.

CEN, or DENTAC commander.

(3) For practitioners who are assigned to-one- departmem or serv-- - -
ice and request privileges in another appropriate- chiefs in both

departments or services will be named and will initial on the last
page. The practitioner will document any education or training that
was taken since completion of DA Form 4691-R or the last DA
Form 5440-R-series. This education or training will be verified by
the credentials specialist (para 1-4%). (See para 4-11a(4)(a).) When
privileges are modified from those requested, state the reason under
“Remarks.” (Examples of such reasons are lack of technological
resources (will be included on updated DA Form 5440-R-series),
lack of ancillary staff, AMEDD unauthorized privileges, lack of
practitioner credentials, and professional performance.) When appro-
priate, only the last page of DA Form 5440-R-series will be com-
pleted for a privilege status change; that is, provisional to defined
status.

d. D4 Form 5440-22 (Delineation or Privileges). This form is
completed for those specialties and expanded role functions not
otherwise included in the DA Form 5440-R-series; for example, for
a dermatologist This group of practitioners includes all of those
This is a special form and whenever used a copy Wlh be forwarded
through the next higher medical headquarters to HQDA
(SGPS-PSQ), 5109 Leesburg Pike, Falls Church, VA 22041-3258.

e. Periodic clinical przwleoes reappraisal (renewal).

(1) Practitioners will be contmuously monitored to ensure that
quality patient care is given. It is the responsibility of each practi-
tioner to request, in writing, the renewal of his or-her privileges
every 2 years. The request for renewal must be submitted far
enough in advance to permit an evaluation of clinical privileges.
Thorough reappraisal will be based on-education, training, experi-
ence, appraisals of clinical performance, PAF data, professional con-
duct, and health status. Failure to request renewal in a timely
fashion will result in the expiration of prior privileges granted,
effective on the date that is 2 vewrs from the date the carlier privi-
leges were granted. {Sce para 4-13/)

(a) DA Forms 5441-R-series (Evaluation of Privileges—(Spe-
cialty)) and DA Form 5374-R (Performance Assessment) will be
used for the reappraisal of clinical performance. (See app A for a
complete listing of the DA Form 5441-R-series.) DA Form 5374-R
and DA Form 5441-R-series forms will be reproduced locally on

8- by 1l-inch paper; copies-of these forms- for reproduc‘uon are
located at -the back of this regulation.

(b) The “privileges performed” on DA Form 5441-R-series (m—
cluding DA Form 5441-23-R) must be identical to the “privileges
delineated” on-BPA Form 5440-R-series: (See-a(l) and.d above.y

(¢) When privileges are modified because of the reappralsaf state
the reason under “Comments” on DA Form 5441-R-series.
+(2) DA Form 5374<R will be used-to evaluate clinical and inter-
personal professional skills. It-will be completed by the chief of the

depattment; service, or clinic: It will"includé documentation 6f the

results of peer review especially, with regard to superior or substand-
ard performance.

(3) At the time of pr1V1Iege reappralsal the current PAF data may
be removed and destroyed only after the credentials committee

judges that the data are reflected ‘accurately- and completely-in the

current reappraisal and privilege delineation. (In no case will data,
documents, or other materials placed by another MEDDAC, MED-
CEN, or DENTAC be deleted from the PCF. No material relating to
a command reprimand, privilege restriction, suspension, or revoca-
tion will be deleted.)

(4) If the practitioner disagrees with pnvﬂeges granted, he or she
may appeal per paragraph 4-10.

(5) For the practitioner changing from provzsxonal to defined
privileges, a summary of the appointed supervisor’s reports (para
4-20(4)(c)) will be documented in the “Remarks™ section of the
appropriate DA Form 5440-R-series.

(6) RC. (See chap 6.)

(7) DA Forms 5440-R-series, 5441-R-series, and 5374-R will be

completed in duphcate The.originals will be kept in the practmon— L
- er’s PCF and copies given to the ‘practitioner. T

| Modlification of prrvzleges at the request of the practitioner.

o (1) When the practitioner réquésts mddification~of his"or her
clinical privileges for the upcoming period, this fact will be docu-

mented in the “Remarks” section of the DA Form 5440-R-series
prepared for the period. Practitioners who request privileges sub-
stantially less than those that would be expected from members of
their specialty area of concentration (AOC) or skill identifier (SI)
will be referred to the commander for appropriate administrative
action; for example, change in AOC or SI, change in special pays,
or separation. (Practitioners who refuse to request privileges within
5 duty days of reappraisal date, PCS, and so forth will be referred to
the credentials committee for recommendation of action to the
commander.)

(2) If the modification reduces his or her privileges, the creden-
tials committce will— »

(a) Determine whether the request is warranted.

(b) Determine whether the practitioner will undergo a period of
training. If the training is approved, the modification of privileges-
(temporary) will not result in an adverse privileging action.

(c) Determine whether a recommendation should be made to
change the practitioner’s AOC or SIL

(3) Consider recommending processing for separation in a less
than fully privileged status.

g Pr acfm(mezs changing u'i{ty station or transferred emp/‘oxeu’
civilian practitioner.

(1) When practitioners change stations or transfer, they will sub-
mit the appropriate DA Form 5440-R-series to the recceiving cre-
dentials committee The losing MEDDAC, MEDCEN, or DENTAC
will complete a new DA Form 5441-R-series and DA Form

3374-R. If the biennial appraisal was completed by the losing facil- .

ity within 6 months of PCS, it will be considered to be current. The
credentials committee of the losing facility will send these forms
together with the PCF by certified mail, retum receipt requested, to
the receiving facility. (See para 4-3a.)

(2) The gaining facility will use this file as a busis on which to
grant provisional privileges. Even if practitioners change stations to
leadership or administrative positions involving no clinical practice
or become school attendees (para 4-3b), the PCFs will include
current reappraisals (DA Forms 5441-R-series and 5374-R).
~h. GHPE.

(1) Interns, residents, and fellows will be supervised by practi- B

tioners who have defined privileges in their AOC or SI..The degree
of supérvision (direct or indirect) will be appropriate to the individu-
al’s level of progress, the risk of.the procedure, and the seriousness

of the patient’s illness.. Concurrent, consultation_should be obtained . ... ... .
for-all patients-where- a-substantial risk- is -implied or wihere the: -

diagnosis is obscure. This consultation will be documented on SF

509 or, SF 513 {Medical. Record—Consultation- Sheet):. Situations —__—

that require mandatory direct supervigion will s “identified. by the.

program director in. writing, and-the decumentation will be.given.to.

those involved.

(2) Training credentials files (TCFs) and PAFs will be developed
and maintained for all practitioners during GHPE training. The
TCFs will be initiated during the first year of training and contain

: venﬁed copies of d]plomas licenses, clearinghouse reports, training

cemﬁcates practice experience documents (curriculum vitae) and
other documents as appropriate. The TCFs will be maintained by the
director of education or as directed by the commander. Performance
assessments will be made at least every 6 months and a specific
recommendation from the department chief for or against promotion
to the next year’s training level will be made yearly. These will be
placed in the PAFs.

