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Importance of Health Records

Designed as quick?reference notes for students, health?care professionals, and anyone

interested in medical documentation.

1. Definition & Scope

Term Meaning
A systematic collection of an individual’s health information, including
Health Record medical history, diagnoses, treatments, test results, immunizations, and

lifestyle data.

Electronic Health  Digital version of a health record that can be shared across authorized
Record (EHR) health?care settings.

Personal Health

Health information managed and maintained by the patient themselves.

Record (PHR)

2. Core Functions

Function
Continuity of Care

Clinical Decision?
Making

Patient Safety

Legal Documentation

Public Health &
Research
Billing &
Reimbursement

Why It Matters

Enables seamless hand?offs between primary care, specialists,
hospitals, and emergency services.
Provides clinicians with accurate, up?to?date data for diagnosis,

medication selection, and risk assessment.

Reduces medication errors, duplicate testing, and adverse drug
interactions.

Serves as evidence of care provided, supporting compliance and
malpractice defense.

Supplies de?identified data for disease surveillance, epidemiology, and
outcomes research.

Supplies necessary codes and documentation for insurance claims and
audits.
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3. Benefits for Stakeholders

Stakeholder Specific Benefits

* Better understanding of their health status.
Patients * Empowerment through access to their own data (PHR).
* Faster, more accurate treatment.

o * Quick retrieval of past labs, imaging, and notes.
Clinicians . . .
* Decision?support alerts (e.g., allergies, contraindications).

o  Streamlined workflows.
Health?Care Organizations ) ) o
 Improved quality metrics (e.g., reduced readmissions).

 Accurate claim substantiation.
Payers & Insurers . ) _ o
* Ability to identify fraud or over?utilization.

. * Large datasets for population health studies.
Researchers & Policy Makers _ _ o
» Evidence for policy and guideline development.

4. Key Elements of a Complete Health Record

Identifying Information — Name, DOB, contact, insurance ID.
Medical History — Chronic diseases, surgeries, family history.
Medication List — Current, past, dosage, frequency, allergies.
Immunization Record — Dates, vaccine types, lot numbers.
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Encounter Summaries — Visit dates, provider notes, diagnoses (ICD?10), procedures
(CPT).

6. Laboratory & Imaging Results — Raw data, interpretation, reference ranges.

7. Treatment Plans — Care plans, referrals, follow?up instructions.

8. Consent & Advance Directives — DNR orders, power of attorney, HIPAA authorizations.

5. Standards & Interoperability

Standard Purpose

HL7 (Health Level Seven) Messaging protocol for exchanging clinical data.
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Standard Purpose
FHIR (Fast Healthcare Interoperability Modern, web?based API framework for EHR data
Resources) sharing.

LOINC (Logical Observation Identifiers _ o )
Standardizes lab and clinical observations.

Names and Codes)
SNOMED CT Provides a comprehensive clinical terminology.

Coding for diagnoses and procedures, essential
ICD?10?CM / CPT n _
for billing and analytics.

*Interoperable records allow information to flow securely across hospitals

Page 3 | Back to Ynet StudyHub


https://ynetstudyhub.com
https://ynetstudyhub.com

