


Unauthorized access.

The most straightforward way to guard against
unauthorized access to the record is to institute a
password protocol. However, because passwords
are only as credible as the people to whom they
are given, a password system with additional lay-
ers of access restrictions (e.g., according to job
type) provides enhanced protection.

Breach of confidentiality.

Breaches of medical information confidentiality
can easily happen when a record is handwritten.
Electronic records, however, allow breaches that
are inconceivable at the paper record level. One
previously mentioned story of a subcontracted
overseas medical record transcriber of a major
university hospital system became well-publicized
after a transcriber who alleged she had not been
properly paid for her services threatened to pub-
lish records on the Internet.

Finding an EHR System that Is Right
for Your Practice

In a national survey by the American Academy
of Family Physicians of its members, 81 percent
reported that they were interested in EHR soft-
ware.11 However, implementing an EHR system
can be challenging and requires strong leader-
ship, clear objectives and cooperation from
everyone who is expected to use it. With the
large number of electronic medical record pro-
grams available, determining which system
meets a practice’s needs can be tough. The key
to finding an appropriate EHR system is deter-
mining what the practice does (or should do)
manually, and then finding a system that accom-
plishes those tasks electronically—preferably in
a more efficient manner that increases patient
safety and ultimately provides a return on the
investment. Each practice has clinical, business and
administrative needs. EHR systems address those
needs in varying degrees by various methods.

Question 1: What does your practice do?

Each practice has a number of processes (e.g.,
patient registration, writing prescriptions, calcu-
lating bills, etc). The first step in finding an EHR
system involves making a list of everything that
encompasses a particular process, including who
is (or should be) responsible for completing the task
in order to determine different levels of security.

For example, prescription of medication can
require the following:

� Referring to the health plan formulary information

� Checking for drug interactions and allergies

� Providing patient education

� Writing out the prescription

� Faxing or calling in the order to the pharmacy

Each process in a practice will probably generate a
similar list. EHR programs offer various electronic
solutions for accomplishing a variety of manual
tasks. The items on a practice’s completed
processes list can be compared against the
offerings of any particular EHR program.

Question 2: What do you expect the medical
record system to do?

Once processes have been identified, the search
for an EHR system can begin. Each practice will
have a unique list of system requirements, which
may include any or all of the following: (Please
note: this list is not meant to be all-inclusive. The
list should be personalized based on individual
practice needs as well as research on additional
elements offered in available medical record soft-
ware/ hardware.)

Clinical Requirements

� Record and retrieve the basic elements of
the medical record

� Allow clinician to illustrate/diagram physical
exam findings

� Advise of/alert to adverse medication reactions

� Verify patient demographics (name, surgical
site, etc.)
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� Identify issues for quality assurance

� Generate prescription forms

� Prompt clinical guideline-driven treatment

� Allow email exchange between members
of the healthcare team

� Allow for the remote access of medical
information

� Check drug reference/formulary data

� Import lab or hospital data

� Generate patient education material

� Flag questionable data

Administrative/Business Requirements

� Scan and integrate paper documents

� Back-up the records

� Schedule appointments

� Keep track of inventory

� Insert transcribed dictation

� Suggest billing codes and generate
service charges

� Generate clinical alerts when the chart is opened

� Retrieve a list of patients with a specific diag-
nosis; merge the patient names and addresses
from such a list into a form letter

� Allow for the customization of the data
entry templates

� Track and flag outpatients for appointment,
immunization, test follow-up, etc.

� Generate forms and contact alerts for
missed appointments

� Manage telephone calls

� Manage referrals

� Store and index sound, video and graphics

� Allow for voice recognition or touch-screen input

Legal Requirements

� Comply with HIPAA, state privacy statutes
and other regulations

� Provide a separate password-protected file
for highly confidential items (e.g., psychiatric
history or HIV testing/status)

� Limit access

� Create a record that is appropriate for release
in response to a discovery request

� Limit and guide the way changes are made
to an existing record

A checklist of practice-specific EHR product
criteria can also be used to communicate prac-
tice needs to potential vendors.

Question 3: Is it easy to use?

A practice may search for and find what appears
to be an optimal system, but that system will only
be as effective as the staff commitment to learn-
ing and using it. Some of this commitment can
be achieved by involving staff members at all lev-
els in the initial analysis of office processes and
system needs and requirements. Commitment
can also be encouraged by providing adequate
training and support. The user interface is an
obviously important, but sometimes overlooked,
aspect of developing a system. Difficult or coun-
terintuitive navigation can frustrate even the most
committed user to the point where he or she uses
the telephone to obtain lab results that should
have been accessible through the EHR system.

Question 4: How will you make the
system function?

Various information input stations within an
organization will need to communicate in a
secure fashion with each other and possibly with
outside medical information systems (e.g., labs,
hospitals, specialists, insurers, pharmacies). With
this goal in mind, software/hardware considera-
tions might include the following:

� How will stations and/or devices be securely
networked?

� How many different stations or peripheral devices
can the system handle? (Will a separate soft-
ware license be required for each station?)
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� Will the system expand with the practice?

� Will the practice’s data be readable by outside
entities? If so, how will the information be
secured to accomplish compliance with HIPAA
and state confidentiality requirements?

� How will records be safeguarded from
destruction (e.g., by disaster, hackers or
disgruntled employees)?

� How easy is it to update the system?
(How much will updating cost?)

� How will technical problems be handled?

� How robust is the database? Will it accommo-
date practice growth? Will it allow report
generation during working hours without
slowing the entire system?

� Does the vendor provide adequate technical
support?

Question 5: Can you afford it?

A study of 14 solo or small-group primary care prac-
tices using EHR software found that the initial EHR
costs averaged $44,000, and ongoing costs
averaged $8,500 per year. The average practice
paid off its EHR debt in two-and-one-half years
and profited significantly following that.41 Another
study put the numbers at $20,000 to install and
about $5,000 per year to operate.42 There is no
avoiding the fact that converting to electronic
medical records will be a significant investment.

Question 6: What are you looking for
in a vendor?

Before choosing an EHR system, prudent physi-
cians and administrators will inquire whether the
vendor is experienced and what level of technical
support is available not only for implementation
but for future troubleshooting as well.
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Basic System Features
Whichever system the practice chooses, the EMR should contain the following basic
“sections”:

Patient problem list—information on a patient’s clinical status. It can later be used to
remind physicians about certain chronic problems or conditions a patient has, such as
hypertension or diabetes.

Medications—medications the patient is taking or has taken.

Allergies—patient allergies to drugs, foods and other substances.

Services log—record of all tests, procedures or other services. This can serve as a
quick reference to when various tests and procedures were performed.

Orders—instructions given to the patient at office appointments.

Documents—chronological information about office visits, telephone calls, lab
reports, etc.

