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11. Medication record reflecting the drug given, date, 
time, dosage, route of administration, and signature and 
status of the person administering the drug. Initials may 
be used after the person's full signature appears at least 
once on each page of the medication record. Allergies, 
including allergy to latex, shall be listed on the medication 
record; 

12. A record of self-administered medications, if the 
patient self-administers, in accordance with the policies 
and procedures of the hospital's pharmacy and therapeu
tic committee, or its equivalent; 

13. Reports of laboratory, radiological, and diagnostic 
services; 

14. A discharge summary, which includes the reason 
for admission, findings, treatment, condition on discharge, 
medication on discharge, final diagnosis, and, in the case 
of death, the events leading to death and the cause of 
death. For cases where the patient is discharged alive 
within 48 hours of admission and is not transferred to 
another facility, for normal newborns, and for uncompli
cated deliveries, a discharge note may be substituted for 
the discharge summary. The discharge note includes at 
least the patient's condition on discharge, medications on 
discharge, and discharge instructions; and 

15. A report of autopsy, if performed by the hospital, 
with provisional anatomic diagnoses recorded in the medi
cal record within three days. The complete protocol is 
included in the medical record within the time specified in 
hospital policies and procedures. 

(e) Any adverse incident, including patient injuries, shall 
be documented in the patient's medical record. 

(f) If the patient is transferred to another health care 
facility (including a home health agency) on a nonemergen
cy basis, the hospital shall maintain a transfer record reflect
ing the patient's immediate needs and send a copy of this 
record to the receiving facility at the time of transfer. The 
transfer record shall contain at least the following informa
tion: 

1. Diagnoses, including history of any serious physical 
conditions unrelated to the proposed treatment which 
might require special attention to keep the patient safe; 

2. Physician orders in effect at the time of discharge 
and the last time each medication was administered; 

3. The patient's nursing needs; 

4. Hazardous behavioral problems; 

5. Drug and other allergies; and 

6. A copy of the patient's advance directive, where 
available. 

(g) Medical records shall be completed within 30 days of 
discharge. 
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(h) Medical recor9s shall be retained and preserved in 
accordance with N.J.S.A. 26:8-5 et seq. 

(i) Original medical records of components of medical 
records shall not leave hospital premises unless they are 
under court order or subpoena or in order to safeguard the 
record in case of a physical plant emergency or natural 
disaster. 

(j) Any consent form for medical treatment that the 
patient signs shall be printed in an understandable format 
and the text written in clear, legible, nontechnical language. 
In the case where someone other than the patient signs the 
forms, the reason for the patient's not signing it shall be 
indicated on the face of the form, along with the relation
ship of the signer to the patient. 

(k) The patient's death shall be documented in the pa
tient's medical record upon death. 

(l) Recording errors in the medical record shall be cor
rected by drawing a single line through the incorrect entry. 
The date of correction and legible signature or initials of the 
person correcting the error shall be included. 

(m) All medical records, including outpatient medical 
records, shall be organized in a uniform format within each 
clinical service. 

Amended by R.1992 d.72, effective February Hi, 1992. 
See: 23 N.J.R. 2590(a), 24 N.J.R. 590(a). 

Electronic and fax order requirements specified at (b)1-2; outpatient 
records included at (c). 
Amended by R.1992 d.132, effective March 16, 1992. 
See: 23 N.J.R. 3256(a), 24 N.J.R. 942(a). 

Text on documentation of advance directives added at (d) and (e). 
Petition for Rulemaking. 
See: 25 N.J.R. 3563(d). 
Amended by R.1999 d.436, effective December 20, 1999. 
See: 31 N.J.R. 367(a), 31 N.J.R. 614(a), 31 N.J.R. 4293(c). 

In (a), substituted "at least once every three years, revised more 
frequently" for "annually, revised" in the introductory paragraph; in 
(b), added a second sentence in 2iv; in (d), rewrote 6, and inserted a 
reference to allergy to latex in 11; inserted a new (e); and recodified 
former (e) through (l) as (f) through (m). 

8:43G-15.3 Medical record patient services 

(a) Health care practitioners who provide clinical services 
to the patient shall enter clinicaVprogress notes in the 
patient's medical record, when the services are rendered. 

(b) Notes that provide a full and accurate description of 
the care provided to the patient shall be made in the 
medical record at the time clinical services are provided. 
Notes that provide a description and an evaluation of the 
patient's response to treatment shall be made in the medical 
record. 

(c) The medical record shall either accompany the pa
tient when he or she leaves the patient care unit for clinical 
services in other departments of the hospital or shall be 
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retrievable by authorized personnel on a computerized sys
tem with a restricted access and entry system. 

