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4.1 About the Medical Record 
As stated in the Indian Health Manual (3-3.2), the medical record is: 

• The chronological documentation of health care and medical treatment 
given to a patient by professional members of the health care team. It is an 
accurate, prompt recording of their observations, including relevant 
information about the patient, the patient's progress, and the results of the 
treatment. 

• The means by which physicians, nurses, and allied health professionals 
who plan and conduct the care and treatment of the individual patient 
communicate. 

• A legal document that benefits the patient, the physician, and the health 
care program. 

• A tool for training members of the medical and paramedical professions, 
and for conducting medical research. It is also the primary means of 
evaluating the quality and appropriateness of medical care rendered. 

• The source document for statistical use in research, planning, and 
budgeting. 

• The original source document for any-financial activity involving patient 
care. Primary examples are the use of medical records in audits of third 
party collections by outside payers; and in internal audits to verify 
allocation processes and to develop and maintain cost management 
programs and cost management systems. 

For more information on the medical record, see the Indian Health Manual, 
Part 3, Professional Services, Chapter 3, “Medical Records,” which is 
available at this website: 

http://www.ihs.gov/PublicInfo/Publications/IHSManual/Part3/pt3chapt3/pt3ch
pt3.htm 

4.1.1 Medical Record Number 

As defined in the Indian Health Manual (3-3.9B): 

“Unit Number: A unique unit number shall be assigned to each patient’s 
record upon initial registration; whether outpatient, inpatient, newborn, 
emergency patient, community health patient, or contract health service 
beneficiary. This number is used to identify the patient’s record and all 
material filed therein. Reissue of a number is strictly prohibited because of 
the interactive nature of IHS data systems.” 

http://www.ihs.gov/PublicInfo/Publications/IHSManual/Part3/pt3chapt3/pt3chpt3.htm
http://www.ihs.gov/PublicInfo/Publications/IHSManual/Part3/pt3chapt3/pt3chpt3.htm
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4.1.2 Medical Record Chart/Folder 

Each Medical Record established will have the following forms imprinted or 
laser labels with patient identifying information on each form prior to delivery 
of the record to the designated clinic. 
• Ambulatory Care Record Brief 
• IHS Ambulatory and Inpatient (if facility is ambu and inpt) divider tabs 
• PCC Health Summary 
• Immunization Record, IHS-216 (optional if entering immunizations at 

point of care and facility has eliminated the Immunization Record form) 
• Radiology consultation report 
• Disclosure accounting record, IHS-505 (optional) facilities either 

manually or electronically account for disclosures via Release of 
Information (ROI) software 

• Authorization to furnish Information/Assignment of Benefits 
• Acknowledgement of Receipt of IHS Notice of Privacy Practices 

The medical record will be identified with  

• patient name – Last, First, and Middle Initial – (this should be the legal 
name, e.g., Rebecca, not “Becky,” William, not “Bill”) on top 

• medical record number (terminal digit) on the side and top tab along with 
the back of the chart cover 

• year of activity stamp or label 

• Allergy (sensitivity) sticker, if applicable 

These are the only authorized items allowed on the outside of the chart/folder.  

4.2 Temporary Medical Record Number Assignments 
Temporary numbers (“T” numbers) are usually assigned to individuals who 
are  
• walk-ins without a previous medical record number, 
• emergencies,  
• newborns, or  
• transfers to the clinic that do not have an existing medical record number.  

In order to treat that patient on the date they present, a temporary number is 
issued to the patient chart.  
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Temporary numbers are also issued to patients who call in for an appointment 
and are not registered (new patients).  

A temporary number is issued from the Patient Mini-Registration option in 
the RPMS Scheduling application. This will be used only after a thorough 
search of the record is done to avoid duplication. 

The RPMS Patient Registration application considers anyone with a 
temporary chart number to be an incomplete record and will issue a message 
to Registration. After reviewing the report of temporary chart numbers from 
RPMS, a new, permanent medical record number from the next available 
number on the Number Control Log should be assigned and the information 
updated in the system.  