(3) Prior to completion of the training program, trainees will
submit applications for clinical privileges (DA Form 5440-R-series)
through the service chief and the department chief to the profes-
sional education committee. One month prior to completion of the
training, the education committee will complete DA Form 5441-R-
series in response to the application and DA Form 5374-R, which
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will show clinical privileges warranted at the resident’s first assign-

5440-R-serfes, 5441-R-series, and 5374-R will become permanent

‘auested s 1o, the. & ning tacility- to-arrive 1 5-days prior'te PO T
education committee will decide which, if any, of the interval per-
formance assessments and PAF data from the training period will
remain in the TCFs.

(4) In any case where a practitioner is held back or removed
from a program for lack of competence or disciplinary reasons, the
facts will be reported per paragraph 4-9%.

(5) Reporting requirements concerning substandard performance
or unprofessional conduct will be made per paragraph 4-9%.

i. Formal on-the-job training (OJT). OJT programs consist of
formal training to provide expertise in an AOC or S! to individuals
who are expected to receive limited privileges in an AOC or S1. The
commander will require a written program of instruction, specitying
the objectives of the program.

(1) OJT trainees will be supervised by practitioners who have
defined privileges in their AOC or SI. The degree of supervision
will be appropriate to each individual’s level of progress, the risk of
the procedure, and the seriousness of the patient’s illness. Concur-
rent consultation should be obtained by the trainee for all patients

where a substantial risk is implied o1 where the diagiiosis is Gbscure.

Situations that require mandatory direct supervision will be identi-
fied by the program director in writing, and the documemauon will
ve unen o 1105¢ mvolved.
s iduals prugiossig unsatisfactoriiy vail be plucdsscd pur’
i reing program procedure.
{3 igpe mo.uh nnor to uomr-leh'm of tmmmu the proce pmr will

ranted at the in

- i, wracd. it peliviinane during uummJ Tiese 1or
forwarded through the-education committee where one exists, other-
wise through the credentials committee, to the gammg fac111ty They

will be sent by cemf'ed mall to amvc 15 days pnor to PCS The

Uow TUTIIS WL

i

pax’t of the mchvxdual S PCF

J. Privileging for new medical procedures and technology. The
privileging process remains-the " same.” Particular attention’ will be
given to the details of training, experience, competence, and MTF or
. DTF capabilities in granting pm“eocs in the use of recent tech-
nologies and equipment.- - -

) Nm procedure, Prior to the mtroduct]on of a substantlallv
new and innovative procedure into an MTF or DTF, the commander
w"ﬂ ensure that criteria are developed at the department level and
approved by the credentials committee. The criteria will include ihe-
specmc preparatory” fiaifiing that practitiofiers st Have” ‘tommpleted
prlor to being granted the privilege. The privileging process for a
= newsprocedire. Wil be. accoraplished “pricy. i. its. ihtrodactivii..

- (2) New technology--MTFs and DTFs will ensure that their tech—
nology, -for-example, lasers; and magretic resonance intaging (MRI) -
devices, does not surpass the staff’s abilities. MTFs will establish
safety protocols for an instrument’s use and provide for proper
privileging procedures. Adverse outcomes involving equipment mal-

functxon wﬂl be reported immediately to the risk manager (para

3-57).

k. Musculoskelefa[ manipulations. Muscu]oskeletal mampulahons
consist of palpation and other manual techniques used
predominantly by osteopathic physicians. These manipulations are
used to evaluate and correct somatic dysfunctions that impair or
_alter functions_of the somatic systems. These include the skeletal,
arthrodial, myofascial, vascular, lymphatic, and neural systems. This
policy does not provide guidance on joint mobilization that physical
therapists commonly use and that do not exceed the normal range of
motion of joints. The following policy guidance applies to mus-
culoskeletal manipulation procedures:

(1) Graduates of accredited colleges of osteopathic medicine may
provide musculoskeletal manipulations. Possession of the Doctor of

N

N

_ment, based on. performance during. training.. The DA Forms . . .

~paris-of-the . TCFs-and senf by, certified -mail, : retum- receipt re--

'experlence acceptable to the credentials committee. (Physician as-
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Osteopathy (D.O.) degree implics adequate education and training
for initial privileging. . o

(7) MTFsimay prml ege. ahopﬂthlc physicians,: physician assist-
sty to-perform -musculoskeletal-manipula- -

avidence. of :u-wwn-‘rwwg Tnzq-g~gr

sistants and physical therapists will have a named physician supervi-
sor who is similarly privileged.)

(3) Practitioners performing manipulative procedures will explain
to the patient the nature and purpose of the procedure, its anticipated
risks, benefits, and alternative treatments with their risks and bene-
fits. This will be documented on SF 509 or SF 600, as appropriate.

(4) Only specifically privileged physicians (D.O. or Doctor of
Medicine (M.D.)) may perform manipulation procedures of the
lower back when using general anesthesia or infravenous medica-
tions. The general anesthesia will be administered by qppropmtely
privileged anesthesml gists or anesthetists.

4-9. Suspension, restriction, or revocation of clinical
privileges
a. Action processes. These actions are taken for health care activ-
ity incompetence or unprofessional conduct. Actions taken may be
summary (immediate) or routme QA mvestlganons may be immedi-
ate(mcdical incident or it cnal conduct) or rou-
tine (provider competence or profess;onal beha\nor) In any case
mvolvmg prlvﬂeomg ac‘uon the practltloner will be advised of hlS
i oy toor “n\ forn f

matlon conceming a Dmcmloner unless 1t 1 Tever detm‘m'
inforraation vas false and the nformant acted ;naliciov
draw clinica ifeges will cu prompily
reasonable cause to dom‘t *! he pmc'moner s LOH’][}‘}LHC@ to practic
for any r\{hm’ ¢ wient saferv, Reasonable cance
includes— e ) ’
(1) A single incident of gross negligence.
(2) A pattern of mapproprlate prescribing.
(3} A pattern (\f ! tard care.

A

3
ce
€

Ay .

ous bodily mjmy.
(5) Abuse of legal or illegal drugs or diagnosis of alcohol de-

pendence. (See chap 7.)
(6) Practitioner disability (physical and psychiatric).
(7) Significant pxaumloncr anrofcsslonal conduct (A{(5)below).
b.~Summary action.
(1) -Steps involved: -
(a) Summary action will be taken for cause by the commander or

the chairperson of the credentials committee of a MEDDAC, MED-

CEM, or DENTAC: It unmedmely details the practitioners involved

B n = the commander may allow the- T

practmoner to continue essen’nal patient care under superv1sxon
" such as care of inpatients with whom only he or she is famlhar)'”‘"
Causes for~ thrs acmn are aS“foHows

/. A pra legations thereo“‘) ;hgt requir
" immediate action to protect the freafth or-safety of patients, employ-
ees, or others in the MTF or DTF.

2. A practitioner’s involvement in (or alleged involvement in) an
incident of gross negligence or acts of incompetence or negligence

causing death or serious bodily injury.

T () -1FE pETiEnCs welfare i immiedraiely -ueatened; the chief of
the department or service in which the practitioner is assigned has
the same authority as the commander or chairperson to take sum-
mary action. In unusual situations, for example, inebriation or bi-
zarre behavior, the senior medical officer available, of whatever
grade, will have authority te-act-summarily. - - -~ -

(¢) The commander (or DCCS, if the commander is not read1ly
available) will review the action at the first available opportunity.
Such action (abeyance) will become effective immediately and will
not exceed 14 days except that the commander may extend the
action for an additional 14 days.