Follow-up actions—tracks tasks that need to be accomplished in the practice, such
as billing, transcription and lab orders. A file can be set up to act as a follow-up system
to show when tests were ordered, when results came in, when the physician reviewed
the results, when the patient was notified and other actions taken. (Note: To keep
billing and transcription task lists separate from a test/procedure tickler file, two work
lists can be set up—one for clinical tasks and one for administrative tasks.)

Electronic Medical Record System Features



Section Eight: Electronic Medical Records � 55

Part 1: Medical Records Management

Forms—templates of forms that can be completed electronically (e.g., patient
encounter forms, physical forms, anatomical diagrams and other types of forms).

Progress notes—physicians can enter new notes or review previous notes. Some
systems include a template for progress notes that structures information in an
organized way that is easy to follow from visit to visit.

Patient appointments—schedules patient appointments and tracks cancellations.

Security—includes features such as screen savers and automatic log-off. The system
should only allow users with valid passwords to gain access to data and it should be
able to track and date information entered by each user.

Optional System Features

Depending on the practice’s needs, the following optional features are available:

Drug interaction software—a reference with information on drug-to-drug interactions
(including non-prescription medications), the most common symptoms of allergic reac-
tions, generic equivalents, etc. Sometimes these databases are set up to interact with
patient charts; for example, if a prescription is written for a medication that is contraindi-
cated, and the new drug is noted in the patient’s file, the system will alert the user.

Laboratory results—if a clinical laboratory utilizes a computer compatible with the
system, the practice may be able to link up with the laboratory so that information can
be sent and results received electronically, thus speeding up the turnaround time for
test result receipt and notification to patients.

Patient education software—educational programs that patients can view or interact
with to learn about general health issues or a specific test or procedure. Some of these
systems are set up as an adjunct to informed consent discussions; many provide an
automatic notation of the patient’s participation. In addition, most systems allow the
user to repeat information or print sections to take home for review.

Transcription—allows physicians to dictate patient progress notes. Some systems can
“listen” and transcribe the information at the same time. When deciding on this type of
system, carefully review examples of transcribed text because sometimes spoken
words are misunderstood by the system and typed incorrectly.

Mouse or stylus—a useful option for those who cannot type. For instance, some
physicians use a paper checklist to note that various parts of an examination have
been completed. If this examination sheet were available on the computer, the physician
could use a stylus to check off the information electronically and save it as a part of the
patient’s computerized medical record. New systems include wireless hand-held mini
laptops that enable input from anywhere within the perimeter of the system.

Electronic Medical Record System Features (continued)



EHR Resources

A variety of organizations provide further informa-
tion on the various aspects of converting from
paper to electronic records. NORCAL does not
endorse any of these organizations in particular:

AC Group

The AC Group is a healthcare technology con-
sulting firm that provides a yearly EHR system
functionality report. (www.acgroup.org)

American Academy of Family Physicians (AAFP)

The AAFP Center for Health Information
Technology Web site (www.centerforhit.org)
offers advice on every step of an EHR
conversion.

American Health Information Management
Association (AHIMA)

AHIMA is a professional association dedicated
to advancing health information management
through education, advocacy and certification.
(www.ahima.org)

The California Medical Association (CMA)

For California policyholders, the CMA provides
a variety of tools to help providers understand,
acquire and use electronic health technology.
(www.cmaonline.org)

Healthcare Informatics

Healthcare Informatics is a magazine/journal
that addresses issues related to healthcare
information technology. The magazine

publishes an annual software buyers’ guide.
(www.healthcare-informatics.com)

Health Data Management

The Health Data Management Web site provides
access to its journal, which addresses healthcare
information technology and includes a software
guide. (www.healthdatamanagement.com)

Healthcare Information Management and
Systems Society (HIMSS)

The HIMSS Web site provides a variety of
healthcare technology articles, manuals and
EHR system selection tools. (www.himss.org)

KLAS Enterprises

KLAS Enterprises produces satisfaction reports
on various health information technology ven-
dors. (www.healthcomputing.com)

Medical Records Institute

The Medical Records Institute sponsors confer-
ences and exhibitions involving various EHR
vendors. (www.medrecinst.com)

Accomplishing the goal of complete, networked
electronic patient health information depends
significantly on the ability and willingness of
healthcare providers to convert to electronic
medical records. The complexity of the many
available solutions and options, coupled with
the unique needs of each practice, make plan-
ning and research critical to the successful
conversion from paper to electronic records. It is
not too early to start preparing for the inevitable.
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Key Points
� Patient confidentiality must be protected whether the practice has paper-based or

computerized records. Written guidelines and an ongoing employee training program
concerning confidentiality issues should be created and documented.

� The EHR system selected should have built-in security features such as password
protection, user identification and authorization, controlled access and audit capability,
automatic log-off and encryption systems.

� The system that a group chooses for integrating outside data (e.g., lab, consultant
and hospital data) into the patient’s record should not create more risks than main-
taining a paper chart.
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Qualifications of Non-Physician Staff

A physician or group practice can never underes-
timate the importance of hiring a well-qualified staff
to help run and mange the day-to-day affairs of
the practice. In many instances, non-physician
employees are the front line individuals who have
direct contact with patients and are an extension
of the physician and medical practice’s reputation.

A group practice should verify and monitor the
qualifications of its non-physician staff to avoid
legal issues related to employee performance
problems or situations in which employees are
exceeding their scope of practice. Because
physicians become vicariously liable for the negli-
gent acts of their employees in a variety of
circumstances,53 screening potential job candi-
dates for license verification, certification,
education and prior employment history can be
a valuable risk management practice.

In addition, many aspects of a practice’s hiring
and screening procedures must be conducted
within state and federal parameters that are
defined by statute. In particular, federal and state
laws limit the types of questions that employers
may ask of potential hires during the interview
process. Employers are only allowed to ask
questions of a potential hire that are not discrimi-
natory in nature.54

In addition, the Americans with Disabilities Act
(ADA) prohibits discrimination based on an appli-
cant’s disability. An employer cannot ask whether
a potential hire has a disability, but may only ask
if the applicant can perform the essential duties
of the job in question. If an applicant volunteers
that he or she has a disability, the employer may
ask whether the applicant can perform the job
notwithstanding the disability or with reasonable
accommodation. Once an offer has been made,
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This section discusses issues associated with hiring, training and working with
non-physician staff members.

Learning Objectives

Upon completion of this section, you should be able to:

� indicate qualifications for which potential job candidates should be screened;

� recognize the importance of written job descriptions and employee policy and
procedure manuals;

� work appropriately with mid-level practitioners;

� identify items that may be included in a new employee’s orientation packet;

� identify basic elements of a performance appraisal; and

� recognize the benefit of providing continuing education (including confidentiality
training) for all staff members.

