Standard Operating Procedure (SOP)

Medical Record Data Entry and Documentation Standards

This SOP defines medical record data entry and documentation standards, emphasizing accurate, timely, and
confidential recording of patient information. It covers data entry protocols, quality control measures, compliance with
healthcare regulations, secure handling of electronic health records, standardization of medical terminology, and
procedures for correcting errors. The goal is to ensure the integrity, accessibility, and reliability of medical records for
effective patient care and legal compliance.

1. Purpose

Establish standardized procedures for data entry and documentation in medical records to ensure accuracy,
consistency, confidentiality, and compliance with regulations.

2. Scope

This SOP applies to all healthcare staff involved in the creation, maintenance, editing, and management of medical
records, including both paper and electronic health records (EHRs).

3. Responsibilities

Healthcare Providers: Accurately and promptly document patient data.

Medical Records Team: Maintain the integrity, confidentiality, and security of records; monitor data quality.
Compliance Officers: Ensure procedures adhere to all relevant laws and regulations.

IT Staff: Secure and maintain electronic systems for data entry and storage.

4. Procedure

1. Data Entry Protocols

All entries must be clear, accurate, complete, and made in chronological order.

Use only approved abbreviations and medical terminology (see Section 6).

Document entries as soon as possible after an event or patient interaction.

Each entry must include the date, time, and full signature or electronic identifier of the person
making the entry.

o
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o

2. Quality Control Measures
o Review records regularly for completeness and accuracy.
o Random audits will be conducted monthly.

3. Compliance with Healthcare Regulations
o Ensure documentation meets standards such as HIPAA, GDPR (as applicable), and local laws.
o Patient information must be shared only with authorized individuals.

4. Secure Handling of Electronic Health Records
o Use secure login credentials to access EHR systems.
o Do not share passwords or leave workstations unattended while logged in.
o Regularly back up electronic records as per IT policy.

5. Correction of Errors
o To correct an error, draw a single line through the incorrect entry and add the correct information,
date, time, and initials (for paper records). In EHRs, use the amendment function, retaining all
original log data.
o Never use correction fluid or erase original entries.

5. Confidentiality and Security

¢ Protect patient information in accordance with confidentiality regulations.
e Store paper records in secure, access-controlled areas.
e Ensure electronic data is encrypted and access is restricted to authorized staff only.

6. Standardization of Medical Terminology



e Use only standard, approved medical abbreviations and terminology as provided by institutional guidelines or
recognized bodies (e.g., SNOMED CT, ICD-10).
e Avoid non-standard or ambiguous language.

7. Record Retention and Disposal

e Retain records according to legal and institutional requirements (specify local guidelines).
e Dispose of expired records securely via shredding or certified data destruction.

8. References

Institutional policies on medical records

National/state regulations (e.g., HIPAA, GDPR, local health codes)
Medical Abbreviations List

Medical Record Retention Policy

9. Revision History

Date Version Description Author

2024-06-20 1.0 Initial SOP Draft [Author Name]



	Standard Operating Procedure (SOP)
	Medical Record Data Entry and Documentation Standards
	1. Purpose
	2. Scope
	3. Responsibilities
	4. Procedure
	5. Confidentiality and Security
	6. Standardization of Medical Terminology
	7. Record Retention and Disposal
	8. References
	9. Revision History