(2) Immediate notification. Immediate telephonic notification to
the next higher headquarters and to SGPS-PSQ (AUTOVON [




- ten- confirmation of teiephor

2890088 or commercial

causing -death. or serious bodily mjury or alleuatlons thereof, Wnt~
A bel

(3)° 04 investigation.” :

(a) In cases of summary action (medlcal mc1dent or s1gmf' icant
unprofessional conduct) there will be an immediate investigation.
The chairperson of the credentials committee will appoint an officer,
pursuant to the authority of this regulation, to conduct an informal
investigation and report to the credentials committee. The MTF
commander may request that an officer with the appropriate spe-
cialty be made available from another command;that is, the regional
Army MEDCEN for U.S. Army Health Services Command (HSC)
MEDDAC:s and clinics, or Headquarters (HQ), HSC for HSC MED-
CENs; HQ, 7th MEDCOM for MTFs in Europe; the 18th MED-
COM for Japan and outlying MTFs in Korea; and Tripler Army
MEDCEN for the 121st EVAC hospital.) To maximize objectivity, a
recognized, unaffiliated civilian specialist may be requested to ac-
tively participate in the investigation wherever practical.

(b) The investigation may include voluntary consultation with the
practitioner; review of any relevant documents; or discussions with
other persons having knowledge of the conduct involved. When the
investigation is corq@l.ete the report should present factual findings
of the investigation and may include conclusions or recommenda-
tions. The commander need not await the conclusion of the investi-
gation prior to returning the practitioner to clinical duties. When
early phases of the .investigation clearly indicate the absence of
substandard pufonmnce, the credentials committee shouid meet,
review the preliminary details of the investigation and advise the
commander without. delay. At the conclusion of the investigation,
the credentials committee will review the full report and make
recommendations concerning the practitioner’s clinical privileges.
The practitioner will be notified of his or her hearing rights.

¢. Routine action. When adverse information is-submitted to the
credentials committee and summary action is not necessary, the
action to be faken may include—

(Y. Devestigation. 1f more information or background concerning
the practitioner’s conduct 1s necessary, the credentials committee
chairperson may investigate further per b(3) above, or may desig-
nate an investigating officer to do so. In designating an investigating
officer; itsliould ‘b€ remembered that while such officer is usually
available to testify at any hearing after the investigation, he or she is
dxsqua,med from participation in or voting as a member of the
credentials committee on this-matter.

_(2) Credentials -.committee- chairperson .action. After rev1ewmg
' the investigation report and/or other pertment mformat]on the chair-
person may— R,

- {er)- Recommend-that :no. action be takery

" () Tmifiate sumihary action.

-_(¢) Determine that the information warrants review by a heﬂring
- Commnitiée for récommendations- as—to whether the- practxtloner
“ privileges should be suspended, restricted, or revoked: ;

(3) Collateral actions."Tn"the case” of suspected drug or alcohol
involvement, a member of the impaired provider committee will be
appointed to the hearing committee. (See chap 7.) If a hearing is
required, the chairperson will give the practitioner written notice of
it per f'below. In the event the practitioner waives the hearing, the

commander. It will also deliver a copy of its recommendation to the

practitioner. A notice of the commander’s decision will be delivered

to the practitioner with a copy placed in the PCF (para 4-11).
d. Suspension or restriction of clinical privileges. In any case

__Involving actions other than total suspension of privileges, the com-

mander will designate by name a supervisor or peer who will submit
progress reports to the credentials committee at specified dates (in-
ternal determination) documenting current performance.

(1) Where the MTF commander has restricted a practitioner’s
privileges and he or she is no longer performing the full range of
normal duties in his or her specialty practice, consideration will be
given to separation in a less than fully privileged status (military) or

(703) 756-0088) will be made of any °
_incident of gross negligence and acts of incompetence or-negligence....

... randum . for :acknowl edgment (ﬁg 4-4), or. by c mﬁed ma

" receipt: requesied, -of the following:~ "
(a) The specific concerns that led to the need for the hearm-,

_-glincluding dates; and. pertinent documents where appropriate}. . .
(b) The time and focation of the hearing (which will be 10 duty .

- days from-the receipt of the notification unless extended by .the

“credentials’ committee willsend its recommendations to-the MTF - -

taking actions for failure to maintain conditions of employment

(civilian). If the .practitioner remains on.active duty, consideration . . . ........
. will be:given to-changes in-AOC or Sl and spécialty pays. The
- commander will make a recommendation through-the major: MED=w: = oo

COM:to the U.S: Total Army Personnel Command, (TAPC-OPH:-:

appropriate career branch), 200 Stovall Street, Alexandria, VA
22332-0417, with an information copy to HQDA (SGPS-PSQ),
5109 Leesburg Pike, Falls Church, VA 22041-3258.

(2) A suspension period will not ordinarily exceed 60 days and
can only be extended by the commander for good cause; for exam-
ple, investigation, completion of appeal, or illness of any necessary
participant.

e. Hearing rights.

(1) As soon as practicable (but in no case later than 14 days)
after action affecting a practitioner’s privileges is taken, or after an
investigation when the investigation provides reasonable cause, a
written notice of the privileging action will be delivered to .the
practitioner personally or by certified mail, return receipt requested
(fig 4-1). A separate page endorsement (receipt acknowledgment)
will accompany the written notice (fig 4-2). The written notice of
the privileging action will specify the deficiencies, suspension, re-
strictions, and duration, and the right to a hearing before a hearing
committee.

(2) The ‘practitioner will have 10 duty days to give written notice
to the credentials committee chairperson requesting a hearing. Upon
receipt of the request for a hearing, the hearing will be scheduled
per /' below. Failure to request 1 hearing or faiiure to appear at the
hearing, absent good—cause, constitutes waiver of a hearing and
appeal rights. The commander will determine, if requested by the
practitioner, whether good cause existed. This decision is final and
not subject to appeal. In the event of a waiver, the committee’s
recommendation will be forwarded to the MTF commander for
review and fnal action. The final action along with the notice of
action will become a part of the PCF (para 4—11)

[ Hearing committee procedures.

(1) The senior member of the hearmg committee will be desig-
nated as the chairperson. The hearing is administrative in nature.
Therefore, the rules of evidence prescribed tor trials by courts-
martial or for cowrt proceedings are not applicable. The committee
must be fully informed of the facts so that it may make an intelli-
gent, reasonable, good-faith judgment. To become informed, the
committee may question witnesses and examine documents as nec-
essary. The proceduxes in AR 15-6 should be consulted for proce-
dural gmdance in conducting the heanng, however tbey are not...
binding on proceedings under this regulatlon '

(2) The chanperson of the hearmg commitiee will ‘advise the
practitioner in writing (fig 4-3), delivered personally with a memo-

hearirig committee chairperson for good cause). For RC practition-
ers, the hearing will be within 30 calendar days of the notification.

(¢) The names of the witnesses to be called to testify to the
hearing committee.

(d) The right to be present, to present evidence, to question .
witnesses called, and to call witnesses in his or her behalf. The
practitioner should be advised that he or she is responsible for
arranging the presence of his or her witnesses and failure of such
witnesses to appear will not constitute a procedural error or basis for

delay of the proceedings.

