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Amended by R.1989 d.532, effective October 16, 1989. 
See: 21 N.J.R. 2226(b), 21 N.J.R. 3307(a). 

In ( a )3, inserted "purchasing or" preceding "prescribing". 
Repealed by R.1992 d.75, effective February 18, 1992 (operative April 

15, 1992). 
See: 23 N.J.R. 161(a), 23 N.J.R. 1063(a), 24 N.J.R. 626(a). 

Section was "Prohibition of kickbacks, rebates or receiving a payment 
for services not rendered." 
New Rule, R.1997 d.226, effective June 2, 1997. 
See: 28 N.J.R. 2317(a), 28 N.J.R. 3512(a), 29 N.J.R. 2564(a). 
Amended by R.1998 d.560, effective December 7, 1998. 
See: 29 N.J.R. 4740(a), 30 N.J.R. 4247(b). 

In (c), deleted former 4 and recodified former 5 and 6 as 4 and 5; 
and added (d). 
Amended by R.1999 d.356, effective October 18, 1999. 
See: 31 N.J.R. 1742(a), 31 N.J.R. 3117(a). 

In (a)2, inserted a reference to the National Center for Competency 
Testing. 

13:35-6.5 Preparation of patient records, computerized 
records, access to or release of information; 
confidentiality, transfer or disposal of records 

(a) The following terms shall have the following meanings 
unless the context in which they appear indicates otherwise: 

"Authorized representative" means, but is not necessarily 
limited to, a person who has been designated by the patient 
or a court to exercise rights under this section. An autho-
rized representative may be the patient's attorney or an 
employee of an insurance carrier with whom the patient has 
a contract which provides that the carrier be given access to 
records to assess a claim for monetary benefits or reim-
bursement. If the patient is a minor, a parent or guardian 
who has custody (whether sole or joint) will be deemed to 
be an authorized representative, except where the condition 
being treated relates to pregnancy, sexually transmitted dis-
ease or substance abuse. 

"Examinee" means a person who is the subject of profes-
sional examination where the purpose of that examination is 
unrelated to treatment and where a report of the examina-
tion is to be supplied to a third party. 

"Licensee" means any person licensed or authorized to 
engage in a health care profession regulated by the Board of 
Medical Examiners. 

"Patient" means any person who is the recipient of a 
professional service rendered by a licensee for purposes of 
treatment or a consultation relating to treatment. 

(b) Licensees shall prepare contemporaneous, permanent 
professional treatment records. Licensees shall also main-
tain records relating to billings made to patients and third-
party carriers for professional services. All treatment rec-
ords, bills and claim forms shall accurately reflect the treat-
ment or services rendered. Treatment records shall be 
maintained for a period of seven years from the date of the 
most recent entry. 

1. To the extent applicable, professional treatment rec-
ords shall reflect: 
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i. The dates of all treatments; 

ii. The patient complaint; 

iii. The history; 

iv. Findings on appropriate examination; 

v. Progress notes; 

vi. Any orders for tests or consultations and the 
results thereof; 

vii. Diagnosis or medical impression; 

viii. Treatment ordered, including specific dosages, 
quantities and strengths of medications including refills 
if prescribed, administered or dispensed, and recom-
mended follow-up; 

ix. The identity of the treatment provider if the 
service is rendered in a setting in which more than one 
provider practices; 

x. Documentation when, in the reasonable exercise 
of the physician's judgment, the communication of test 
results is necessary and action thereon needs to be 
taken, but reasonable efforts made by the physician 
responsible for communication have been unsuccessful; 
and 

xi. Documentation of the existence of any advance 
directive for health care for an adult or emancipated 
minor, and associated pertinent information. Docu-
mented inquiry shall be made on the routine intake 
history form for a new patient who is a competent adult 
or emancipated minor. The treating doctor shall also 
make and document specific inquiry of or regarding a 
patient in appropriate circumstances, such as when 
providing treatment for a significant illness, or where an 
emergency has occurred presenting imminent threat to 
life, or where surgery is anticipated with use of general 
anesthesia. 