4.2.1 Clean Up Process for Temporary Medical Record 
Numbers 

Assigning a permanent chart number should be done as soon as possible, since 
temporary chart numbers are not exported to the National Patient Information 
Reporting System (NPIRS).  

• Identify the patient records that contain a temporary chart number. 
– Go to the Patient Registration Reports Menu (REG > PTRG > RPT). 
– Access the Print Patient with TEMPORARY CHART NUMBERS 

(TEM) option.  
– Print a list of patients that have a temporary chart number.  

Temporary chart numbers are identified as a “TNNNNN” where the 
“NNNNN” is a temporary number usually beginning with 00001. 

• Compare the patient entry on the TEM report to the Patient Registration 
database.  
– Use the SCAN the patient files option (REG > PTRG > SCA), and 

check against: 
• Active patients 
• Inactive or deceased patients 
• Patient charts at other locations in the same database 

– Check if the patient may be a duplicate in the system by comparing: 
• Social Security numbers 
• Date of birth 
• Mother’s maiden name 
• Current Community 
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• If the patient is identified as a unique entry, ensure that the mandatory 
fields in the patient’s record are completed, and then request a new Health 
Record Number from Medical Records (or whoever assigns the HRNs). 

• If the patient is identified as a duplicate entry, it is easier to print a face 
sheet of the duplicate patient entry (usually it is the one that has the 
temporary chart number) and merge the two entries together.  

This is a manual process, comparing fields from one chart entry to the 
other and transferring data to the correct patient. When moving the data is 
completed, the staff can inactivate (INA) the duplicate chart. An additional 
step could be to change the name (NAM) on the duplicate chart, and then 
proceed to inactivate it. 

Note: All visit information associated to the duplicate chart number will 
need to be reassigned to the permanent chart number in RPMS. 
 
Notify the appropriate departments of the chart number 
reassignment. 

4.3 Master Patient Index (MPI) 
A permanent, current Master Patient Index (MPI) shall be maintained by each 
facility. This alphabetical index of patients is a key to the identity and location 
of the medical record. It may be contained in a computer system (RPMS), but 
a hard copy control index must also be maintained.  

Information on the patient index card shall be as detailed as needed. The index 
cards shall be filed alphabetically by the last name. For a name change, a 
cross-index file shall be made. The unit number of the original registration 
shall be recorded on the cross-index card. (The majority of facilities still type 
or print this card from Patient Registration Menu. Usually the Kardex 
equipment that holds the card is located in the HIM Department.)  

The MPI is also used to find inactive patients who were treated at the facility 
but never registered. The original number should then be used and a new chart 
established  

With the implementation of the Electronic Health Record at IHS clinics and 
hospitals, a hard copy or paper medical record must be established and 
maintained until the IHS-EHR is approved and accepted by the National 
Archives and Records Administration (N.A.R.A.). 
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4.4 Name/Birth Date Change Requests  

4.4.1 Name Change 

On request from the patient, a name will be changed on the medical record of 
the patient after valid document(s) have been presented: 
• Birth certificate 
• Marriage license 
• Court order/Divorce decree stating the name change 

A name change/correction request form will be completed. For an example of 
this form see Part 2, Appendix C, Name Change/Date-of-Birth Correction 
Request Form. 

Patient demographic information updates will be completed to reflect the 
name change for Assignment of Benefits form and HIPAA Acknowledgement 
of Receipt of the Notice of Privacy Practices (NPP). Changing the name will 
not update the insurance eligibility information.  

A copy of the Ambulatory Care Record Brief (face sheet) will be printed and 
attached to the change request form with the supporting documents.  

Name changes must be made directly into the RPMS Patient Registration 
application. Changes, whether for the manual or electronic medical record, are 
identical. The name must also be changed on the actual Medical Record chart 
and corresponding identification media (labels, embossed cards, etc.). 