(e) The right to consult legal counsél. (See (3) below.)’

(3) The practitioner is free to consult with legal counsel or any
other representative. While such representatives may attend the
hearing and advise the practitioner during the hearing, such repre-
sentatives will not be allowed to participate directly in the hearing
(for example, they will not be permitted to ask questions, respond to
questions on behalf of the practitioner, or seek to enter material into
the record).
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(4) During an investigation or hearing under this regulation and if practitioner may request that observers be permitted. The chairper-
- requested by the employee, the exclusive reprcsentative of an appro-. ... son-will- pormally grant.the request.- The chairperson may.limit the.
- pnate bargammv unit Ins the nght to be- present under the followmg : number of observers and ev\cmac those Who are disruptive. -

g

<) " Whenever Fivilian empwvec of "the “unit {37the “subject,
practitioner, or witness during the proceedings.

(b) If the employee reasonably believes that the inquiry could
lead to disciplinary action against him or her. Unless required by the
collective bargaining agreement, there is no requirement to advise
the employee of this right. If the employee requests the presence of

eIt udE
should be advised of legal questidns‘and answers.
g. Action on hearing recommendations.

(1) After the record of the hearing has been prepared, the hearmg
committee will forward the record, including findings and recom-
mendations, to the MTF commander. (See (2) below.) A copy of the
findings and recommendations (and, if requested, a copy of the

the exclusive representative, a reasonable amount of time will be . . vered b . If all
allowed to obtain him or her. The servicing civilian personnel office hea?_?g dr ecordg will faEO be 4 del_wlere fo_fhe ;()ir'zctltloner. i
and labor counselor will be consulted before denying such a request. ﬁua! 1ed members 0] ¢ e]cre entlz S Cc;m?me; dl not agt as the
. . . . o -
The role of the union representative is not wholly passive, although eandn? comrr;lltteleé éqe? the I;iecé)ﬁj’ $C ;;em'g m mgs‘ém t]?zrconvlh
he or she will not be permitted to make the proceedings adversarial. mendations, should be forwarded by the hearng commutiee Trous:
Subji ot - . . the credentials committee to the commander. The qualified members
ubject to the direction of the hearing committee chairperson, the . : . : :
union representative may be permitted fo explain the emplovee’s of the full credentials committee (excluding any hearing committee
on repr £ i 1 J P P CMpIOyee 5 members or member having acted as the investigation officer) must
position (if the emp oyee agrees) or to persuade the employee to either concur by endorsement with the recommendations or may
cooperate in the ’procee.dmgs.. . . submit separate recommendations. If a member of the credentials
_ (5) The committee will review all the material presented, includ- committee is absent (for example, through TDY or illness) when the
ing that provided by the practitioner. If criminal misconduct, includ- report is forwarded, such absence will be noted by the credentials
ing dereliction of duty, is known or suspected, the chalrperson of committee chalrperson and the case forwarded to the commander
~ihe--hearing committee will advise' the practitioner of his e et . v giiout acusir by the absent meniber.
nght‘s, using DA Form 3881 (nghts Warning Procedure/Waiver (2) Prior to action by the commander, the record, including find-
Certl’f'cate) The chalrperson will arrange fOT the orderly presenta- ings and recommendations, will be reviewed by a judge advocate or
ot Trerman : cificer war lesigacied p A civilian wiorney crlegal sufiiciency. »thre pld(.ln_dmc thm"

ibite s .
R chibite 2 caion owihiit Lot Le-conducted by ihe CJAL
The investigating officer will not participaie in The commander will review the ‘::caz;‘mg recarT
..v'\ny objcciions made by the practitioner findi unen %atxovb xne fnm s and recom-rendation:
1"16 com-

L ; ;
J

o ‘bb\le‘l\.k I TR PR caad

My ;i i T
by the MTF commander. (If a verbatim record is requested the ©on it w111 be del xvered to the practmoner A copy of the nonce w1ll
chairperson should ascertain from the servicing judge advocate of- be placed in the individual’s PCF. The appropriate department,

fice whether a Department of the Armv (DA) court reporter (m1 i- scrvxce or clinic chiefs w111 also be adwsed of the decrslon If the

tary ot o

COMma EERVRN . =
Because these pmceedmcrs are covered by 10 USC 1102, no record-
ing devices, other than that used by the reporter or secretary to
prepare- the record; will ‘be permitted in the hearing.

(6) At the close of the presentation, the practitioner being exam-

e ﬂbove) For a cont;aLt pxactmoner therelxs no right of appeal
beyond the MEDDAC, MEDCEN or DENTAC level.

h. Separation.
(1) The loss of clinical perl]CULb of an AMEDD pracntxoner may

.ined will be excused, and the hearing committee will determine, by be the basis for separation from military or civilian service (see AR
majority vote ((8) below), the recommendations: to be made. Thev 635-100 and AR 135-175). When clinical privileges of an AMEDD
may- include _(butare not limited to}-— military or civilian pracmloner are suspendecl restricted, or revoked,

(a) Reinstating privileges. a local Command review will be held to determine whether the
. Lo . . v shoul id se
(8 Setting terms of limitations such as requ - practitioner should be considered for separation.

Ction end identfy deficie 5. that ra - el b T .
g to Clmx xldmg B Hli neiey. that ra staius, infornmtion vaitbe released to appropriste professicnal regu-
commitiee should not make recommendanons involving the :reas- lating authorities only by TSG. The practitioner will be informed of

SIgnment Of & oractmoner ) + the effects of leaving the. serwce in 2 less. han.. ""u ly privileged:.... ..

Sp&( xfyn‘g At

& status. S

. length’ of time. (The_hearing commitiee recommend _sp) For a practitioner with 4 suvice: ubligation, consideration

whether a practitioner should be released from acuve d“ty or em- must then be given to branch transfer or reclassification action or, as
ployment (para 4-4a).) an exception to policy, elimination from the service.

(d) Revoking clinical privileges. (2) The facility that initiated adverse privileging actions will be

(e) Reconvening the hearing, after appropriate notice to the prac- responsible for finalizing privileging actions. This includes actions

. titinner. to congider additinnal relevant evidence . when a practitioner has been sent to another facility for evaluation

(7) The hearing committee should bear in mind the gravity of its
responsibilities and the need to clearly document the basis for its
findings and recommendations. General statements should be sup-
ported by specifically identified incidents or situations. Case histo-
ries relied on should be tabbed as exhibits to the record and
documented by copies of pertinent medical records where feasible.

