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Abstract 
Medical record documentation forms the foundation of medical 
coding and billing, encompassing essential components that ensure 
accurate coding, proper reimbursement, and quality patient care. The 
documentation process starts with patient demographics and 
progresses through detailed clinical documentation including chief 
complaint, history of present illness, past medical history, family 
history, social history, and review of systems. Physical examination 
findings and assessment/plan complete the basic clinical 
documentation. Supporting documentation includes laboratory 
results, diagnostic imaging reports, consultation notes, operative 
reports, pathology findings, nursing notes, progress notes, and 
various medical orders. The query process facilitates communication 
between providers and coders to clarify documentation ambiguities 
through concurrent or retrospective queries. Clinical Documentation 
Improvement (CDI) programs systematically enhance 
documentation quality through concurrent review, provider 
education, quality monitoring, and compliance oversight. Regulatory 
compliance requirements govern documentation practices, including 
HIPAA regulations, Medicare/Medicaid requirements, medical 
necessity documentation, coding compliance, and electronic health 
record standards. Healthcare organizations must maintain robust 
audit programs and provide ongoing education to ensure 
documentation meets all applicable standards while protecting 
patient privacy and security. 
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Learning Objectives 
After completion of the chapter, the student should be 
able to: 

• Identify and describe the essential components 
of medical record documentation, including 
basic elements and supporting documentation 
requirements. 

• Demonstrate understanding of the query 
process and its role in clarifying 
documentation ambiguities through both 
concurrent and retrospective approaches. 

• Analyze the key components and strategies of 
Clinical Documentation Improvement 
programs and their impact on documentation 
quality. 

• Apply compliance requirements in medical 
documentation, including regulatory 
standards, medical necessity documentation, 
and coding compliance. 

• Evaluate documentation integrity in electronic 
health records, including proper use of 
templates, authentication requirements, and 
copy-paste policies. 

• Understand privacy and security compliance 
measures in medical documentation, including 
access controls and breach response protocols. 

 
MEDICAL RECORD COMPONENTS 

edical record documentation is the 
foundation of medical coding and billing. A 
well-documented medical record serves as 

the primary tool for justifying medical necessity and 
supporting the codes selected for billing purposes. Let's 

M 
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explore each component in detail. 

Basic components 

Patient Demographics: 
The cornerstone of any medical record begins with 

accurate patient demographics. This section must include 
the patient's full legal name, date of birth, gender, 
address, contact information, insurance details, and 
emergency contact information. For billing purposes, 
accurate demographic information is crucial as errors in 
this section can lead to claim denials and delayed 
reimbursement. 
Chief Complaint (CC): 

The chief complaint represents the patient's primary 
reason for seeking medical attention, expressed 
preferably in the patient's own words. This component 
drives the entire encounter and must be clearly 
documented. For example, instead of simply noting 
"stomach pain," a proper chief complaint would read 
"Patient states: 'I've had severe upper abdominal pain for 
the past three days.'" The chief complaint helps establish 
medical necessity for the visit and subsequent procedures 
or tests. 
History of Present Illness (HPI): 

The HPI is a chronological description of the 
development of the patient's present illness from the first 
sign or symptom to the present. This section must include 
the following elements: 
Location: Where is the sign or symptom? 
Quality: What is the characteristic of the sign or 
symptom? 
Severity: How severe is the sign or symptom? 
Duration: How long has the sign or symptom been 
present? 
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Timing: When does the sign or symptom occur? 
Context: What circumstances are associated with the sign 
or symptom? 
Modifying factors: What makes the sign or symptom 
better or worse? 
Associated signs and symptoms: What other symptoms 
are present? 
Table. Documentation Components and Required 
Elements 

Component Required 
Elements 

Documentation Impact 

Patient 
Demographics 

- Full legal name 
- Date of birth 
- Gender 
- Address 
- Insurance details 
- Emergency 
contacts 