Section One
Non-Physician and Human Resources Issues



the employer can condition employment upon
the applicant passing a job-related physical
examination.54,55

Increasingly, employers are concerned about
criminal background checks on potential hires.
When interviewing the applicant, the employer
can only inquire about the number and kinds of
actual convictions for criminal offenses, and this
inquiry must be made with a statement that a
conviction will not necessarily disqualify an appli-
cant for employment.

Physician Involvement in Selection
of Non-Physician Staff

In addition to considering the applicant’s educa-
tion, training and previous work experience that
forms the foundation for their technical expert-
ise, the practice should also consider the
applicant’s ability to establish positive rapport
with patients in daily interactions, whether by
telephone or in person.

The physician or interviewer should assess the
job candidate’s ability to handle interactions
with patients. Interview questions should be
designed to provide information on the candi-
date’s professional demeanor in a group
practice setting. A good interviewing technique
is to give examples of scenarios that occur on a
daily basis in the practice and ask the applicant
how he or she would respond. For example,
a potential hire could be asked how he or she
would respond to an angry patient, a patient
who always misses or is late for appointments,
a patient with a legitimate criticism of the prac-
tice or a verbally abusive patient. This aspect of
the screening process is an important risk man-
agement measure; a significant number of
non-meritorious lawsuits are initiated by angry
patients—primarily because of poor interactions
with non-physician staff.

The interviewer’s assessment, combined with the
candidate’s employment references, will help in
selecting the best person for the group practice.

Written Job Descriptions

Each employee should be provided with a
written job description that is re-evaluated
and updated annually.

Issues to consider when creating appropriate
position descriptions are discussed below:

Mid-Level Practitioners

Mid-level practitioners (MLPs), such as nurse
practitioners (NPs) and physician assistants (PAs)
are common adjuncts to medical practices. Both
the American Medical Association and allied
health organizations agree that when properly
supervised, MLPs can increase quality of care
and may lower a physician’s liability risk. Mid-
level practitioners can offer the following benefits
to a practice:56

� Increased access to health services for patients—
many groups improve access by giving patients
the option of seeing an advance practice nurse
or physician assistant instead of a physician.

� Improved patient satisfaction, by reducing
office waiting time and increasing patient inter-
action with healthcare personnel—a satisfied
patient is less likely to sue.

� Greater efficiency, by allowing the physician to
spend more time with difficult cases—mid-level
practitioners are trained to do a variety of impor-
tant but time-consuming tasks, such as blood
pressure checks, post-operative wound care,
immunizations and treatment of minor complaints.

� Increased communication—mid-level practi-
tioners have undergone specialized training in
taking patient histories and establishing rapport.

� Increased revenues for supervising physicians
(by virtue of being able to accommodate more
patients in the practice).57

Physicians should be wary, however, of giving an
MLP too much autonomy. The medical and sup-
port services that MLPs are allowed to provide
vary by state. Additionally, NORCAL liability cov-
erage for the actions of healthcare extenders
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requires the physician to follow certain guidelines.
In order to maximize quality of care and minimize
liability risks, a supervising physician should
never lose sight of the role and limitations of
MLPs or healthcare extenders.

Physicians who supervise MLPs may incur vicari-
ous liability exposure for the actions of those
practitioners and direct liability exposure for inade-
quacies in supervision. Allegations that the MLP
went beyond the legal scope of practice, or vio-
lated a law or regulation, can severely compromise
the ability to defend treatment that otherwise met
the standard of care.

Lawsuits in which an MLP is the only or even
the prime defendant are rare, with suits primarily
focusing on supervising physicians.58 Most
lawsuits against MLPs arise from lack of com-
munication and include allegations of one or
more of the following:

� Rendering services beyond their capabilities

� Performing an inadequate examination or
history

� Failing to consult with the supervising physician,
which leads either to failing to diagnose a con-
dition or to an untimely referral

� Failing to develop and follow protocols

� Improperly monitoring or ordering medication

The most common allegations against physicians
based on these actions include the following:

� Standardized procedures and protocols did
not exist or failed to establish the boundaries
within which the MLP was allowed discretion

� Duties were over-delegated by the supervis-
ing physician so that the MLP was practicing
beyond his or her skill level

� The supervising physician signed chart notes
made by an MLP without thoroughly review-
ing them

� Negligent hiring

NORCAL’s professional liability policy provides
vicarious liability coverage to the supervising
physician for the actions of the “healthcare exten-
ders” (includes NPs and PAs) for whom the
physician is legally responsible. NORCAL has
specific guidelines and requirements, including
the creation of a current written patient treatment
protocol or, for PAs, a “Delegation of Services
Agreement,” that must be met, however, before
coverage is provided and an MLP is endorsed
onto a physician’s policy or an entity policy.
Contact NORCAL’s Policyholder Services Unit at
(877) 443-7232 to arrange proper coverage of
healthcare extenders.

Physicians who employ and supervise MLPs
need to be familiar with the scope of practice for
the type of MLP and the degree of physician
supervision necessary in their state. In addition,
standardized written procedures should be devel-
oped collaboratively between the physician and
the MLP and adhered to by the MLP and physi-
cian. The September 2007 issue of Claims Rx
provides an overview of these issues. (Available
at: www.norcalmutual.com.)
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� Review state laws on licensure, scope of practice and physician supervision of
MLPs (including how many MLPs a physician may supervise at one time, the
number of MLP charts a physician should review and how many of the MLP’s
patients the supervising physician needs to see personally). Keep in mind that
NORCAL underwriting guidelines pertaining to “healthcare extenders” may be
more stringent than state law.

� Before hiring, verify from the primary sources (e.g., the schools and licensing boards)
that an MLP has met the educational, licensure and certification requirements
required by law.

� Make sure that tasks delegated to an MLP are consistent with the physician’s own
competence and expertise. (Orthopedic surgeons cannot, for example, supervise
an MLP who is providing prenatal care.)

� At the time of hiring, verify the current competence of the MLP. Verify ongoing com-
petence through chart review, regular meetings with the MLP, direct observation of
procedures to verify clinical competence (or other means at defined intervals), keep-
ing a written record of the MLP’s continuing competence.

� Written guidelines (“protocols,” “standardized procedures” or “Delegation of Services
Agreement”) help physicians and MLPs solidify their practices, minimize liability risks
and deliver appropriate patient care. Some states may also require that MLPs prac-
tice pursuant to written procedures.1,2 The supervising physician and MLP should
collaboratively develop written guidelines that address key issues such as the practi-
tioner’s training and credentials, scope of practice and authorized services, and the
physician’s supervision and consultation requirements. All physicians involved in
supervising, including on-call physicians, must approve and sign guidelines.

� Review written guidelines annually, whenever the scope of practice or duties change,
and when there is a change in personnel.