(d) If a patient or the patient's legally authorized repre
sentative requests, in writing, a copy of his or her medical 
record, a legible, written copy of the record shall be fur
nished pursuant to the fee schedule set forth below. One 
copy of the medical record from an individual admission 
shall be provided to the patient or the patient's legally 
authorized representative within 30 days of· request, in ac
cordance with the following: 

1. The fee for copying records shall not exceed $1.00 
per page or $100.00 per record for the first 100 pages. 
For records which contain more than 100 pages, a copying 
fee of no more than $0.25 per page may be charged for 
pages in excess of the first 100 pages, up to a maximum of 
$200.00 for the entire record; 

2. In addition to per page costs, the following charges 
are permitted: 

i. A search fee of no more than $10.00 per patient 
per request. (Although the patient may have had more 
than one admission, and thus more than one record is 
provided, only one search fee shall be permitted for 
that request. The search fee is permitted even though 
no medical record is found as a result of the search.); 
and 

ii. A postage charge of actual costs for mailing. No 
charges shall be assessed other than those permitted in 
( d)1 and 2 above; 

3. The hospital shall establish a policy assuring access 
to copies of medical records for patients who do not have 
the ability to pay; and 

4. The hospital shall establish a fee policy providing 
an incentive for use of abstracts or summaries of medical 
records. The patient or his or her representative, howev
er, has a right to receive a full or certified copy of the 
medical record. 

5. For purposes of this subsection, "legally authorized 
representative" means the following: 

i. Spouse; 

ii. Immediate next of kin; 

iii. Legal guardian; 

iv. Patient's attorney; 

v. Patient's third party insurer; and 

vi. Worker's compensation carriers, where access is 
permitted by contract or law, but limited only to that 
portion of the medical record which is relevant to the 
specific work-related incident at issue in the worker's 
compensation claim. 

(e) The fee for copying medical records in no case shall 
exceed $1.00 per page and $10.00 per search, in the case of 
the following: 

DEPT. OF HEALTH 

1. Where the patient has authorized release of his or 
her medical record to a person or entity other than those 
identified in (d) above, including but not limited to 
physicians or other practitioners who provided care to the 
patient, or attorneys representing such providers; or 

2. The patient subsequently requests additional copies 
of a medical record which has been furnished in accor
dance with (d) above. 

(f) Access to the medical record shall be limited only to 
the extent necessary to protect the patient. A verbal exPla
nation for any denial of access shall be given to the patient 
or legal guardian by the physician and there shall be docu
mentation of this in the medical record. In the event that 
direct access to a copy by the patient is medically contraindi
cated (as documented by a physician in the patient's medical 
record), the medical record shall be made available to a 
legally authorized representative of the patient or the pa
tient's physician. 

(g) The patient shall have the right to attach a brief 
comment or statement to his or her medical record after 
completion of the medical record. 

Specifically, the petitioner asserts that the language, 
"based on actual costs," is confusing and proposes that a flat 
fee schedule would eliminate compliance problems for New 
Jersey's hospitals. In support of this position, the petitioner 
references the "Summary of Public Comments and Agency 
Responses," found at 26 N.J.R. 1522 (April 4; 1994), regard-. 
ing the Board of Medical Examiner's amendments to 
N.J.A.C. 13:35-6.5, Patient record rules. 

In accordance with the provisions of N.J.S.A. 52:14B-4(f) 
and N.J.A.C. 1:30-4.2, the Department shall subsequently 
mail to the petitioners and file with the Office of Adminis
trative Law, a notice of action on the petition. 

Amended by R.1992 d.72, effective February 18, 1992. 
See: 23 N.J.R. 2590(a), 24 N.J.R. 590(a). 

Record copying fees and standards specified at (d) through (g). 
Petition for Rulemaking. 
See: 29 N.J.R. 5335(a), 30 N.J.R. 3338(a). 
Amended by R.1999 d.436, effective December 20, 1999. 
See: 31 N.J.R. 367(a), 31 N.J.R. 614(a), 31 N.J.R. 4293(c). 

Rewrote the section. 
Petition for Rulemaking. 
See: 35 N.J.R. 1962(a), 2751(b). 

Case Notes 

Department of Health had jurisdictional authority to sanction viola
tors of rule governing fees that health care providers could charge for 
copying medical records, but Department did not have exclusive juris
diction to aC!judicate such issues, and overcharged patients had a 
private cause of action against the violators. Boldt v. Correspondence 
Management, Inc., 320 N.J.Super. 74, 726 A.2d 975 (N.J.Super.A.D. 
1999). 
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8:43G-15.4 Medical records staff qualifications 

There shall be a full-time medical record director who is 
an accredited record technician or a registered record ad
ministrator under a certification program approved by the 
American Medical Record Association. 

8:43G-15.5 Staff education 

Requirements for the medical record staff education and 
training program shall be as provided in N.J.A.C. 8:43G-5.9. 

8:43G-15.7 

8:43G-15.6 (Reserved) 

8:43G-15. 7 Medical record continuous quality 
improvement methods 

(a) There shall be a program of continuous quality im
provement for medical records that is integrated into the 
hospital continuous quality improvement program and in
cludes regularly collecting and analyzing data to help identi
fy health-service problems and their extent, and recom
mending, implementing, and monitoring corrective actions 
on the basis of these data. 
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