
Medical Record Standards 
The Provider is responsible for maintaining an electronic or paper medical record for each 

individual member. Records are expected to be current, legible, detailed and organized to allow 

for effective and confidential patient care by all providers. 

Medical records are to be stored in a secure manner that permits easy retrieval. Only authorized 

personnel may have access to patient medical records. 

Providers will develop and implement confidentiality procedures to guard member protected 

health information, in accordance with Health Insurance Portability and Accountability Act 

(HIPAA) privacy standards and all other applicable federal and state regulations. The Provider 

must ensure his/her staff receives periodic training regarding the confidentiality of member 

information. 

The Provider is responsible for documenting directly provided services. Such services must 

include, but not necessarily be limited to, family planning services, preventive services, services 

for the treatment of sexually transmitted diseases, ancillary services, diagnostic services and 

diagnostic and therapeutic services for which the member was referred to the Provider. 

At a minimum, each medical record must be legible and maintained in detail with the following 
documentation: 

• Identifying information of the member including name, Member identification number, date 

of birth, sex and legal guardianship (if applicable) 
 

• A summary of significant surgical procedures, past and current diagnoses or problems, 

allergies, untoward reactions to drugs and current medications (or notation that none are 

known) 
 

• Include all services provided. Such services must include, but not necessarily be limited 

to, family planning services, preventive services and services for the treatment of sexually 

transmitted diseases 
 

• Document referral services in enrollees' medical/case records 
 

• Dated and signed entries by the appropriate party 
 

• The chief complaint or purpose of the visit, the objective, diagnoses, medical findings or 

impression of the provider including behavioral health conditions 
 

• Studies ordered (e.g., laboratory, x-ray, EKG) and referral reports 

 

• Indicated therapies administered and prescribed including dosages and dates of initial or 

refill prescriptions 
 

• Name and profession of the provider rendering services (e.g., MD, DO, OD), including the 

signature or initials of the provider 



 

• Disposition, recommendations, instructions to the Member, evidence of whether there was 

follow-up and outcome of services 
 

• An immunization history 
 

• Information relating to the Member’s use of tobacco products and alcohol/substance abuse 
 

• Summaries of all Emergency Services and Care and Hospital discharges with appropriate 

medically indicated follow up 
 

• Reflection of the primary language spoken by the member and any translation needs of 

the member 
 

• Identification of member’s need for communication assistance in the delivery of health care 

services 
 

• Copies of any consent or attestation form used or the court order for prescribed 
psychotherapeutic medication for a child under the age of thirteen (13). 
 

• Documentation that the Member was provided with written information concerning the 

member’s right regarding Advance Directives (end of life wishes DNR( do not resuscitate), 

written instructions for wills, living wills or advance directives and health care powers of 

attorney) and whether or not the member has executed an Advance Directive. Neither 

Molina Healthcare nor any of its Providers shall, as a condition of treatment, require the 

member execute or waive an Advance Directive. 
 

• A release document for each Member authorizing Molina Healthcare to release medical 

information for facilitation of medical care 

 