� Even if your state has no statutory provision that physicians perform chart review for
MLPs, it is, nonetheless, prudent to do so from a risk management and defense per-
spective. Regular review demonstrates that the supervising physician was involved
in the patient’s care, and that the competency of the MLP was monitored at regular
intervals. Physicians and their MLPs may want to develop a policy and procedure
and checklist for chart review that pertains to their individual practice.

� Cultivate a climate where all MLPs feel empowered to consult with a supervising
physician whenever they need help.

� Introduce patients to the MLP, and ensure that the supervising physician charts an
evaluation of the patient periodically to confirm physician supervision and collaboration.

Risk Management Recommendations for
Physicians Utilizing Mid-Level Practitioners



Medical Assistants and Other Unlicensed
Assistive Personnel

Competent, adequately trained and supervised
medical assistants and other unlicensed assis-
tive personnel (UAP) can help make a medical
practice an efficient organization with a high
level of patient satisfaction and quality of care.
The Department of Labor projects that by
2010, there will be 187,000 medical assistants
employed in the United States. Some states,
like Rhode Island do not specifically regulate
UAP, while states like California have detailed
statutes outlining supervision requirements and
the services a medical assistant may perform.
In many instances, the line between what UAP
may and may not do is often subtle, and failure
to observe these distinctions can lead to seri-
ous problems for physicians and their patients.

Medical assistants are not specifically licensed by
any of the California state licensing boards. The
September 2007 issue of Claims Rx (available at
www.norcalmutual.com) explored in detail liability
issues related to medical assistants and what

tasks they may and may not perform. Even if
these professionals are “certified” to perform
certain tasks, the bottom line is that they are
still unlicensed and the supervising physician
is responsible for their actions. If UAP perform
duties that are supposed to be performed by
licensed personnel only, then they are operating
outside the appropriate boundaries of their posi-
tions and it is considered an unauthorized
practice of a profession.

When a patient is harmed as a result of a UAP’s
negligent treatment, the patient may bring claims
against the supervising physician for not only the
UAP’s negligence (vicarious liability) but also neg-
ligent hiring, training and supervision. Additionally,
the Medical Board of California warns physicians
that “delegating a task included in the physician’s
scope of practice to unlicensed personnel is aid-
ing and abetting the illegal practice of medicine.”
Awareness of the limitations and roles of UAP can
help physicians utilize these professionals to the
greatest benefit of the practice, while maintaining
safe patient care and avoiding liability exposure.
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� Limit the number of visits that a patient can make without actually seeing the
physician personally.

� Periodically ask patients about their treatment experience with a particular MLP.

� Limit supervising physicians to those who are willing to supervise and be supportive
of MLPs. Otherwise, serious communication problems will ensue, and these problems
could compromise patient care and patient safety.
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Employee Policy & Procedure Manuals

Policy and procedure manuals help support the
goals and objectives of the group practice. Further,
policies and procedures help maximize efficiency
and productivity by providing structure and guide-
lines for each employee’s job. Too often, staff
positions are defined solely in terms of technical
requirements, with too little attention to service
issues. “Patient-centered” performance guide-
lines (see sample in course Appendix) include
specific expectations for handling telephone
communications, managing patient flow, interact-
ing with patients during the visit and behaving
professionally. Written standards incorporated
into job descriptions let the staff know what is
expected of them. These standards can be used
during performance appraisal to measure contri-
butions and correct unsatisfactory behavior.

Policy and procedure manuals can be used to
supplement job descriptions and include specific
information on office procedures, especially those
concerning interactions with patients. For example,
new employees should know (as appropriate)
how to respond to patient questions regarding
medical advice, how to handle lab test results,
and general clinical and business matters specific
to the group practice. Examples of clinical and
business subject matter that a practice might
consider including in a policy and procedure
manual are the following:

� Use of e-mail and the Internet

� Medical record confidentiality and privacy

� Use of chaperones for examinations

� Bloodborne pathogens and infection control

� Safety needle regulations

� Cal-OSHA compliance

� Hazardous substance communication in
the workplace

� Hazardous waste

� Injury and illness prevention program
(and ergonomics standards)

� Medical waste

� Workplace violence (verbally and physically
abusive patients)

� Telemedicine

� Responding to emergencies and disasters

� Sexual misconduct

� Phone communications and medical advice

� Terminating the physician-patient relationship
(See Part 2, Section 3 of this course,
Patient/Quality Care Issues)

In order to ensure that policies and procedures
contained in employment manuals are current
and relevant, revised policies or procedures
should be distributed to staff members for
reviewing, initialing and dating. The October 2004
Claims Rx offers risk management considerations
for developing policies and procedures in a prac-
tical manner, suitable to the individual medical
group. (Available at: www.norcalmutual.com)

Orientation of Non-Physician Staff

Information and training specific to their posi-
tions helps employees successfully perform
their duties. An orientation program assists
new employees in obtaining an understanding
of the philosophy and objectives of the medical
practice. A successful orientation program
helps to minimize confusion regarding new
employees’ duties.

A successful orientation program begins on or
near the first day of employment and includes
providing new employees with a checklist of
items to be reviewed during orientation, along
with necessary resource materials. Requesting
signatures of both the new employee and super-
visor or preceptor on the orientation form and
placement of the form in the employee’s person-
nel file provides a convenient means to track the
orientation process. The following suggested
items may be included in a new employee’s
orientation packet:
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� Mission statement

� A copy of the job description signed and
dated by the new employee and supervisor
(the original job description should be kept
in the employee’s personnel file)

� Training guidelines

� Human resource information such as employee
benefits, sick leave, vacation, etc.

� Work rules or administrative procedures

� Checklists of assignments that need to be
completed during the first days or weeks of
employment

� Clinical protocols (if applicable)

� Procedure manuals

� Phone directory and community referrals

In addition to a review of the items noted from
the new employee orientation packet, the prac-
tice can develop a list of measurable orientation
objectives and skill verifications. The purpose of
the objectives and verifications is to confirm that
the new employee has learned the necessary
duties and responsibilities of the position. As
progress is made throughout the orientation, both
the new employee and supervisor will sign off on
each objective as is completed. The process of
hiring employees can be time consuming and
expensive. Efforts designed to retain employees
and to build a good healthcare team can only be
enhanced by properly orienting new staff.

Healthcare facilities should also conduct confi-
dentiality training annually and for new hires. This
is addressed in Part 1, Section 3 of this course,
Medical Record Security.

Performance Appraisals for
Non-Physician Staff

The group should ensure that an effective apprais-
al system is in place for all non-physician staff.
The performance appraisal should be a construc-
tive process that acknowledges the performance
of each employee. During the orientation period

for new employees, it should be clearly stated
who will be conducting the performance apprais-
al, what standards are required, and how often
appraisals will be conducted. Basic elements of
the appraisal discussion should include articula-
tion of standards and expectations, evaluation of
the employee’s performance on every standard,
and areas that need improvement.

