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The history and physical examination identifies appropriate subjective and 
objective information  pertinent to the patient's presenting complaints             

Encounter forms or notes have a notation regarding follow-up, calls or visits, 
when indicated. The specific time of return is noted in weeks, months or as 
needed             
Unresolved problems from previous office visits are addressed in subsequent 
visits             

Patient Name:    
  YES NO N/A YES NO N/A 

If a consultation is requested, a note from the consult is in the record.             
                                                                                                                     
Consultation, laboratory and imaging reports filed in the chart are initialed by 
the practitioner who ordered them, to signify review.  (Review and signature 
by professionals other than the ordering practitioner do not meet this 
requirement.) If the reports are presented electronically or by some other 
method, there is representation of review by the ordering practitioner.               

Consultation and abnormal laboratory and imaging study results have an 
explicit notation in the record of follow-up plans.             
An immunization record (for children) is up to date or an appropriate history 
has been made in the medical record (for adults)             

There is evidence that preventive screening and services are offered in 
accordance with the organization's practice guidelines.             

Total:             

Review Standard 
   Office 1-2 practitioners = 3 charts total 
            3-4 practitioners = 5 charts total 
            ≥ 5 practitioners =10 charts total 

# YES________ 
# NO__________ 
TOTAL (Y+N)________ 
SCORE = # YES ÷ TOTAL _______% 