Essential for billing and 
identification 

Chief Complaint - Primary reason 
for visit 
- Patient's own 
words 
- Onset timing 

Establishes medical 
necessity 

History of 
Present Illness 

- Location- Quality 
- Severity- 
Duration 
- Timing 
- Context 
- Modifying 
factors 
- Associated 
symptoms 

Determines E/M level and 
supports medical 
decision-making 

Physical 
Examination 

- Vital signs 
- System 
-specific findings 
- Positive/negative 
results 

Supports diagnosis and 
treatment plans 
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Past Medical History (PMH): 
PMH encompasses all significant medical events in the 

patient's life, including previous illnesses, injuries, 
surgeries, hospitalizations, and current medications. This 
section should also document allergies and adverse 
reactions to medications. For coding purposes, past 
medical history can significantly impact the selection of 
diagnosis codes and help establish medical necessity for 
certain procedures. 
Family History: 

This component documents significant health 
conditions present in the patient's blood relatives. It's 
particularly important for identifying genetic 
predispositions and risk factors. Coders should pay 
attention to family history as it may support the medical 
necessity of preventive services or diagnostic testing. 
Social History: 

Social history includes relevant aspects of the patient's 
life that may impact their health, such as: 

• Occupation and workplace exposures 
• Living conditions and arrangements 
• Marriage status 
• Substance use (tobacco, alcohol, recreational 

drugs) 
• Diet and exercise habits 
• Travel history when relevant 

Review of Systems (ROS): 
The ROS is a systematic review of body systems 

obtained through a series of questions seeking to identify 
signs and symptoms that the patient may be experiencing. 
The systems typically covered include: 

• Constitutional symptoms 
• Eyes 
• Ears, Nose, Mouth, and Throat 



Medical Coding Essentials: A Guide to Master ICD-10-CM Diagnostics 

261 

• Cardiovascular 
• Respiratory 
• Gastrointestinal 
• Genitourinary 
• Musculoskeletal 
• Integumentary 
• Neurological 
• Psychiatric 
• Endocrine 
• Hematologic/Lymphatic 
• Allergic/Immunologic 

Physical Examination: 
This section documents the provider's objective 

findings through observation, palpation, percussion, and 
auscultation. The extent of the examination can range 
from problem-focused to comprehensive, depending on 
the nature of the visit. Documentation should be specific 
and include both positive and relevant negative findings. 
Assessment and Plan: 

The assessment provides the provider's conclusions 
about the patient's condition, including diagnoses and 
differential diagnoses. The plan outlines the proposed 
treatment, including medications, procedures, additional 
testing, referrals, and follow-up care. This section is 
crucial for code selection as it often contains the definitive 
diagnoses used for coding. 

Essential documentation elements 

Date of Service: 
Every entry in the medical record must be dated. This 

includes the date and, when relevant, the time of service. 
This is particularly important for procedures and time-
based services. 
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Provider Identification and Signatures: 
All entries must be authenticated by the provider 

through a legible signature with credentials. Electronic 
signatures must comply with CMS and organizational 
policies. Each provider involved in the patient's care 
should be clearly identifiable. 
Patient Identification: 

Every page of the medical record should include 
patient identification to prevent documentation errors 
and comply with legal requirements. This typically 
includes the patient's name and a unique identifier like a 
medical record number. 
Legibility: 

Whether handwritten or electronic, all documentation 
must be legible to any reader. Illegible documentation can 
lead to medical errors and denied claims. Electronic 
Health Records (EHRs) have largely addressed this issue, 
but it remains important for any handwritten notes or 
amendments. 
Clear Documentation of Procedures: 
When procedures are performed, documentation must 
include: 
Specific name of the procedure 
Anatomical site and laterality 
Any complications or unusual circumstances 
Medical necessity justification 
Informed consent when required 
Time Documentation: 

Time documentation is essential for certain services, 
particularly: 
Evaluation and Management services when counseling 
dominates the visit 
Critical care services 
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