The performance evaluation should be the accu-
mulation of discussions throughout the year; that
is, feedback regarding performance should not
occur only once a year, but on a regular basis as
job responsibilities are being carried out.

Information used to conduct the appraisal may
include, but is not limited to, the following:58

� Compliance with office policies and procedures

� Ability to carry out treatment protocols
(if applicable) and other tasks or responsibilities

� Complaints from patients or medical office
colleagues

� Ability to work in a team setting with medical
office colleagues

� Direct observation of each employee’s
performance of duties

The most effective competency evaluations are
those that are specific to the job category of the
person being assessed (i.e., medical assistant,
physician assistant, etc.). Job assessments are
an important part of ensuring patient safety and
avoiding liability. Under the legal doctrine of
Respondent Superior, a physician can be held
liable for an employee’s performance that resulted
in substandard care. Proper training, assessment
and evaluation gives the practice a means to
identify and remedy potential problems.

Setting realistic and measurable performance
goals and objectives for the next evaluation
period completes the annual appraisal process.

Section One: Non-Physician and Human Resources Issues � 67

Part 2: Practice Management



In-Service Training for Non-Physician Staff

The group should continually strive to enhance
the professional competence and quality of per-
formance of all employees by supporting ongoing
continuing education and encouraging teamwork.
Fostering a highly competent group practice will
help benefit both patients and staff by increasing
quality of care.

It is important for the group to provide the oppor-
tunity for continuing education for nursing staff,
licensed personnel, medical assistants and clerical
personnel. Continuing education can be achieved
in a number of ways, such as:

� Senior staff members providing training

� Physicians of the group providing in-service
training during staff meetings

� Scheduling guest speakers

� Sending employees to relevant workshops
and seminars

Not only does formal in-service training serve
to improve the overall operations and morale of
the staff, but meetings designed to encourage
staff participation and sharing of ideas are also
very helpful.

Staff meetings give staff an opportunity to offer
suggestions, raise concerns and function as part
of a group practice. Staff meetings should be
held at regular intervals, but can be informal.
Staff meetings held over a lunchtime period, for
example, can generate new ideas, foster open
communication and reduce the possibility of
unhappy staff and potential whistle blower claims
against the practice. Maintaining positive staff
morale is extremely important in the high stress
world of healthcare services. The group may also
want to consider ways to recognize and reward
positive performance and contributions to med-
ical group operations.

With respect to the overall employment outlook,
retention of qualified staff is very challenging.
Many practices experience high turnover rates
that contribute to potential disruptions in opera-
tions. These breakdowns may also be a
contributing factor to a lawsuit being filed against
a medical group. Employee turnover is also
extremely costly to an employer. Overt and hid-
den costs associated with employee turnover
include: recruiting, hiring and training costs, and
the stress turnover places on employees who
remain and must assume additional responsibili-
ties when vacancies occur.
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Key Points
� Non-physician employees are the front line individuals who have direct contact with

patients and are an extension of the physician and medical practice’s reputation.

� Policy and procedure manuals can supplement job descriptions and include specific
information on office procedures, especially those concerning interactions with
patients.

� A physician can be held liable for an employees’ performance that resulted in sub-
standard care. Proper training, assessment and evaluation are important tools for the
practice in identifying and remedying potential problems.



Physician Credentialing

An adequate credentialing process will give
physicians valuable information for choosing
qualified candidates for their group practices.
Efforts that result in the selection of competent
physicians enhance patient care and safety. In
addition, careful selection can minimize allega-
tions related to corporate negligence with
respect to negligent credentialing.

Group practices should implement a formal
process of credentialing and periodic reappoint-
ment for every practitioner. Credentials and
privileges should be based upon the physician’s
training and expertise in his or her specialty.
Each physician should be reviewed, appointed
and privileged individually. Employment back-
ground reviews should include investigation into
any potential problem areas such as suspension
or limitation of a physician’s state license. If the
physician or group contracts with an external
agency to conduct its credentialing process this
does not relieve the medical practice from liability
for negligent credentialing.

Initial Credentialing

During the initial credentialing process, the group
should collect any information specific to the
physician that is relevant in its determination of
whether or not to recommend a candidate for
the group practice, including, but not limited to
the following:

� License and DEA registration

� Undergraduate, graduate, residency and
fellowship training

� Board certification

� List of hospital privileges

� Inquiry of the provider for review of previous
hospital, medical society, specialty, and state
board disciplinary actions

� Health status (Keep in mind that employers are
allowed to ask questions of a potential hire as
long as the inquiry is not discriminatory in
nature. See discussion regarding the ADA in
Part 2, Section 1 of this course, Qualifications
of Non-Physician Staff.)

� Review of any malpractice actions
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This section reviews information that is collected during physician credentialing
and periodic review.

Learning Objectives

Upon completion of this section, you should be able to:

� identify how the credentialing process helps to ensure the quality of the
practice; and

� describe the areas that should be investigated for both initial credentialing
and periodic review.

Section Two
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� Written and oral recommendations specific
to clinical competence

� Criminal background check (Again, keep
in mind guidance provided in Part 2,
Section 1 of this course, Qualifications
of Non-Physician Staff.)

� Entire employment history

� Investigation of gaps in employment history

� Peer review

� Quality management input (if available from other
organizations shared under the appropriate
peer review guidelines to protect information
from discovery)

� Medical board reports

Periodic Review

Periodic re-appointment should include consider-
ation of information that will help the group
determine whether it is appropriate for a physician
to continue with the group, including, but not
limited to the following:

� Status of license and DEA registration

� Continuing medical education
requirements met

� Reduction or revocation of hospital privileges

� Input from patient satisfaction questionnaires

� Input from other staff members, peers as well
as subordinates

� Ongoing peer review activities (internal as well
as external sources)

� Medical Board reports

� CPR requirements, training and certification

The formal credentialing process should also
address allied health professional (AHP)
credentialing issues. Allied health professional
credentialing should include many of the items
that are applicable from physician credentialing,
as well as licensing and/or certification, training
and standardized procedures (for nurse practi-
tioners, registered nurses, certified nurse
midwives), and delegation of services agree-
ments (for physician assistants).
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Key Points
� Credentialing efforts that result in the selection of competent physicians enhance

patient care.

� Credentials and privileges should be based upon the physician’s training and
expertise in his or her specialty, and each physician should be reviewed, appointed
and privileged annually.

� If the physician or group contracts with an outside agency to conduct its credentialing
process, this does not relieve the medical practice from liability for negligent credentialing.



