64F-10.008 Health Records.

(1) Each provider and subcontractor, if so contracted, shall maintain a current and complete problem oriented health record for every client provided primary care services. Each problem oriented health record shall be standardized within each provider and shall be capable of allowing easy comparison of basic information among all providers. Each problem oriented health record shall contain at least the following information:

(a) A client data base which compiles all known facts about the client including health related habits, social, nutritional and educational information, and a review of physical systems.

(b) Comments and complaints as spoken by the client or other persons significant in the client's life, including relatives, friends and caretakers.

(c) Relevant consent forms.

(d) A problem list, which is a table of contents to the client's record, which identifies by number and date the client's problems, diagnoses and problem resolutions.

(e) A plan of care which shall specify the specific course of action to be taken to address the problems described, including diagnoses, diagnostic and therapeutic orders, treatments, examinations, client education, referrals, and other necessary activities.

(f) Progress notes which shall document the activity and follow-up undertaken for each problem in a structured format which is dated, titled and numbered according to the problem to which it relates.

(2) Each provider and subcontractor, if so contracted, shall have a records section or an individual designated administrative responsibility for health records. The medical records department shall:

(a) Maintain a system of identification and filing to insure the prompt location of a client's health record;

(b) Include all appropriate information relating to a client's health care in the client's record.

(3) Client records shall have a privileged and confidential status and shall not be disclosed without the consent of the person to whom they pertain, but appropriate disclosure may be made without such consent to:

(a) Provider personnel for use in connection with the care and treatment of the client; and

(b) Departmental or provider personnel only for administrative purposes and quality assurance.

(4) The department shall examine client records whenever it is deemed necessary for the purpose of epidemiological investigations. The unauthorized release of information, however, by agents of the department which would identify an individual client constitutes a misdemeanor of the second degree, punishable as provided in Section 775.082 or Section 775.083, F.S.

Specific Authority 154.011(2), (5) FS. Law Implemented 154.011 FS. History–New 3-2-88, Formerly 10D-101.009.