(8) Each member of the committee must either vote yes or no.
No abstentions are permitted. Voting will be done by secret ballot.

advxsed of his or her rights of due process.
. Civilian training. If subsequent to an adverse privileging action
the practitioner is not separated and seeks remedial training at a
civilian institution, that mstmltlon Wll be notxﬁed of the adverse
privilegiiig “action.” e
J. Off-duty employment. In the event of suspension or loss of
clinical pnvﬂeges by a military practitioner who has permission to
engage in remunerative professional civilian employment at a hospi-

(9) The members of the credentials committee may act as the
hearing committee (g below). A member of the practitioner’s disci- Fal, medl.cal center, or other institution proyzdmg health care serv-
pline should also be a member of the hearing committee " jces, action will ordinarily be taken to withdraw permission for
(10) The hearing will be closed fo the public. However, the conpnued employment per AR 40-1. Such civilian employer will be
p : ’ notified of all privileging actions by the MTF commander as they
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occur, if'-the practitioner continues employment. This is the only
. exception: t0.TSG. as the~information releasmo aulhorxty, e
- k. Reporting- regiirements:

(1) Chmcal pz'zvzleaes clmnoes When an MTF commander sus- -

commander Wlll complete DD Fonn 2499 (Health Care Prowder
Adverse Clinical Privileges Action Report (RCS
DD-HA(AR)1611)). One copy will be submitted within 3 workdays
following each adverse privileging action through the next higher
headquarters to HQDA (SGPS-PSQ), 5109 Leesburg Pike, Falls
Church, VA 22041-3258. For a supply of blank DD Forms 2499,
see appendix A. For preparation of DD Form 2499, see [ below.

(2) QA investigations.

(a) The beginning of an investigation will be reported within 2
workdays to the next higher headquarters.

(b) If an allegation is not substantiated, the commander will send
a report within 7 workdays of the completion of the investigation
through the next higher headquarters to HQDA (SGPS-PSQ), 5109
Leesburg Pike, Falls Church, VA 22041-3258. The report will pro-
vide the following:

1. A summary of the information giving rise to the investigation.

2. The rationale for the commander’s decisicn.

3. A notation s1gmfy1ng level of confidence in the pracutloner S .

performance.

(c) Status reports (status changes) using DD Form 2499 will be
provided through -the next higher headquarters to HQDA
(SGPS-PSQ) until final action has been completed and so indicated
on a DD Form 2499. This form should have the date mailed from
the MTF in the top right corner.

(3). Hearing decision. Copies of the written notice of the com-
mander’s decision (g above) will be sent to the next higher head-
quarters along . with DD Form 2499 upon completion of the
privileging action if there was a restriction or revocation of
privileges.

“4) Restoration ‘of privileges. When the MTF commander ap-
proves total or partial restoration of clinical privileges previously
removed, DD Form 2499 will be submiited per (1) ubove.

(5) Reportable actions for unprofessional conduct. Practitioners
charged with any of the actions below will be evaluated by the

. credentials committee and. privileging recommendations, if any, will
be made to the commander. Although the credentials committee is
not a criminal investigative body, it can and will consider all evi-
dence from such investigations in its deliberations. Whenever any of
the following occur, A DD Form 2499 will be submitted per (1)
above.~Any privileging actions will be noted. The commander will
also notify any civilian facilities in which the practitioner is engaged

in fo—duty employment. An act. is deemed to have “occurred” when"
d for an-offense (if applicabley, or

e ‘practitioner is-indicted or title
after completion of applicable proceedmgs and command action.,

{a)-“Fraud: or- misrepresentation involving application: for, DOD‘____“;..

‘suvme ‘hat resuifs. in discharge froni. the .service..

... {(B)Fraud.or misrepresentation mvolvmg -renewal of contract for
professwnal employment, apphcatxon for or renewal of clinical priv-

ileges, or extension of sérvice obligation.
(¢) Cheating on a qualifying examination.
(d) Commission of a serious misdemeanor, defined as an action

punishable by a fine or forfeiture of pay greater. than .$1000,.con-. .

finement greater than 30 days, or punitive separation, whether under
civilian or military jurisdiction.

(e) Entry of guilty, nolo contendere plea, or request for discharge
in lieu of court-martial while charged with a serious misdemeanor or
felony.

(/) Abrogating professional responsibility through any ‘of the fol-
lowing actions:

1. Making false or misleading statements to patients regarding
clinical skills and/or clinical privileges.

2. Willfully or negligently violating the confidentiality between
practitioner and patient except as required by civilian or military
law.

3. Being found impaired by reason of drug or alcohol abuse or
alcohohsm . e e

4. Intentlonallv‘aldmo or ab°ttm0 the practlce of medu:me OF L Lo
demlstry by obyiously incompetent-or impaired: persons: = i
(¢} Commission of an’act-of sexual abuse, misconduct, or expioi-"" "~

tation related to the practice of medicine or dentistry.

(h) Possessing, prescribing, selling, administering, giving, or us-
ing any drug lcgally classified as a controlled substance for other
than medically acceptable therapeutic purposes.

(i) Prescribing, selling, administering, or providing a controlled
substance for use by the practitioner or a family member of the
practitioner without prior waiver of policy.

() Violating Federal, State, or military laws or regulations on
controlled substances.

(k) Fraud under dual compensation provisions of Federal statutes
relating to directly or indirectly receiving a fee, commission, rebate,
or other compensation for the treatment of patients eligible for care
in DOD MTFs.

() Failure to report to the privileging authority—

1. Any disciplinary action taken by professional or governmental
organization reportable under this regulation.

2. Malpractice awards, judgments, or settlements occurring out-
side DOD facilities.

3. Any sanction taken by a civilian licensing agency or health
care facility.

(6) Charged practitioner separation. A practitioner(mi]itary or
civilian) w111 not be allowed to separate from DOD service until
criminal investigations and resiiltant privileging actions are final
unless the Secretary of the Army authorizes earlier separation.

(7) Reporting authoritv. TSG is the reporting authority to State
regulatory authorities, the Federation of State Medical Boards, the
National Practitioner Data Bank, and/or other appropriate central
clearinghouses regarding adverse privileging actions, unprofessional
conduct ((5) above), and any charges of which the practitioner is
found guilty, pleads guilty, pleads nolo contendere, or requests dis-
charge in lien of court-martial.

(&) Lare ¢l Charges of substandard porformance and mis-
conduct -that are filed up to 12 months following separation from
DOD service will be investigated and reported per (1) above. Such
practitioners will be notified of the charges and of their rights.

L. DD Form 2499, completion instructions. Check the appropriate ™
box for each numbered item on initial or first-time actions. When

.updating an-action, &S a minimum, lespond to items 1 throuc’h 7 and

10 through -14. .- -
(1) Item 1. Enter the fiscal vear and the date of the - report
(2) Items 2 and 3. Enter the Service filing the report. If the
practitioner is on-active duty at the time of the prlvﬂeomz ﬁctlon
indicate :the: Servxce,-otherwxse check- c1v111an

(3) Items 4 and’ 5. Indicate whether this is an mmal report oran

update of a previously filed report The date requested is the date-of

the -action-being -reported: -3 -
- (&) Ttem 6a Enter the name of the MTF

(5) Tréri- 65 Enter e Health A ffairs Defense Medmal Tiforfa- T

tion System (DMIS) code for the facility responsible for maintaining *
and reviewing the. PCF of the practitioner. The DMIS number is
available from AQCESS or the patient administration division of the
MTF.

- (6) Ttem 7. Enter the HCP’s SSN.’

(7) Item 8. Enter the profession of the practitioner. If the practi-
tioner is a physician or a dentist, enter also the highest level of
education (specialization) and the primary specialty.

(8) ftem 9. Self-explanatory.

(9) Item I0a. This block requires a brief description of the type
of action taken. Examples: Required to have consultation on all
inpatients; operative surgery only with supervision, no emergency
call, may not prescribe third generation cephalosporins, American
Society of Anesthesiology Class I patients only.