Patient Satisfaction as a Loss
Prevention Tool

Both patients and practices benefit when physi-
cians and staff are committed to meeting patients’
expectations through responsive operating sys-
tems and performance. Patients who receive
comprehensive, quality care and feel that their
problems have been responded to in a prompt,
professional, and caring manner are more likely
to be satisfied and less likely to consider filing a
claim should a poor outcome occur.

Patient satisfaction is also vital to the growth of
the practice. For primary care doctors, satisfied
patients often produce the majority of new
business through word-of-mouth referrals. For
specialists, reports from satisfied patients prompt
new business both from patients and referring
physicians. For all practitioners, patient satisfac-
tion is the only way to ensure return visits.
Patients evaluate quality on many levels, from
their perceptions about the quality care they
receive to issues peripheral to the care they
receive such as the resolution of billing matters.

How Patients and Physicians Judge Quality

Patients expect to receive quality medical care,
just as physicians strive to render quality care.
However, physicians and patients may have dif-
ferent criteria for defining quality.

Many physicians think of medical excellence in
terms of technical expertise because that was
the primary focus of their medical training.
Patient expectations go beyond receiving an
accurate diagnosis and effective treatment;
patients also judge the service that accompa-
nies their medical care.

In addition to accurate diagnosis and effective
treatment, the five attributes of a medical prac-
tice that are most important to patients are:

1. Accessibility

2. Patient flow

3. Service

4. Communication

5. Staff performance
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This section focuses on patient satisfaction with a practice. Termination of the
physician-patient relationship is also discussed.

Learning Objectives

Upon completion of this section, you should be able to:

� recognize the relationship between patient satisfaction and loss prevention;

� distinguish how patients and physicians judge quality;

� identify methods for evaluating quality of care; and

� recognize the appropriate manner in which to terminate a relationship with a patient.
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Review the following practice elements to see if
they satisfy patient expectations of accessibility,
patient flow, service, communication and staff
performance in your practice:

� How do the doctor and staff members relate

to the patient during a visit?

� Is the patient greeted in a friendly manner or

does the receptionist seem harried and aloof?

� Is the office warm and inviting or cool and

intimidating?

� Can patients expect to obtain appointments

reasonably quickly, to be seen within minutes

of the scheduled appointment, and to be guided

through the visit without delay or difficulty?

� From the first call for an appointment to the last

billing question, are patients treated as valued

customers or merely as “next patient, please?”

Methods for Evaluating Quality of Care

There should be a method or system in place
that evaluates the quality of care provided by the
practice. The goal of the evaluation should be to
improve patient care. Some suggestions for eval-
uation activities include the following:

Patient Satisfaction Surveys and Patient
Experience Questionnaires

Development and implementation of a mecha-
nism to assess patient/family satisfaction is
valuable in helping healthcare facilities assess
how well they are accomplishing their core
mission: to safely meet patient needs and expec-
tations and determine their patients’ satisfaction
level with the services provided. There are several
ways to accomplish collection of this information
and different methods may be appropriate for
different healthcare environments. The overall
goal of any type of survey or questionnaire is to
have the physicians’ practice become more
patient-centered.

Patient Satisfaction Surveys

Most healthcare practices or individual provider
offices conduct patient satisfaction surveys to
identify areas for improvement that will increase
patient loyalty, yield higher referrals and increase
service volumes. Assessing patient satisfaction
is a key objective of patient satisfaction surveys
with the true purpose of the survey being to
gather information regarding patient perceptions
and expectations so that quality can be improved.

Medical groups and individual physician offices
can use information obtained from patient satis-
faction surveys to serve a variety of purposes,
including the following:

� Identifying patients who are dissatisfied or
whose expectations have not been met so that
early intervention can clear up any misunder-
standings or address patients’ concerns with
hope of avoiding legal action.

� Serving as an external event report mechanism
that checks on the effectiveness of the health-
care facility’s internal event reporting system.
Ideally, no serious events noted on patient sat-
isfaction questionnaires should come as a
surprise to the office staff or physician. All
events should have a corresponding event
report filed at the time of the occurrence.

� Monitoring long-term trends in order to identify
and correct problem areas and recognize
areas of excellence in service delivery.

� Providing means for patients to voice com-
plaints, offer praise, or simply communicate
with healthcare representatives. Suppressed
anger may lead to frustration and, left unad-
dressed, could possibly lead the patient or
family to seek legal recourse. Praise passed on
to employees can improve morale. Providing
an opportunity to communicate demonstrates
to patients that healthcare leaders value their
suggestions and seek to improve the quality
of care delivered by the healthcare facility.
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Patient Experience Questionnaires

In some healthcare organizations patient survey-
ing is going beyond measuring satisfaction levels
and are using tools to measure a patient’s per-
ception of their care experiences. According to
researchers and experts in healthcare quality
improvement, objective questions that probe
patients about their care experiences yield more
specific data on how healthcare facilities can
improve processes, thereby providing information
that can increase patient safety and satisfaction
levels.17 While the list of purposes above also
applies when using a Patient Experience
Questionnaire, the questions asked can also elicit
a deeper understanding of the patient experience
of their care and lead to changes in policies that
will impact the overall experience patient have in
the particular healthcare setting. For more sam-
ple Patient Experience Questionnaires, see the
Picker Institute at: http://www.pickereurope.org/
Filestore/Downloads/What_do_you_think_of_you_
doctor_FINAL_greencover.pdf (accessed 7/23/2008).

Semiannual surveys, distributed to all patients
during a one-month period are the most effec-
tive indicators of patient satisfaction. In addition
to distributing surveys to existing patients,
every new patient should be asked to complete
the survey. (See sample Patient Satisfaction
Survey in the course Appendix.)

The most cost-effective method of distributing a
patient satisfaction survey is over the reception
counter, encouraging patients to drop the com-
pleted questionnaire in a box in the reception
area before leaving. The office can supply return
envelopes for those who prefer to complete the
survey at home.

When analyzing patient satisfaction survey data,
responses should be projected over the total patient
base. For every dissatisfied patient, there are oth-
ers who have experienced or heard something
negative about the practice. Studies suggest that
while happy patients are likely to say positive things
about a physician, dissatisfied patients are even
more likely to tell others about their complaint.

Survey findings should be shared with the staff
and staff should be involved in regular discussions
of follow up activities. Ratings in each survey
should be compared with previous feedback
from patients. Follow up includes discussions of
what is working and what needs improvement in
protocols for handling patients.

Tracking System

A tracking system will keep the focus on patient
satisfaction as a basic component of a physician’s
practice and will help make patient-centered per-
formance routine practice. A tracking system
encourages practices to do the following:

� Keep track of new patient visits and who
referred new patients to the practice

� Log every patient complaint and the response

� Call patients who request records transfer
and ask why they are changing physicians

Follow-up Telephone Calls

Another way to learn what patients are thinking
is to ask them directly by telephone. A part-time
staff member can make day-after follow-up
phone calls to patients who are new to the prac-
tice. Patients appreciate the interest shown by
making a direct contact.