2. Corrections/additions to an existing record can be 
made, provided that each change is clearly identified as 
such, dated and initialed by the licensee. 

3. A patient record may be prepared and maintained 
on a personal or other computer only when it meets the 
following criteria: 

i. The patient record shall contain at least two forms 
of identification, for example, name and record number 
or any other specific identifying information; 

ii. An entry in the patient record shall be made by 
the physician contemporaneously with the medical ser-
vice and shall contain the date of service, date of entry, 
and full printed name of the treatment provider. The 
physician shall finalize or "sign" the entry by means of 
a confidential personal code ("CPC") and include date 
of the "signing"; 
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iii. Alternatively, the physician may dictate a dated 
entry for later transcription. The transcription shall be 
dated and identified as "preliminary" until reviewed, 
finalized and dated by the responsible physician as 
provided in (b )3ii above; 

iv. The system shall contain an internal permanently 
activated date and time recordation for all entries, and 
shall automatically prepare a back-up copy of the file; 

v. The system shall be designed in such manner that, 
after "signing" by means of the CPC, the existing entry 
cannot be changed in any manner. Notwithstanding 
the permanent status of a prior entry, a new entry may 
be made at any time and may indicate correction to a 
prior entry; 

vi. Where more than one licensee is authorized to 
make entries into the computer file of any professional 
treatment record, the physician responsible for the 
medical practice shall assure that each such person 
obtains a CPC and uses the file program in the same 
manner; 

vii. A copy of each day's entry, identified as prelimi-
nary or final as applicable, shall be made available 
promptly: 

(1) To a physician responsible for the patient's 
care; 

(2) To a representative of the Board of Medical 
Examiners, the Attorney General or the Division of 
Consumer Affairs as soon as practicable and no later 
than 10 days after notice; and 

(3) To a patient as authorized by this rule within 
30 days of request ( or promptly in the event of 
emergency); and 

viii. A licensee wishing to continue a system of com-
puterized patient records, which system does not meet 
the requirements of (b )3i through vii above, shall 
promptly initiate arrangements for modification of the 
system which must be completed by October 19, 1993. 
In the interim, the licensee shall assure that, on the 
date of the first treatment of each patient treated 
subsequent to October 19, 1992, the computer entry for 
that first visit shall be accompanied by a hard copy 
printout of the entire computer-recorded treatment 
record. The printout shall be dated and initialed by 
the attending licensee. Thereafter, a hard copy shall 
be prepared for each subsequent visit, continuing to the 
date of the changeover of computer program, with each 
page initialed by the treating licensee. The initial 
printout and the subsequent hard copies shall be re-
tained as a permanent part of the patient record. 

( c) Licensees shall provide access to professional treat-
ment records to a patient or an authorized representative in 
accordance with the following: 

DEPT. OF LAW AND PUBLIC SAFETY 

1. No later than 30 days from receipt of a request from 
a patient or an authorized representative, the licensee 
shall provide a copy of the professional treatment record, 
and/or billing records as may be requested. The record 
shall include all pertinent objective data including test 
results and x-ray results, as applicable, and subjective 
information. 

2. Unless otherwise required by law, a licensee may 
elect to provide a summary of the record in lieu of 
providing a photocopy of the actual record, so long as 
that summary adequately reflects the patient's history and 
treatment. A licensee may charge a reasonable fee for 
the preparation of a summary which has been provided in 
lieu of the actual record, which shall not exceed the cost 
allowed by (c)4 below for that specific record. 