(10) Item 10b. If the action is a suspension, enter duration. If
permanent, also enter whether a restriction or a revocation.

(11) Item 10c. Enter all applicable actions.
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~potice of the MEDT

__(12) lrem [i, Enter all applicable reasons for the adverse action.

Circle the primary. reason in cases involving more than one reason. -
(13) Jtem: 2. List the States in which the pmmmon ris known to: c
- wbe currently ficensed: ..

LAY T

i) L
item 13 will

¢ done by the Office of The Surgeon General.

4-10. Appeal process

a. Where the MTF commander has decided to suspend, restrict,
or revoke clinical privileges, the practitioner will be granted 10 duty
days (extendable in writing by the commander) to send a written
appeal by certified mail to the next higher commander as follows:

(1) Continental United States (CONUS): Commander, Health
Services Command (includes Alaska, Hawaii, and Panama).

(2) Outside continental United States (OCONUS):

(a) Comimander, 7th MEDCOM—Europe.

(b) Commander, 18th MEDCOM--Korea and Japan.

b. The appropriate major MEDCOM commander in a above will
establish a committee of at least three senior physicians (MC offi-
cers), one of whom will be of the same discipline as the practitioner

‘being reviewed to act as the appeal committee. Other corps will

each be represented when privileges in their respective disciplines

are reviewed. If the practitioner is a dentist with no hospital privi-

ieges, the appropriate major medical commander may appoint a
committee of three dental officers to act as the appeal committee. If
the dentist has hospital privileges. the committee will consist of at
teast rwo phvsicians and one dental officer.

¢ T appeut conmmittee will rcview aii mrormation furnisned Gy
the practiticnwi! us v.oll as 'L hearing record, findings, and r.-on.
mepdat i cansidoring the mr'“f-n-‘lo'x the “.>mmii“:"f will
i commander of the decision of the
L and the conumittes™s mm»m‘d-

CQ

O 1hC COMMARGoT 5 action on o appoal, 1ha Hidigs ¢
recommendations of the committee are adv1sory in nature, and do
not bind the commander.

. A copy of the decision on appeal will be forwarded b_v the

Falls Courddy, § in 7 working flowiig 51c
decision. This mformatxon should include a copy of the credentials
committee minutes at which the original action was taken to modify

privileges, a copy of the hearing proceedings and evidentiary materi-

~al, and a copy of the decision on appeal.

..e...The practitioner may.appeal the decision of the .major MED-

COM. commander to the. Office of The Surgeon. General. (HODA . ...

(SGPS-PSQ), 5109 Leesburg Pike, Falls Church, VA 22041-3258).
This final written appeal must be sent by certified mail, retarn
receipt yequasted, within 10 duty days after the practitioner receives
andae's fi :
appeals, TSG 'w nal appelfate authority for
restricting, or revoking clinical privileges.

f. Administrative action to separate ine practitioner-as a résult 'of 7"

a privileging action under paragraph 4-4 Will nofinally be deférred

""pending appeal résolution. Practitioners wiio separate prior‘to reso-

lution of their appeal will be informed in writing that the process
will be completed as though they were still on active duty or
employed. Special considerations such as extensions of time for
appeal will not be granted

I8 forn \_/Jll)llv

the National Pracmtloner Data Bank (para 4-13), appeal of notifica-
tion to the data bank may be made to the MTF commander, who is
the final authority.

4-11. Practitioner's credentials file

a. The PCF maintained for practitioners (para 4-1) will contain

the documentation listed below. The PCF will be a six-part file
(National Stock Number 7530-00-990-8884) with like documents
grouped together and filed in reverse chronological order (most
current on top).

(1) Section I

(a) Identification photo (official military or passport photo).
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(b) DA Form 46%1-R.
- fc)- DA Form. 5440—'1{—96{160 (currcnt -and past)

()9 DA Form 5753—~R (USAR/ARNG Apphcatlon for Chmcal”
Privileges to Perform Active/Inactive Duty Training) (for RC
practitioners).

(2) Section 1.

(a) DA Form 5374-R .(current and past).

(b) Provider activity profile data as determined by the credentials
committee and commander per paragraph 4-8e(3) (in summary
form).

(c) Credentials and privileges granted (scope of practice) from
civilian MTFs or DTFs where the member is employed or practicing
(for RC practitioners).

(3) Section IIl. Documents of adverse action by Army MED-
DAC, MEDCEN, or DENTAC:

(a) Letters of notification.
(b) Letters of acknowledgment.
(c) Hearing summary or minutes.

(d) Investigations.
(e) Adverse statements. to include National Practitioner Data

““Bank” repuris.

(f) Letters of decision.
(g) Malpractice claims together with the peer review determina-
tion whethes the stancara of care wis mer, and \dnonal Pmctmow

Druia” Bank yUpliig.

() Copies of any other adverzc mfor—namm

p‘r] Secticn | .

(a) Medical bomim.ing education (CE} summary, which incluctes
a 3-ycar hn&O:/ of courscs, qpmsom focations {city and State).

P e

education or trammg will be validated.
(b) Lectures given, papers published, and special activities (for-

example research)
K PeReseries, and

ied at civilisn agen-

5374 R Ofrom previods A
cies, if applicable.

(6) Section VI

(a) Copies of diplomas, certification, licenses, and so forth.

(b) Verification documentation (para 4-6¢).

b. The PCF will be rcicased only to the MEDDAC, MEDCEN,
or DENTAC commander; the credentials committee; and reviewing
authorities or officially appointed auditors or inspectors. The practi-
tioner may, however, authorize release to others; for example, draft-
ing ‘“tters of recommendation. (See para 4-9h on separation.)

miflitary practitioner to  include active -and inactive service in the
ARNG or USAR. For civilians, it will be kept for the entire period

joins the ARNG or USAR, the gaining RC unit will request:the PCF
from the last MEDDAC, MEDCEN, ori'IDENT"-,C of appointment.
d. PCFs of personnel attending schools or changing duty stations
will be forwarded per paragraph 4-3.
e. Disposition of PCFs is as follows:
(1) Copies of PCFs and PAFs of practitioners containing any
rermanent adverse privileging actions will he sent to HQDA
(SGPS—PSQ), 5109 Leesburg Pike, Falls Church, VA 22041-3258,
at the time of separation.
(2} Copies of PCFs of practitioners who have separated in good
standing with defined privileges will be maintained by the MTF of

_ last assignment or employment for at least 1 year.

(3) For disposition of the original PCF after a practitioner sepa-
rates or retires from service or, if civilian, ends his or her employ-
ment with the AMEDD, see AR 25-400-2, FN 40-66d.

4-12. Practitioner activity file
a. A PAF will be maintained for each practitioner; it is a peer
review working file. Material to be kept in the PAF will reflect the

following in semiannual increments:

i AR Esh sutumary). Tliso oo

il be-sept fer-the. entire service- career of the.. . .




(1) Practice profile, for praciitioners with admission privileges.

