3 DAY STAY CHART AUDIT TOOL

Patient Name :_____________________________
     Ordering Provider:__________________

Patient Account Number: ___________________

Date of Admission: _________________________
  
Time: ___________ 

Date of Discharge: __________________________

Time: ___________ 

1. INITIAL PROVIDER ORDERS
Clearly states inpatient admission.  Yes   No

2. DIAGNOSIS IN THE PROVIDER’S ORDER
Admitting Diagnosis:

Altered Mental Status___ 

Heart Failure ___
Syncope___

 
 Dehydration ___
Chest Pain ___
Back Pain ____


Renal Colic ____
Generalized Weakness/Failure to Thrive ____

Other ___________________________________________


Principal Diagnosis (if different than admitting diagnosis):

Secondary Diagnosis:

Why did the physician want the patient in Inpatient Status?

3. Is the level of service appropriate for inpatient admission?

Yes/No

If No, what was appropriate status and why?

4. CONTINUED STAY MEDICAL NECESSITY
Did Inpatient Intensity of Service Continue Throughout the Inpatient Stay: Yes / No

Details:

