Southern Trinity Health Services
Clinician Peer Review Audit Form
Clinician: 
  Chart#: 
  Date: 

Date of Index Visit: 
  Audit Type (Random or State Cause/Question): 









  Auditor #1
    Auditor #2

MEDICAL RECORDS: 




Yes  No N/A   Yes  No  N/A     COMMENTS
Problems from PN/Hx forms entered on problem list?
  FORMCHECKBOX 
    FORMCHECKBOX 

   FORMCHECKBOX 
    FORMCHECKBOX 
   
    _______________

All drug allergies entered on the problem list?

  FORMCHECKBOX 
    FORMCHECKBOX 
    FORMCHECKBOX 

   FORMCHECKBOX 
    FORMCHECKBOX 
    FORMCHECKBOX 

    _______________

Tobacco use status marked on problem list? 

  FORMCHECKBOX 
    FORMCHECKBOX 

   FORMCHECKBOX 
    FORMCHECKBOX 
   
    _______________
All chronic meds (>1 month use) entered on med list?
  FORMCHECKBOX 
    FORMCHECKBOX 
    FORMCHECKBOX 

   FORMCHECKBOX 
    FORMCHECKBOX 
    FORMCHECKBOX 

    _______________

HEALTH MAINTENANCE/CHRONIC DISEASE MANAGEMENT:

All health maintenance was ordered or completed?

(P.E.’s, Labs, Paps, X-Rays, Rectals, etc.)

  FORMCHECKBOX 
    FORMCHECKBOX 

   FORMCHECKBOX 
    FORMCHECKBOX 
   
    _______________

Proper immunizations were given when indicated?
  FORMCHECKBOX 
    FORMCHECKBOX 

   FORMCHECKBOX 
    FORMCHECKBOX 
   
    _______________

Indicated procedures/studies/imm. on problem list?
  FORMCHECKBOX 
    FORMCHECKBOX 

   FORMCHECKBOX 
    FORMCHECKBOX 
   
    _______________
GENERAL CARE:
Was there adequate History documentation?

  FORMCHECKBOX 
    FORMCHECKBOX 

   FORMCHECKBOX 
    FORMCHECKBOX 
   
    _______________

Was there adequate Physical Exam documentation?
  FORMCHECKBOX 
    FORMCHECKBOX 

   FORMCHECKBOX 
    FORMCHECKBOX 
   
    _______________

Was the Diagnosis/Assessment appropriate?

  FORMCHECKBOX 
    FORMCHECKBOX 

   FORMCHECKBOX 
    FORMCHECKBOX 
   
    _______________

Appropriate diagnostic studies ordered/planned?
  FORMCHECKBOX 
    FORMCHECKBOX 
    FORMCHECKBOX 

   FORMCHECKBOX 
    FORMCHECKBOX 
    FORMCHECKBOX 

    _______________

Appropriate medicine type/dose/duration was used?
  FORMCHECKBOX 
    FORMCHECKBOX 
    FORMCHECKBOX 

   FORMCHECKBOX 
    FORMCHECKBOX 
    FORMCHECKBOX 

    _______________

External referral was ordered when indicated?

  FORMCHECKBOX 
    FORMCHECKBOX 
    FORMCHECKBOX 

   FORMCHECKBOX 
    FORMCHECKBOX 
    FORMCHECKBOX 

    _______________

Appropriate follow-up interval for acute problems?
  FORMCHECKBOX 
    FORMCHECKBOX 
    FORMCHECKBOX 

   FORMCHECKBOX 
    FORMCHECKBOX 
    FORMCHECKBOX 

    _______________

Appropriate follow up of all significant Labs/X-Rays?
  FORMCHECKBOX 
    FORMCHECKBOX 
    FORMCHECKBOX 

   FORMCHECKBOX 
    FORMCHECKBOX 
    FORMCHECKBOX 

    _______________

Appropriate follow up of all chronic problems?

  FORMCHECKBOX 
    FORMCHECKBOX 
    FORMCHECKBOX 

   FORMCHECKBOX 
    FORMCHECKBOX 
    FORMCHECKBOX 

    _______________

UTILIZATION:

Inappropriate or unnecessary studies ordered?

  FORMCHECKBOX 
    FORMCHECKBOX 
    FORMCHECKBOX 

   FORMCHECKBOX 
    FORMCHECKBOX 
    FORMCHECKBOX 

    _______________

Inappropriate medicine type/dose/duration was used?
  FORMCHECKBOX 
    FORMCHECKBOX 
    FORMCHECKBOX 

   FORMCHECKBOX 
    FORMCHECKBOX 
    FORMCHECKBOX 

    _______________

Referral ordered if non-indicated w/o prior work up?
  FORMCHECKBOX 
    FORMCHECKBOX 
    FORMCHECKBOX 

   FORMCHECKBOX 
    FORMCHECKBOX 
    FORMCHECKBOX 

    _______________

CONTINUITY OF CARE:

Appropriate info on referral form or associated PN?
  FORMCHECKBOX 
    FORMCHECKBOX 
    FORMCHECKBOX 

   FORMCHECKBOX 
    FORMCHECKBOX 
    FORMCHECKBOX 

    _______________
All feedback, study, and hosp/ED reports reviewed?
  FORMCHECKBOX 
    FORMCHECKBOX 
    FORMCHECKBOX 

   FORMCHECKBOX 
    FORMCHECKBOX 
    FORMCHECKBOX 

    _______________
Appropriate patient follow-up or notification?

  FORMCHECKBOX 
    FORMCHECKBOX 
    FORMCHECKBOX 

   FORMCHECKBOX 
    FORMCHECKBOX 
    FORMCHECKBOX 

    _______________

CODING COMPLIANCE:
Documentation supports code assigned to visit:  FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


   FORMCHECKBOX 
    FORMCHECKBOX 
    FORMCHECKBOX 

   If no( FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 

(if applicable acute care visit)



  (code marked)




 (suggested code)

ARE THERE ANY SIGNIFICANT FINDINGS THAT NEED FURTHER REVIEW?
        YES  FORMCHECKBOX 
   NO  FORMCHECKBOX 

IF YES, PLEASE COMMENT: 












Name of first Auditor: 




Name of second Auditor: 





(if necessary)

Medical Director Comments (if any): 











Medical Director’s Signature: 






Date: 
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