4.4.2 Birth Date Change 

On request from the patient, the date of birth on the medical record will be 
changed after a state copy of the birth certificate, driver’s license, or other 
acceptable documentation is presented. Patients will be informed that the 
change will take place within a day. Documentation will be maintained in the 
patient account files. 

If the patient’s date of birth in the third party payor eligibility files is different 
than the existing or corrected date of birth in the patient demographics 
information, the patient should notify his/her third party payor of the change 
to his/her date of birth. 

Note: Never change the demographic date of birth to match the third 
party payor date of birth. 
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A birth date correction request form will be completed. For an example of this 
form see the Revenue Operations Manual, Part 2, Appendix C, “Name 
Change/Date-of-Birth Correction Request Form.” 

4.5 New Patient Registration  
All patients must be registered in the RPMS Patient Registration application 
before care is rendered, with the exception of emergency services. On 
subsequent encounters, each patient’s demographic and third party 
information must be updated. 

• Upon completion of the triage process and/or check-in at the clinic, the 
patient will be directed to the Patient Registration area for the 
establishment of the Medical Record. 

• Patient registration staff will thoroughly scan the RPMS database using 
the SCAN/ALL option, to search for an exiting file to avoid duplication of 
the medical record file. 

• The patient will be added to the RPMS database using the Patient 
Registration “ADD a new patient” option. 

• A new medical record number will be assigned from the “Number Control 
Log” Form, IHS-209, if no existing file is found. This number is used to 
identify the patient’s record and all material filed therein. 

• The patient’s file will be completed and all documents verified, including: 
Social Security Card, Birth Certificates, Identification Cards, and 
Certificate of Tribal Enrollment. Verification will be documented in the 
Registration Editor. 

• It is very important to verify the patient’s eligibility in a federally 
recognized tribe by reviewing their Certificate Degree of Indian Blood 
(CDIB) with the list in the Code of Federal Regulations. To insure this, 
patients will be informed to bring in all missing documents on their next 
visit. 

• The following forms and signatures will need to be completed: 
– Assignment of Benefits 
– Acknowledgement of Receipt of the Notice of Privacy Practices 
– Notification to provide proof of Tribal enrollment if valid 

document is not present 
– Medicare Secondary Payor (MSP) Questionnaire (for Medicare 

patients only) 

• Any other information that cannot be entered on any page needs to be 
entered on the Notes page of the Patient Registration application. 
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• The following fields in the RPMS Patient Registration application must be 
completed for exporting purposes. 

 
Patient Registration Field Name Notes 
Registering Facility Code  

Chart/Health Record Number  

First Name Required if no Middle Name is provided 

Middle Name Required if no First Name is provided 

Last Name  

Birth Date  

Gender Code  

Social Security Number  

Beneficiary Classification Code  

Tribe Code  

Blood Quantum Code  

Community of Residence Code  
 

• On completion of the interview, Patient Registration staff will assemble 
the documents into the medical record. 

• The patient will be directed to the clinic. 

4.6 Established Patient Registration  
Demographic and third party information must be updated at each encounter. 
The patient registration staff will update demographic information and collect 
all third-party information during the update process, when a patient is 
seeking medical services.  

 

Form Signature Update 
Frequency 

Assignment of Benefits and Release of Information annually 

The HIPAA Acknowledgement Form 
When the patient reaches the age of majority, 18 years, or has 
a name change due to divorce/marriage or court name change, 
then another Acknowledgement Form should be signed and 
filed in the record 

required once after 
April, 2003 

Signatures and updates need to be completed on the following forms: 

• Assignment of Benefits and Release of Information (annually) 
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• The HIPAA Acknowledgement Form (required once after April, 2003)  

When the patient reaches the age of majority, 18 years, or has a name 
change due to divorce/marriage or court name change, then another 
Acknowledgement Form should be signed and filed in the record. 

• Medicare Secondary payor (MSP) Questionnaire (every inpatient stay or 
every 90 days). This does not apply to a Free Standing Facility. 