3. If, in the exercise of professional judgment, a licen-
see has reason to believe that the patient's mental or 
physical condition will be adversely affected upon being 
made aware of the subjective information contained in the 
professional treatment record or a summary thereof, with 
an accompanying notice setting forth the reasons for the 
original refusal, shall nevertheless be provided upon re-
quest and directly to: 

i. The patient's attorney; 

ii. Another licensed health care professional; 
iii. The patient's health insurance carrier through an 

employee thereof; or 

iv. A governmental reimbursement program or an 
agent thereof, with responsibility to review utilization 
and/or quality of care. 
4. Licensees may require a record request to be in 

writjng and may charge a fee for the reproduction of 
records, which shall be no greater than $1.00 per page or 
$100.00 for the entire record, whichever is less. (If the 
record requested is less than 10 pages, the licensee may 
charge up to $10.00 to cover postage and the miscellane-
ous costs associated with retrieval of the record.) If the 
licensee is electing to provide a summary iu lieu of the 
actual record, the charge for the summary shall not 
exceed the cost that would be charged for the actual 
record. 

5. If the patient or a subsequent treating health care 
professional is unable to read the treatment record, either 
because it is illegible or prepared in a language other than 
English, the licensee shall provide a transcription at no 
cost to the patient. 

6. The licensee shall not refuse to provide a profession-
al treatment record on the grounds that the patient owes 
the licensee an unpaid balance if the record is needed by 
another health care professional for the purpose of ren-
dering care. 

( d) Licensees shall maintain the confidentiality of profes-
sional treatment records, except that: 
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1. The licensee shall release patient records as directed 
by a subpoena issued by the Board of Medical Examiners 
or the Office of the Attorney General, or by a demand for 
statement in writing under oath, pursuant to N.J.S.A. 
45:1-18. Such records shall be originals, unless otherwise 
specified, and shall be unedited, with full patient names. 
To the extent that the record is illegible, the licensee, 
upon request, shall provide a typed transcription of the 
record. If the record is in a language other than English, 
the licensee shall also provide a translation. All x-ray 
films and reports maintained by the licensee, including 
those prepared by other health care professionals, shall 
also be provided. 

2. The licensee shall release information as required by 
law or regulation, such as the reporting of communicable 
diseases or gunshot wounds or suspected child abuse, etc., 
or when the patient's treatment is the subject of peer 
review. 

3. The licensee, in the exercise of professional judg-
ment and in the best interests of the patient ( even absent 
the patient's request), may release pertinent information 
about the patient's treatment to another licensed health 
care professional who is providing or has been asked to 
provide treatment to the patient, or whose expertise may 
assist the licensee in his or her rendition of professional 
services. 

4. The licensee, in the exercise of professional judg-
ment, who has had a good faith belief that the patient 
because of a mental or physical condition may pose an 
imminent danger to himself or herself or to others, may 
release pertinent information to a law enforcement agen-
cy or other health care professional in order to minimize 
the threat of danger. Nothing in this paragraph, however, 
shall be construed to authorize the release of the content 
of a record containing identifying information about a 
person who has AIDS or an HIV infection, without 
patient consent, for any purpose other than those autho-
rized by N.J.S.A. 26:SC-8. If a licensee, without the 
consent of the patient, seeks to release information con-
tained in an AIDS/HIV record to a law enforcement 
agency or other health care professional in order to 
minimize the threat of danger to others, an application to 
the court shall be made pursuant to N.J.S.A. 26:5G-5 et 
seq. 

( e) Where the patient has requested the release of a 
professional treatment record or a portion thereof to a 
specified individual or entity, in order to protect the confi-
dentiality of the records, the licensee shall: 

1. Secure and maintain a current written authorization, 
bearing the signature of the patient or an authorized 
representative; 

2. Assure that the scope of the release is consistent 
with the request; and 
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3. Forward the records to the attention of the specific 
individual identified or mark the material "Confidential." 