Practice Assessment Checklist

To further evaluate the strengths and limitations
of the practice, a physician may need to observe
some things firsthand. A “walk-around” checklist
for viewing operations from a patient-centered
perspective can help achieve this. The checklist
focuses on those attributes that are so important
to patients: accessibility, patient flow, service,
communication, and staff performance. (See sample
Patient-Centered Checklist in course Appendix.)

Physicians can take the walk-around with the
office manager and key staff members and
compare the findings with actual results from
patient surveys.
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In the area of communication, the group’s ability
to handle language barriers imposed by foreign
languages and hearing-impaired patients should
be observed. A medical practice, as a place of
public accommodation, should provide interpre-
tive services. However, there is no mandate that
the practice is obligated to hire an interpreter for
hearing-impaired patients. The ADA does not
require measures that impose an undue burden
on practices with respect to access and commu-
nication. Use of a notepad to communicate with
hearing-impaired patients is acceptable as long
as effective communication takes place between
the doctor and patient. Physicians may argue
that for the individual visit, the use of an inter-
preter is costly and the reimbursement from the
visit does not cover costs. However, when con-
sidering undue burden, the annual revenue of the
practice would be considered, not the individual
visit in question.

Use of an Incident Report Form

Identification of potential risks and the develop-
ment of follow-up activities will allow group
practices to manage risks proactively. This will
contribute to a safe and healthy environment for
patients and staff.

The use of an incident report or risk management
form by the group practice will help identify poten-
tial adverse outcomes, unusual occurrences or
patient complaints.

Incident report forms are confidential documents
and care should be taken to ensure that the incident
report is not accidentally released to improper
parties. In order to protect the confidentiality of
an incident report, the form should not be filed in
the medical chart, photocopied or referred to in
the medical chart. To further ensure confidentiality,
all incident reports should be kept in a separate,
locked, confidential file. Using these methods to
protect the confidentiality of the incident report
should protect the incident report from discovery
in a medical malpractice action.

Incident reports should be concise and easy to
complete. Incident reports should be completed
in a timely manner to address problems as they
arise and prevent future problems and patient
(or employee) mishaps from occurring. Incident
reports are useful in identifying trends as well as
isolated problems within the practice. Incident
reports should only contain objective information
and should be completed by individuals involved
in or witness to the actual event/occurrence.
Individuals completing the reports should not
speculate about what may have caused the
event or who is responsible for the incident.

Chart Review

Chart review is an important part of ensuring
patient safety and managing risk. Periodic
assessment and evaluation gives the practice a
means to identify and remedy potential problems.
For example, chart reviews among the group
physicians often reveal documentation errors
or lack of information. Also, they serve as an
impetus for discussion concerning physician
approaches to patient care. A regular chart
review may be useful in learning about aspects
of care that should be improved. Both objective
and subjective criteria should be reviewed.

Practices should also consider requesting that
their malpractice carriers provide an objective,
third-party review of operations from a risk
management perspective.

Terminating the Physician-Patient
Relationship

Nearly every physician has felt the need to termi-
nate a patient from his or her practice at some
point. Doctors will be reassured to know that ter-
minating a patient is legal and ethical in a variety
of circumstances. In California, for example,
courts have held that patients who fail to make
or keep appointments, refuse to comply with
treatment recommendations, fail to pay bills, or
who act in a violent or offensive manner that
endangers other patients or healthcare personnel
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may be terminated from a physician’s practice.
Attorneys emphasize the importance of docu-
menting (in an objective tone) the patient’s
behavior and keeping all related correspondence
in the patient’s medical record. A physician-patient
relationship can be terminated by mutual consent,
by patient request or unilaterally by the physician.
In cases of mutual consent or patient request, it
is helpful to document this information in the chart.
If a patient questions a physician’s right to termi-
nate the relationship, that physician should seek
legal advice from a personal attorney.17

Some patient terminations are neither legal nor
ethical; therefore, physicians need to be aware
of the following constraints on their right to termi-
nate the relationship with a patient. Physicians
should always be mindful of the potential for a
patient to allege abandonment.

Ethical and Legal Constraints

� Refusing a patient treatment because of that
patient’s sex, race, color, religion, ancestry,
national origin or physical disability is unethical.

� A physician may have some difficulty terminat-
ing a relationship with a patient who has no
alternative source of care. Even if the physician
believes that the patient has been given ample
notice, the patient’s individual circumstances
may preclude him or her from finding new
care, and the notice may not be sufficient.
Physicians should exercise extra caution if
they find themselves in this situation, and seek
guidance from their personal attorneys.

� Other providers must be available in the area
to assume care. Specialists who are “the only
game in town” or providers in a rural area need
to be especially careful.

� A contractual agreement between the physician
and a managed care plan or hospital may require
the physician to see any and all enrollees or
patients.17,18

- If a plan cancels its contract with the physi-
cian, the physician is not automatically

released from the obligation to treat estab-
lished patients who are subscribers to the
plan. In general, the termination of a man-
aged care contract does not, in and of itself,
constitute termination of the physician-patient
relationship. Some patients may choose to
continue seeing the physician after the con-
tract is canceled. For assistance with this
situation or information about the difference
between the physician’s contractual relation-
ship with the plan and the physician-patient
relationship, contact your personal attorney.

Clinical Constraints

� Acute conditions must first be resolved
or stabilized.

� Medical causes of objectionable behavior
should be addressed and ruled out. For
example, before terminating a drug-seeking
patient, the physician should ensure that:

- the cause of the need for more drugs is sub-
stance abuse, not inadequate pain relief, a
condition known as “pseudo addiction”;

- the drug-seeking patient has been confront-
ed with his or her drug-seeking behavior;

- the patient has been informed of a diagnosis
of substance abuse; and

- appropriate treatment has been offered
and refused.

Avoiding Allegations of Abandonment

The issue of patient abandonment must be
understood and considered before deciding
to terminate the relationship with a patient.
According to attorneys, “abandonment occurs
when a physician fails to provide necessary med-
ical care to a current patient without adequate
justification. Generally speaking, once a physi-
cian-patient relationship is established, the
physician has an ongoing responsibility to the
patient until the relationship is terminated. This
obligation includes providing (physician) coverage
for patients when the physician is ill, on vacation
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or treating other patients, etc. While physicians
have the option of withdrawing from a case, they
cannot do so without giving notice to the patient,
the relatives or responsible friends sufficiently
long in advance of withdrawal to permit another
medical attendant to be secured.”17

How Abandonment Becomes a
Medical Injury Claim

There are no statutes that establish the elements
of a cause of action for patient abandonment.
Various cases have established what a patient
must prove in order to prevail in a medical injury
case based on patient abandonment:17

� There was an established physician-patient or
other relationship in existence that created an
obligation or duty of continuing care.