• Notification to provide proof of Tribal membership (completed only if no 
valid documentation has been presented), if applicable. 

4.7 Non-Beneficiary Registration 
It is very important for the Registration staff to obtain identifying 
demographic and insurance related information on any non-beneficiary 
patient. Depending on the patient’s condition, all of this information should be 
recorded prior to him or her seeing the provider. However, if the situation is 
an emergency, the information can be obtained before the patient is ready to 
leave the facility (see Part 2, Chapter 4, Section 4.16, “Non-Beneficiary Exit 
and Collection Process.”) 

The following information should be obtained: 

• Copy of the insurance card back and front 

• Copy of valid driver license 

• Completed Patient Registration form. Form will be utilized at the 
discretion of the facilities.  

• Demographic information to include home address and telephone number 

• Name and telephone number of nearest relative not living in the same 
household 

• Name and telephone number of an emergency contact 

• Name of attending provider 

• Name of guarantor 

• Collection of deductible or co-payments by check, cash, or credit card 

• Collection of total charge by check, cash, or credit card, if the patient has 
no insurance 

• Any other identifying information 

• A superbill (or charge ticket) and PCC form should be placed in the chart 
for use by the nurse or provider.  
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• After the visit the superbill should be given to the exit clerk. 

• The exit clerk should charge out the superbill, collect any final monies 
due, or develop a payment agreement with the patient 

• The superbill will be attached to the claim and filed in the patient account 
financial folder for future reference 

After the visit, the services and procedures data need to be entered into the 
RPMS PCC application by the end of the day and sent to Billing immediately. 

4.8 Commissioned Officers and Dependents 
Registration 
Prior to care being rendered, all Commissioned Officers and their dependents 
must be registered in the RPMS Patient Registration application. On 
subsequent visits, each patient’s demographic and third party information 
must be updated. 

• Patient Registration staff will obtain a current copy of the Commissioned 
Officer’s  
– Identification card 
– Driver’s license 
– Social Security card 
– Insurance card(s), front and back  

The copies of these documents go to Precertification, marked 
“Commissioned Officer or Dependent.” 

• Demographic information will include  
– Current home address 
– Working telephone number.  
– Name and telephone number of nearest non-household relative 

• Assignment of Benefits signed. 

• Notice of Privacy Practices signed. 

• Medicare Secondary Payor (MSP) Questionnaire signed (if applicable). 

• Advance Directive and Patient Rights will be addressed and entered in the 
Notes page of the RPMS Patient Registration application. 

• A new medical record file number will be issued from the “Number 
Control Log,” if no existing file is found. 
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• When a chart is established for a Commission Officer or Dependent, the 
chart identification will be “Commission Officer” and will indicate “Non-
Beneficiary-IHS.” 

• Patient Registration staff will update the RPMS Patient Registration 
application as follows: 

Page 1: Eligibility = Direct 

Page 2: Classification = Commission Officer or Dependent of 
Commission Officer 

• Patient Registration staff will call the Medical Affairs Branch to verify 
that the patient is enlisted with Commissioned Corp. 

• Patient Registration staff will update the Notes page of the RPMS Patient 
Registration application with the status of “Commissioned Officer” or 
“Dependent of Commissioned Officer.” 

4.9 Scheduled Patient Registration 

4.9.1 Centralized Registration for Scheduled Patients 

Patients who have an appointment will report to the Central Registration area 
on arrival at the clinic. 

• Patients will be checked in using the RPMS Scheduling application, and 
the patient’s name will be checked-off on the printed daily schedule. 

• The patient will be sent to the designated clinic for their clinical 
appointment. 

• All mandatory fields must be updated for demographic and insurance 
information in the RPMS Patient Registration application at each 
encounter. 

• Eligibility for insurance will be verified at each encounter.  
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4.9.2 Decentralized Registration for Scheduled Patients 

For decentralized registration, patients who have appointments at any clinic 
within the facility will report to their designated clinic. 

• Patients will be checked in using the RPMS Scheduling application, and 
the patient’s name will be checked-off on the printed daily schedule. 