(f) Where a third party or entity has requested examina-
tion, or an evaluation of an examinee, the licensee rendering 
those services shall prepare appropriate records and main-
tain their confidentiality, except to the extent provided by 
this section. The licensee's report to the third party relating 
to the examinee shall be made part of the record. The 
licensee shall: 

1. Assure that the scope of the report is consistent with 
the request, to avoid the unnecessary disclosure of diag-
noses or personal information which is not pertinent; 

2. Forward the report to the individual entity making 
the request, in accordance with the terms of the exami-
nee's authorization; if no specific individual is identified, 
the report should be marked "Confidential"; and 

3. Not provide the examinee with the report of an 
examination requested by a third party or entity unless 
the third party or entity consents to its release, except that 
should the examination disclose abnormalities or condi-
tions not known to the examinee, the licensee shall advise 
the examinee to consult another health care professional 
for treatment. 

(g) (Reserved) 

(h) If a licensee ceases to engage in practice or it is 
anticipated that he or she will remain out of practice for 
more than three months, the licensee or designee shall: 

1. Establish a procedure by which patients can obtain a 
copy of the treatment records or acquiesce in the transfer 
of those records to another licensee or health care profes-
sional who is assuming responsibilities of the practice. 
However, a licensee shall not charge a patient, pursuant 
to ( c )4 above, for a copy of the records, when the records 
will be used for purposes of continuing treatment or care. 

2. Publish a notice of the cessation and the established 
procedure for the retrieval of records in a newspaper of 
general circulation in the geographic location of the licen-
see's practice, at least once each month for the first three 
months after the cessation; and 

3. Make reasonable efforts to directly notify any patient 
treated during the six months preceding the cessation, 
providing information concerning the established proce-
dure for retrieval of records. 

Repeal and New Rule, R.1990 d.176, effective March 19, 1990. 
See: 21 N.J.R. 3253(a), 22 N.J.R. 978(a). 
Amended by R.1992 d.429, effective October 19, 1992. 
See: 24 N.J.R. S0(a), 24 N.J.R. 3729(d). 

Revised (b). 
Amended by R.1994 d.119, effective April 4, 1994. 
See: 25 N.J.R. 4862(a), 26 N.J.R. 1522(a). 
Amended by R.1998 d.184, effective April 6, 1998. 
See: 29 N.J.R. 840(b), 30 N.J.R. 1295(a). 

In (a), added exception at the end of the sentence; in (c)3, substitut-
ed "patient's mental or physical condition will be adversely affected 
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upon being made aware" for "patient may be harmed by release"; in 
(c)3iii, added "through an employee thereof; or" at the end of the 
sentence and added a new iv; in (d)4, added the last two sentences; in 
(h)l, inserted "a copy of the" preceding "treatment records" and added 
the last sentence. 

Case Notes 
To the extent that a contract purports to insulate the examining 

physician from liability for breaching the duty to communicate abnor-
malities found in a pre-employment exam, it violates public policy of 
New Jersey in addition to common law notions. Reed v. Bojarski, 166 
N.J. 89 (2001). 

Board of Medical Examiners neither abused its statutory authority 
nor mistakenly exercised its discretion when it refused to expunge or 
otherwise modify consent order disciplining a doctor for failing to keep 
adequate patient medical records; consent order was legally entered 
into with doctor's consent, and the Board had authority to file order 
and fine doctor accordingly. In re D'Aconti, 316 N.J.Super. 1, 719 
A.2d 652 (N.J.Super.A.D. 1998). 

Verification may be required before personal injury protection bene-
fits are paid. State Farm Mut. Auto. Ins. Co. v. Dalton, 234 NJ.Su-
per. 128,560 A.2d 683 (A.D.1989) certification denied 117 N.J. 664,569 
A.2d 1356, certiorari denied 110 S.Ct. 1131, 493 U.S. 1078, 107 L.Ed.2d 
1037. 