¢. The chief of the department or service will use the PAF data in

AQCESS Practice Profile reports providing: number-of. dxscharges -——..periodic. reevaluation. and. privilege reappraisal (para 4-8¢).. . .. -....

procedures (by proceduxe) deliveries, intensive -caré- unit- admm—

- SAGﬂS,‘ and Auyaumu deaths.-

mission privileges. Average daily patient load, number of times
assigned emergency services, percentage of time in deployed status,
and name of supervising physician, as appropriate (AR 40-48).

(3) Outcome.

(a) Cases of superior care with appropriate documentation.

(b) Number of cases referred to the credentials committee regard-
ing possible substandard care. (AQCESS Provider Profile reports
showing variations;that is, surgical case, transfusion and drug usage
reviews, and occurrence screens may be used.)

(4) Malpractice. RM data relating to filed or settled malpractice
cases together with peer review findings. Claims reported to the risk
manager identifying practitioner involvement will be posted to that
practitioner’s PCF, together with the peer review determination as to
whether the standard of care was met.

(a) The chairperson of the RM committee, using military memo-
randum format, will forward to the credentials committee chairper-
son his or her statement that further assessment by the credentials

~ commiittee is requested, Subsequent to credentials committee review
and determination that the standard of care was or was not met, the
original memorandum, together with committee findings or action,
will be placed in section II of the PCF. The credentials committee
will document the committee action in its minutes.

(b) It is expected that most malpractice claims will have been
reviewed as PCEs-or adverse events and, therefore, resolved by the

~ RM program: or-referred to the credentials committee for its assess-
ment. When this review has occurred and a claim arises after
previously being reviewed as a PCE. the risk manager will forward
a formal statement to the credennais committée indicating either that
no further action is required or the claim requires further
assessment.

(¢) Claims identified by the MTF on practitioners who have de-
parted on PCS or separation will be revicwed as above. Findings
and committee minutes will be forwarded through the next higher
headquarters to HQDA (SGPS-PSQ), 5109 Leesburg Pike, Falls
Church, VA 22041-3258.

(d) Claims will be reviewed by the RM commlttee in an attempt
to identify those practitioners who provided the patient care that
formed_the basis for the claim and when identified, the above
procedures will apply ) T L

€] Administrative. .

(a) AQCESS Provider Profile reports providing expiration.dates
of basic. cardiag. life support (BCLS), advanced. trauma life, support .
(ATLS), and advanced cardiac life. support (ACLS) traming-
certificates.

{B). Reports -on medical recard defi c1en01es and_ delmquenmes At

< a minimum, the following. 'medlcal record deﬁcxenmes will be iden-

1. History and physwal not done w1th1n 24 hours of adnussxon
2. Operative report not dictated within 24 hours of completion of

surgery.

3. Narrative summary not dlctated w1thm 4 workmg days of

patient discharge. .

(6) Committee actions. Ongomg peer review; that is, mmutes
recommendations, counseling, and sanctioning documents of any
case leading to investigation or adverse privileging actions of the
practitioner.

(7) Other. The PAF will at all times contain a verxf ed current
State license expiration date, date of last clinical privileges reap-
praisal (minimum of every 2 years), date of last training (certifica-
tion of completed courses, and number of hours or units of
continuing education certified by professional societies or
associations).

b. The PAF will be filed with the PCF but will not be part of the
PCF.
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“(2)" Practice profile, for primary care pmcfmonem without ad-

tified-and srecorded:... L e ; o .. outside the contro

d. The PAF ‘data may be removed and destroyed, except as'ie- -~~~
- quired-to be-transferred to-the PCF (para.4-11),; when the:

. tials* committeevjudges that the data are reflected ‘a’ccurate.} :
completely in the most current performance assessment and privi-
leges reappraisal. (The practitioner should be given the opportumty
to keep any productivity and computer-generated data prior to its
desrructlon)

e. A practitioner may, on request and in the presence of a com-
mand representative, be allowed to review the contents of his or her
PAF. In addition, the contents of the PAF may be used by an
appropriate supervisor for counseling purposes, letters of recommen-
dation, letters of inquiry, evaluation reports (for example, OER), and
preparation of graduate professional education documenmtton and
reference. -

/- PAF criteria def nitions are in the glossary.

4-13. National Practitioner Data Bank reports

a. Public Law 99-660. (The Health Care Quality Improvement)
Act of 1986, Public Law 99-660, title IV provides for reporting of
malpractice claims resulting in monetary settlements and profes-
sional review actions to the National Practitioner Data Bank. HCPs
(para. 9~1) will be reported, whether licensed or under grace periods
or waivers for licenses. 10 USC 1102 prov1des protection for those
providing information to professional review bodies, unless such
information is false and the persons providins’ it knew that the
information was false.

b. Malpractice payments. Upon notifi cemon by the local CJA to
the risk manager that a monetary award has been granted to a
claimant (settled administratively by the Army Judge Advocate -
General Corps or litigation cases settled or adjudicated by the De-
partment of Justice), the MEDDAC, MEDCEN, or DENT TAC will

" report the following Within 7 working days per e below. "

(1) Name of claimant.

(2) Name of patient (if not the claimant).

(3) Claim number used by the CJA.

(4) MTF or DTF.

(5) Date of incident.

(6) Primary and secondary diagnoses for which the patient
entered care. (See narrative summary in inpatient treatment record
(ITR) for inpatients.)

(7) Amount and date of settlement or adjudication.

(8) Name, rank, 'SSN, and AOC or SI of practmoner w1th pn-
maw care respons‘lblhty (excludes house staff). = -

(9) Nature and- attribution of alleged-negligence or incompetence ™
that 1ed to the claim. The atmbutlon may mclude one or more of the

) A nonphys1c1an
responSIblhty, for example, equipment and power

r clainds’ that deviate from standards of cire but
of praptt oner will not be reportec to the data o

bank.)

(10) Peer review of performance of the practitioner to whom the
care was attributed and how, in the opinion of the review body, the
situation might have been avoided. This body will then categorize

‘the case as—

" la) VA SARAARS o Tafe T e e

(b) Minor deviations from standards of care.

(c) Did not meet standards of care (major deviations).

(11) When peer review determines substandard care to one or
more licensed practitioners (excludes house staff), a separate report
will be submitted for each practitioner.

¢. Professional review actions.

(1) Professional review actions are privileging actions that ad-
versely affect clinical privileges for privileged practitioners (after
appellate review, commander decision if no appeal, or separation—
whichever comes first).