• The patient will be sent to the designated clinic for their clinical 
appointment. 

• All mandatory fields must be updated for demographic and insurance 
information in the RPMS Patient Registration application at each 
encounter. 

• Eligibility for insurance will be verified at each encounter.  

4.10 Unscheduled Walk-in Registration 
All unscheduled walk-in patients seeking health care must go through the 
Triage process. On completion of the Triage process, the patient(s) will be 
directed to Patient Registration. The regular registration process will be 
followed with the documentation of necessary forms if needed. 

4.11 Inpatient Admissions Registration  
All patients requiring hospitalization must be registered prior to or at the time 
of admission through the Admitting Office. The admitting clerk will interview 
the patient/family member for updated demographic and third party 
information, process all inpatient forms with signatures, and issue 
identification bands for the patient. This process should be completed within 
the timeline specified by the facility’s policy. 

A copy of the Clinical Record Brief, along with the Admission Call-In/Check-
Off List, could be used to assure that all required information is obtained 
during the admission process. For an example of the Admission Call-In/ 
Check-Off List, see Part 2, Appendix D. 

4.12 Scheduled Inpatient Admission Procedure 
(Adult, Pediatric) 

Note: As defined by current IHS policy, the Minimum Age for an Adult 
is 15 years.  
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It is the responsibility of the Admitting Section to ensure that all patients 
admitted as an inpatient status are updated in the RPMS Patient Registration 
application and the RPMS Admitting, Discharge and Transfer 
application.  

When a provider determines that a patient will be admitted as an inpatient, it 
is important that the data is entered in both the RPMS Patient Registration and 
Admission, Discharge and Transfer applications in a timely manner. This 
information is used by other clinical departments and other RPMS 
applications, and the timeliness and accuracy of the data are important for 
optimum patient care.  

When a patient is to be admitted, the hospital staff should refer the patient or 
family members to the Admitting section either for a personal interview, or if 
the patient is already admitted, the Admitting clerk should be notified of the 
location of the patient or family member.  

A copy of the Clinical Record Brief, along with the Admission Call-In/Check-
Off List, could be used to assure that all required information is obtained 
during the admission process. For an example of the Admission Call-In/ 
Check-Off List, see Part 2, Appendix D. 

4.12.1 Procedure for Patient Admission - RPMS Patient 
Registration 

Once Admitting is notified, the following steps should be performed. 

Note: If the Admission is scheduled, some of these steps can be 
performed during pre-admission of the patient. 

1. Ensure a doctor’s order is on file and verify the inpatient admitting status 
of the patient. 

2. Interview the patient and/or representative and update the demographic 
information and the third party eligibility information in the RPMS Patient 
Registration application.  

3. If the patient is 18 years or older, ask the patient or family member if the 
patient has an Advanced Directive. If not, provide the patient with the 
pamphlet that has initial information. If the patient requests more 
information, notify the appropriate department to follow-up with the 
patient. 
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4. Provide the patient with the hospital pamphlet on the “Patient Bill of 
Rights” If the patient is a minor, give the pamphlet to the 
parent/guardian/legal representative of the minor.  

5. Have the patient/parent/legal representative sign the inpatient consent 
form for medical treatment, if required. 

6. If available, stamp or label the identifying information on the patient 
armband and attach the armband to the patient. 

7. If the patient has third party coverage, have the patient and/or 
representative sign an Assignment of Benefits form.  

8. If the patient is on Medicare, have the patient or family member complete 
a Medicare Secondary Payor form. 

9. If the patient is on Medicare, have the patient and/or representative sign 
the “Important Message for Medicare” form.  

The original form will be given to the patient and a copy will be filed in 
the medical record.  

10. If the patient has Private Insurance, notify the Private Insurance plan of 
the patient’s admission status within the 72-hour time frame.  