Reprimand by Board for failure to prepare patient record noted; 
transcript of Board proceeding not records within the meaning of the 
Right to Know Law, but are public records under common law; injury 
action's plaintiff's right to examine and inspect records superior to 
Board's interest in confidentiality (citing former N.J.A.C. 13:13-6.12). 
Beck v. Bluestein, 194 N.J.Super. 247, 476 A.2d 842 (App.Div.1984). 

Use of improper procedures at abortion clinics and failure to super-
vise staff support suspension of doctors operating facility. In the 
Matter of Miro and Steck, 97 N.J.A.R.2d (BDS) 1. 

Revocation of license; psychiatrist who engaged in sexual contact 
with patients. In the Matter of the Suspension or Revocation of the 
License of Schermer, 94 N.J.A.R.2d (BDS) 33. 

Performing numerous cardiac procedures without sufficient medical 
justification, failing to maintain accurate patient records, along with 
other acts of negligence, malpractice and incompetence, warranted 
license revocation; penalty and costs also assessed. In Matter of 
Suspension or Revocation of License of Rodriguera, 93 N.J.A.R.2d 
(BDS) 33. 

Surgeon's license revoked; unauthorized prescriptions for controlled 
dangerous substances, failure to maintain medical records, and pre-
scribing medications in manner deviating from accepted professional 
standards. In Matter of Suspension or Revocation of License of 
Makarenko. 92 N.J.A.R.2d (BDS) 1. 

13:35-6.6 Standards for joint protocols between advanced 
practice nurses and collaborating physicians 

(a) The following words and terms, when used in this 
section, shall have the following meanings, unless the con-
text clearly indicates otherwise. 

"Collaboration" means the ongoing process by which an 
advanced practice nurse and a physician engage in practice, 
consistent with agreed upon parameters of their respective 
practices. 

"Device" means an article, other than medication, for use 
in the diagnosis, cure, mitigation, treatment or prevention of 
disease, injury, pain or deformity or physical or emotional 
condition or health problem in humans or intended to affect 
the structure or function of the human body. 

DEPT. OF LAW AND PUBLIC SAFETY 

"Joint protocol" means an agreement or contract between 
an advanced practice nurse and a collaborating physician 
which conforms to the standards established by the Director 
of the Division of Consumer Affairs pursuant to this rule. 

"Medication" means any substance for which a prescrip-
tion is required which is intended for use in the diagnosis, 
cure, mitigation, treatment or prevention of disease, injury, 
pain or deformity or physical or emotional condition or 
health problem in humans or intended to affect the struc-
ture or function of the human body. 

(b) Advance practice nurses who seek to prescribe or 
order medications or devices and the collaborating physi-
cian( s) with whom they are in collaboration shall develop a 
joint protocol, which shall be: 

1. In writing; 

2. Signed by both the advanced practice nurse and the 
physician, with an acknowledgment that any inappropriate 
professional behavior or violation of the protocol on the 
part of either the physician or the advanced practice nurse 
will be reported to his or her respective licensing board; 

3. Maintained on the premises of every office in which 
the advanced practice nurse practices; 

4. Updated on an ongoing basis to reflect changes in 
the practice, office personnel, skills of the advanced prac-
tice nurse, frequency of record review, and reference 
materials containing practice guidelines or accepted stan-
dards of practice; and 

5. Reviewed at least on an annual basis. 

(c) The content of a joint protocol under (b) above shall 
address: 

1. The nature of the practice, the patient population 
(for example, pediatric patients) and settings (for exam-
ple, inpatient, nursing home, patient residences or other 
alternative care environments); 

2. Any particular circumstances for which, prior to 
prescribing, a specific examination is to be performed or a 
definitive diagnosis made; 

3. The recordkeeping methodology to be used in the 
practice (for example, the protocol might indicate that 
records should contain subjective complaints, objective 
findings, an assessment and a plan of treatment); 

4. A list of categories of medications appropriate to 
the practice; 

5. A delineation of specific medications and the spe-
cific number of refills, to be prescribed pursuant to the 
direction of the physician; 
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