(2) For HCPs (para 9-1), whether licensed or under grace periods
or waivers, and house staff who are convicted, plead guilty, plead
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nolo contendere, receive a discharge in lieu of court-martial, receive
... .a.discharge in lieu of criminal investigation,. or receive a.less.than. ... .« . oo e e e
: .v-honorﬂble dlscharce for unprofessmnal conau\,t \para 4—7/\wﬂ a- s e e B
v-A.»D‘XH)m‘x‘7~199 il t -3, W : 7
the practitioner w. 5
smnal conduct or on the date of discharge, whxchever comes first. :
(3) For HCPs not individually privileged, DD Form.2499 will be : -
completed as follows:
(a) Blocks 1-9, information as appropriate.
(b) Block 10, omit.
(c) Block 11, check or specify the reason for action.
(d) Block 12, give State of licensure and expiration date.
(e} Block 13, do not complete. TSG is the notification authority.
d. PCF. Copies of the reports sent for inclusion in the data bank
will be placed in Part III of those practitioners” PCF identified with
the case. If the practitioner(s) is no longer at the MTF or DTF, the
report will be sent to HQDA (SGPS-PSQ). (Sec e below.) (For the
nonprivileged HCP, a notation will be made in the appropriate
departmental or service records.)
e. National Practitioner Data Bank reporting. Reports will be
sent through the next higher headquarters to HQDA (SGPS-PSQ),
5109 Leesburg Pike, Falls Church, VA 22041-3258. TSG is the
reporting author]ty Copies of reports sent will be given to the
HCPs.
J. HCP Data Bank inquiries. Inquiries for data on HCPs will be
made to the National Practitioner Data Bank as follows:
(i) By the appropriare recrmtmff agency at e time of applica-
tionn for eniployrmiii. ' ) N "
N By the M:. o
i ; “ar eliniend mq\ eoeg, )
By the MEDDAC, MEDCEN, or DENTAC at the time of
tic e ation and privilcee renewal.
VEDDAC, MEDUEN. or DENITAC atne scginning

ACLONIE ’::-‘, co DENTAC at the e =

period
(<) By the

of any investigation of an HCP for substandard performance or
unprofessional behavior,

HE

. eting requirements for clini-

cal privileging (para 4-1) will forward a copy of their PCF at the

last MEDDAC, MEDCEN, or DENTAC of assignment to the cre-

dentials committee of the preassigned MEDDAC, MEDCEN, or

DENTAC.

b. The MEDDAC, MEDCEN or DENTAC staff operations offi-

cer or equivalent will semiannually give the credentials committee a . -

current list of preassigned retired volunteers. If a needed PCF is not __

available, the facility will send a letter to the volunteer requesting a

cony of the PCF. This PCF should be filed in the retired volunteer’s.

Military, Personnel-Records. Jacket (MPRYI) on file at-Uh8. Army. . . Cee

Reserve - Componetits Pérsonnel and Administration, ATTN: B
- DARC-PPC, 9700 Page Boulevard, St. Louis; MO 63132-5200. In
¢ . thewevent that ths. yolunteer. is anablesic-obtaina copy-ofithe PCE, ... .o L e e
DA: Form-4691=R (front side only) will be -submitted. e
¢ If “tre “volunteer has not responded by the next semiannual e et
update,.the operations officer will be informed that the individual’s
credentials must be made available and verified in order to continue
participation in the program.

22 T AR 40-68 20 December 1989




‘ (MEDDAC, MEDCEN, o DENTAC Léttcihead)—

. - AN PR R - e e e s s e e i

Ll . - ; e S:(” (Su;pense (I()ié)

OFFICE SYMBOL (640-10c) (Date)
MEMORANDUM FOR (Name, Grade, and Address of Prtlcttttoner)

SUBJECT: Notice of Summary of (Limitation) (Suspension) of Clinical Privileges
1. You are hereby notified that your clinical privileges at (MEDDAC, MEDCEN, or DENTAC) are (limited) (suspended) as follows: Effective immediately your
clinical privileges have been (limited) (suspended) for improper (state specifically the deficiencics involved and the scope of the actlon) The period of

(limitation) (suspension) is (indefinite) (temporary) pending action by the credentials committce at its meeting scheduled for (date).

2. You are advised that you have the right, upon your request, to have the credentials hearing committee conduct a hearing to review this action concerning your
privileges. The hearing procedures and your hearing rights arc detailed in AR 40-68, chapter 4.

3. In order to have this hearing, you must make a written request for the hearing to the chairperson of the credentials committee within 10 days from the date you
receive this notice. If you fall to make the request within that time or if you fail to appear at the hearing so requested, you waive your rights to the hearing and

also waive rights to appeal to higher medical or dental authority.

FOR THE COMMANDER (if authorized):

(Signarure)

(Typed name)

(Grade and corps)

Ch'urpcxxon Cxcdcnnu]@
Commiltce

Figure 4-1. Sample format for a memorandum of notification for a summary action

S: (Suspense dare)

PRACTITIONER"S OFFICE SYMBOL (Basic Memo Office Symbol/(Date) (640-10c)

Ist End Practitioner/typist initials/telephone no.

- SYUBJECT: Notice of Suminary of (Limiiution) {Suspension) of Clinical Priviieges- =

~ (Name; Gl'{z%ie; an(; Address of Practiti;)nel) \(tlate)- .

FOR: (COMMANDER, MEDDAC, MEDCEN, OR DENTAC AND ADDRESS,
ATTN: Chairperson, Credentials Committee)

Receipt acknowledged. I understand that I have 10 days to request a hearing, if I elect to do so, in accordance with AR 40-68. Further I understand that should 1
elect not to request a hearing or if I fail to appear at a hearing, I waive my right to appeal to higher medical or dental authority.

(Signature of practitioner). -

(Typed name)
(Grade, and corps)

Figure 4-2. Samplee format for a separate page endorsement to a memorandum of notification for a summary action
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(MEDDAC, MIBCEN, or PBENTAC Letrerhend)

B L LT L : = : o : 30 (Suspense daie;

OFFICE SYMBOL (640-10c) ) . (Dute)
MEMORANDUM FOR: (Name, Grade, and Address of Practitioner)

SUBJECT: Notification of credentials hcaring
1. (The credentials committec) (a credentials hearing committee) will conduct a hearing concerning allegations that may adversely affect your clinical privileges.

2. The allegations to be rovimwed are (state the nature of the allegations constituting the grounds for the hearing in sufficient detail. Include the date, identity, and
location of the records of activitics or cases that arc involved in the allcgations, so that the practitioner will be appraised of the matiers under investigation.)

3. The committee will‘hold the hearing at (hour) on (dute) at (location). You have the right to be present, to present cvidence and call witnesses in your behalf,
to cross-examine witnesses called by the committee, to consult legal counsel, and to be advised by legal counsel at the hearing. It will be your responsibility to
arrange for the presence of any witnesses you desire. Military counsel will not be made available to advise you at the hearing. You may retain a civilian attorney
at your own expense.

a. Failure to appcar at the hearing will constitute a waiver of the rights listed hére and tiwe right w appeal.

b. The time and place of the hearing may be changed by the chairnerson of the hearing committee upon vour written reauest hefore the indicated suspense
datc 11" based on good cause.

c. The committec wi't . anl o2 otice g wieosses: (st of witesses, if any..

(Signature)

pre—

{(Grude, and corps)
Chairperson, Credentials
Committee

Figure 4-2. Sample format for a memorandum of nofificatiori—for a credeniials hearing —

ENTAL Leserhiead)

We s DAC, MEDCEL; or-DENTAC and -Address;” e S B

“NEEIVISHG DU e

ATTN: Chairperson, Credentials Committee)

SUBJECT: Receipt of a Memorandum of Notification of a Credentials Hearing

n Ak Lodptppd Amd | mannsvemrt 2b o s
iz deted {dare) and Dreconnt t on.fdare),

=i g suDbject viefnotdndum o1 Inouficaiion of a Uredentials Hearing, The mn

Yoo «
Tl ac koo

(Signature of practitioner)

(Typed name)
(Grade, and corps)

Figure 4-4, Sample format for a memorandum for acknowledgement of receipt of a memorandum of notification
for a credentials hearing {
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