11. Submit the admitting information to the Utilization Review Coordinator. 
The Utilization Review Coordinator will call the Insurance Company to 
provide the necessary clinical information and to obtain a Pre-Certification 
or Prior Authorization number. This number will be entered in the RPMS 
Patient Registration application.  

12. If the patient is a non-beneficiary Medicare patient, provide the Advanced 
Beneficiary Notification (ABN) rules and have the patient sign the 
appropriate documents.  

For more information about ABNs, go to this website: 

http://www.cms.hhs.gov/MLNProducts/downloads/mps_guide_web-
061305.pdf 

http://www.cms.hhs.gov/MLNProducts/downloads/mps_guide_web-061305.pdf
http://www.cms.hhs.gov/MLNProducts/downloads/mps_guide_web-061305.pdf
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4.12.2 Entering Patient Data in RPMS 
Admission/Discharge/Transfer (ADT) 

The RPMS Admission/Discharge/Transfer (ADT) application enables the 
hospital to enter and track specific clinical information on patients while they 
have inpatient status at the facility. The RPMS laboratory, radiology, 
pharmacy and other applications utilize the patient information entered in the 
ADT application. 

1. The Admitting clerk will enter the data in the RPMS Admission/ 
Discharge/Transfer (ADT) application.  

The following information is required: 

• Patient name or Chart number or Date of birth or Social Security 
Number 

• Admit Date and Time 

• Yes or No to prompt: “Does patient wish to be excluded from the 
Hospital Directory?”  

• Admit Ward and Bed Number 

• Admit provider (may enter Referring physician (word text),  
Admitting and Attending Provider (may be the same provider) 

• Admit to Treating Specialty (e.g., General Medicine) 

• Admit diagnosis 

• Type of Admit (Direct, Referral, or Transfer) 

• Admit Source (UB 92 equivalent) 

2. After the data is entered, print the Inpatient Clinical Record Brief 
(IHS-44).  

3. Accumulate all of the forms related to this admission and file the forms in 
the Medical Record located on the ward. 

4. File the IHS-44 form in the inpatient medical record on the inpatient unit.  

5. Provide a copy of the IHS-44 form to the Benefit Coordinator and the 
Utilization Review Coordinator.  
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4.13 Newborn Admission Procedure 
Newborn admissions use the same procedure as the scheduled inpatient 
admission procedure for adult and pediatric patients. By reviewing the OB 
Clinic appointment list, the Admitting clerk can identify future newborn 
admissions. 

A copy of the Clinical Record Brief, along with the Admission Call-In/Check-
Off List, could be used to assure that all required information is obtained 
during the admission process. For an example of the Admission Call-In/ 
Check-Off List, see Part 2, Appendix D. 

For pre-admission, the Admitting clerk will complete the following tasks prior 
to admission: 

1. Obtain current demographic information and enter the data in the RPMS 
Patient Registration application. 

2. Identify Alternate Resource information and enter the data in the RPMS 
Patient Registration application. 

3. Provide the new parent a packet for obtaining the birth certificate, which 
contains detailed information on what will be needed to submit for the 
birth certificate. 

On notification of an admission, the Admitting clerk will 

• Follow the same steps as identified in the Adult and Pediatric General 
Admission instructions. 

• Obtain and process the necessary information for the birth certificate, or 
provide the information to the Health Information Management 
department for processing. 

• Provide the parent with an application for a Social Security number. If the 
patient is a newborn, file a copy of the Parent’s Certificate of Indian Blood 
documentation in the newborn’s medical record. 
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4.14 Observation Bed Admission Procedure 
An observation bed is defined as the use of a bed and periodic monitoring by 
the hospital’s nursing or other ancillary staff, which are reasonable and 
necessary to evaluate an outpatient’s condition, to determine the need for 
possible inpatient admission.  

The same registration process is used to gather specific data on demographic 
and insurance information for the Registration application as identified in Part 
2, Chapter 4, Section 4.12, “Scheduled Inpatient Admission Procedure (Adult, 
Pediatric).” 

