Instructions – Chart Audit (RLF-60):

1. Column 1:  Ensure that the staff performing testing has initialed the testing log.  Circle “Y” if testing staff is identified, circle “N” is testing staff is not identified.

2. Column 2:  Enter the Date of Service (DOS) that the client was seen at the clinic.

3. Column 3:  Review quality control records for all tests performed on DOS.  Circle “Y” if the following criteria were met for all tests performed.   Circle “N” if any of the following criteria were not met for any tests performed.

a. Ensure that QC was performed and was within acceptable limits.

b. Ensure that all reagents (controls, test kits, test supplies, etc.) were within manufacturer stated expiration dates and that lot numbers were documented.

c. If necessary, ensure that corrective action was initiated and documented before client results were reported.

4. Column 4:  Enter the Client name or unique identifier.

5. Column 5:  Ensure that all laboratory results entered in the client history were identical to laboratory results entered on the test log.  Circle “Y” if all tests performed on the DOS were identical to results on the test records.  Circle “N” if there was a discrepancy between any tests performed on the DOS.

6. Column 6:  L=log, C=Chart.

7. Columns 8-11: 

a.  Review the client chart.  Enter results for all tests performed on the DOS in Row C.  If a test was not performed, you may leave the test blank.

i. Enter “P” for a positive result 

ii. Enter “N” for a negative result

iii. Enter the numeric value exactly as written in the chart.

b. Review test records.  Enter test result for the client in Row L.

c. Ensure that test results in the client chart were identical to the test result on the test log.

8. Column 12 (Send out lab work):

a. Review the client chart.  Identify all tests that were sent to a reference laboratory.  Verify that results were entered in the client history.  Enter the result written into the client history in Row C.

b. Review the test report received from the reference laboratory.  Enter the result directly from the reference lab report in Row L.

9. Column 13:  Diagnosis (DX).  Verify that the clinical diagnosis made on the DOS was consistent with laboratory finding.  Circle “Y” if the lab results are consistent with clinical findings and “N” if lab results were not consistent with clinical findings.

10. Column 14:  Prescription (RX).  Verify that appropriate medications were prescribed based upon the laboratory and clinical findings.  Circle “Y” if the appropriate medications were prescribed and “N” if the appropriate medications were not prescribed.

11. Column 15:  Follow-up (FU).  Verify that notations for follow-up were documented in the client history.  Recommended follow-up must be consistent with health agency policy and accepted medical guidelines.

12. Column 16:  Other.  Enter other information that is of relevance.

13. Column 17:  Review date/initial.  The individual performing the chart will enter his/her initials and the date of the review.

The completed chart audit will be sent to both the site coordinator and regional laboratory director/technical consultant for review. 