Due to the nature of the patient’s condition, this information often must be 
obtained from the family or from the patient during their stay in the 
observation bed, before they leave the hospital, or after they are admitted.  

The guidelines state that patients may stay in an observation bed for up to 
23 hours of care. Additionally, the following guidelines apply: 

• When a patient arrives at the facility (generally via the Emergency 
Department), observation services may be reasonable and necessary to 
evaluate the medical conditions, to determine the need for a possible 
admission to the hospital as an inpatient. 

• Documentation in the patient's medical record must support the medical 
necessity of the observation service. 

• An inpatient's status may not be retroactively changed to observation/ 
outpatient status.  

The physician's intent to admit the patient at the time the patient entered 
the facility is the controlling factor. That intent cannot be retroactively 
changed. Hospitals must not substitute outpatient observation services for 
medically appropriate inpatient admissions, nor may outpatient 
observation services follow a medically appropriate hospital inpatient 
admission.  
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4.15 Discharge and Transfer Processes 
A provider, a nurse, the patient, or a family member may request that the 
patient be transferred from one place to another, one treating specialty to 
another, one ward to another, or one bed to another. However, the Admitting 
Office needs to be contacted about the request for a room change and approval 
sought from the attending physician based on level of acuity. A patient room 
change impacts the census reporting and needs to be actively coordinated and 
documented via ADT, Nursing, and the Admitting office. 

Transfers may also occur from one facility to another facility. The admitting 
office staff needs to coordinate the transfer with their counterpart in the other 
facility. In addition, the attending physician should document in the medical 
record the reason or medical necessity of the transfer  

The Admitting section should be informed of a potential discharge by 
Nursing. This will enable the Admitting staff to make specific bed 
assignments for other incoming patients.  

4.15.1 Other Discharges 

An inpatient discharge is the end of an inpatient hospitalization. The end of a 
hospitalization can occur by 

• Order of the physician,  

• Against medical advice (AMA),  

• Other types of irregular discharge, such as absent over leave (AOL), 
absent without leave (AWOL),  

• Transfer to another medical facility, or  

• Death.  

Patients, who are AOL or AWOL, are considered discharged at the time they 
actually leave the hospital. 

These patients may be at risk for adverse health outcomes and/or subsequent 
admissions. When this situation occurs, each facility needs to thoroughly 
document the medical record with  
• provider discussions with the patient 
• reason why the patient chose to leave the facility 
• whether any education was provided to the patient prior to departure 
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In addition, the appropriate medical records forms need to be assigned, noting 
the patient’s desire to leave. 

4.16 Non-Beneficiary Exit and Collection Process 
When a patient is ready to leave the facility, several business processes need 
to be completed, if they were not been completed during the check-in process. 

• Insurance cards need to be copied front and back and should be verified 
before the patient’s departure. 

• Demographic and telephone information on the patient, including family 
members, should be maintained in the Notes section of the RPMS Patient 
Registration application, giving Billing several resources for follow-up, if 
necessary. 

• Identify the guarantor, who is financially responsible for services 
rendered. 

• Deductibles and Coinsurance payments should be collected. 

• For non-insured patients, payment should be collected before the patient 
exits the facility. 

• If the patient does not have the funding, then a payment plan should be 
established. 

4.17 Reconciliation of RPMS 
Admission/Discharge/Transfer Statistics  
It is the responsibility of the Admitting clerk to ensure the information entered 
in the RPMS Admission/Discharge/Transfer application is accurate. To verify 
that this information is accurate, the Admitting clerk will check the Nurses 
Daily Census report.  

All RPMS Admission/Discharge/Transfer data must match the Nurses Daily 
Census report data, as well as the inpatient service to which each patient is 
assigned. The reconciliation of admissions, discharges, and transfers should be 
completed on a daily basis.  

On the first business day of the month, the IHS-202 report is printed from the 
RPMS Admissions/Discharge/Transfer application for signature by the Chief 
Executive Officer. The report is filed on site, and the data is submitted to the 
Area Office on a pre-established schedule. 
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