� The patient had a reasonable expectation that
care would be provided.

� The physician failed to carry out the obligation
to treat the patient.

� Some injury or harm to the patient occurred
as a result of a failure to provide treatment.

Attorneys remark that, in most instances, a
physician-patient relationship is established when
the physician performs the initial history and
physical on the patient. However, under some
circumstances, depending upon the facts, a rela-
tionship could be established earlier, such as
when the patient enters the examination room,
when the patient makes an appointment or when
a physician gives a referred patient an appoint-
ment.17,18 Some have even argued that in a
managed care setting, the relationship begins
once a physician is designated as the patient’s
doctor or receives a capitation payment from
the health plan. Contact your personal attorney
if you have questions about how your state
defines physicians’ duties.

Recommendations for Terminating
the Relationship

If, after considering the constraints outlined
above—especially those relating to the physician-
patient relationship and abandonment—the
physician deems it appropriate to terminate the
patient from the practice, the physician should
notify the patient in writing of the termination and
allow the patient a reasonable amount of time to
locate another physician. (See below for recom-
mended notice periods and the course Appendix
for a sample Letter of Withdrawal of Care.)

The following guidelines are appropriate for most
situations in which the physician decides to ter-
minate the relationship. However, keep in mind
that in situations involving specialized care (e.g.,
a pregnant patient approaching her delivery
date),47 patients with no source of alternative
care, or where the location is rural, termination
may not be appropriate. The period of time given
to the patient to find a new physician may need
to be lengthened until these issues are resolved.
Any sample letter terminating a relationship with
a patient should be considered only as a tem-
plate that may require further customization.

� Resolve acute medical conditions prior to
termination of the relationship.

� Give the patient adequate notice to enable him
or her to find another physician. The law does
not define adequate notice, but a 10-15 day
notice is recommended by the American
Medical Association. (A longer period of notice,
such as 30 days, should be considered for
patients in special circumstances or who live
in rural areas.) Keep in mind that even the
longer time frame may not be sufficient for
a patient with no alternative source of care,
and that special caution needs to be exer-
cised when encountering this situation.
Physicians are advised to contact their
personal attorneys for guidance.
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� Continue to treat the patient during the
notice period.

� Consult with any managed care plans under
which you contract for implications of, and
procedures for, terminating the physician-patient
relationship. However, to avoid possible charges
of abandonment, make sure that the patient is
seen until he or she finds another physician.

� Provide copies or a summary of medical
records to the new treating physician upon
receipt of the patient’s signed authorization
for release of medical information. Put a
copy of the authorization in the record.

� A specific reason for terminating the relationship
is not required, but may be stated if you choose.
However, the letter should not be accusatory
or adversarial in its tone or content.

� The letter should include a referral source (e.g.,
the county medical society, state medical
association, hospitals or the patient’s health
plan) where the patient can obtain names of
other providers.

� Send the termination letter by certified mail, return
receipt requested, even if you have already
discussed the termination with the patient.

� Maintain a copy of the letter and return receipt
in the patient’s medical record.
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Key Points
� Both patients and practices benefit when physicians and staff are committed to meet-

ing patients’ expectations through responsive operating systems and performance.

� Patient expectations go beyond receiving an accurate diagnosis and effective treatment;
patients also judge the service that accompanies their medical care.

� Practices can implement several different data collection tools—such as patient
satisfaction surveys, a practice assessment checklist, incident reports and chart
reviews—to evaluate the care that they provide.

� Termination of the physician-patient relationship requires careful consideration of
possible legal and ethical constraints to avoid allegations of abandonment.



Medical Equipment Maintenance

A comprehensive equipment maintenance program
ensures patient and employee safety in the medical
office. Proper equipment inspection and service
contribute to an overall safe and healthy environment.

Equipment maintenance (including preventative
maintenance) responsibilities should be clarified
and documented for medical office staff. Duties
to be performed by whom and how often (daily,
weekly, etc.) should be carefully delineated in
writing. Also, an equipment maintenance log for
all medical equipment should be kept on items
that require service or repair. Preferably, equip-
ment maintenance schedules showing the initials
of the staff person who completed each task
should be posted near equipment. When outside
services are used, a staff person should be
assigned to oversee the work. The practice also
has the responsibility of keeping up-to-date on
device recalls and hazard warnings. The practice
can subscribe to various services to assist in this
process (i.e., ECRI). Equipment that is obsolete
or non-functioning should be removed from serv-
ice and disposed of responsibly.

The following are several examples of common
office medical equipment that can contribute to
patient injury if not checked to ensure they are in
proper working order.

Defibrillators

Defibrillators should be checked and discharged
daily to ensure that they deliver the necessary
current. The batteries should be 100 percent
charged and the electric cord should always be
plugged in a working outlet. The gel pads should
be taped beside the paddle ready for use; this is
extremely important, especially if the defibrillators
are located in treadmill exam rooms.

There is no requirement that a practice maintain
a defibrillator on premises. The presence of
defibrillators requires that appropriate staff are
trained and available to use these devices if
emergencies arise. Unlike other places of public
accommodation where defibrillators are being
installed, the medical practice will still be held to
a higher standard of care for the use of these
devices. Overall, all staff should know where
emergency equipment is kept on the premises.
Supplies and equipment should be available and
in working order in preparation for potential
emergency situations. Physician liability increases
if life-saving measures are delayed because of
the staff’s inability to find or utilize emergency
supplies and equipment.
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This section presents risk management recommendations for maintaining medical
equipment safety.

Learning Objectives

Upon completion of this section, you should be able to:

� evaluate medical equipment function in order to protect patients.
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Electric Cautery Equipment

Electric cautery equipment should have a
grounding pad available for patients to prevent
burns. The delivery of electric current for cautery
should always be set and double checked before
the test.

Oxygen Tanks

Oxygen tanks should be labeled and have a
gauge to determine how much is left inside the
tank. The tank should always be accompanied
by the necessary O2 mask, airways and ET tube
right beside the O2 tank for immediate use.

The medical group should also follow procedures
as outlined by the federal Safe Medical Devices
Act, which requires reporting to the FDA of equip-
ment that causes serious injury or death. As
liability may result from the use and misuse of
equipment, devices should be sequestered to
preserve settings and allow for a careful investi-
gation of what may have gone wrong. Suppliers
may wish to reclaim a device to perform tests on it
after an adverse event has occurred; however, this
practice may hinder the medical group’s ability to
preserve evidence in the event of a lawsuit. The
practice is advised to seek risk management and
legal advice on how best to proceed in this instance.
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Key Points
� Proper equipment inspection and service contribute to an overall safe and

healthy environment.

� Physician liability increases if life-saving measures are delayed because the staff
cannot locate or utilize emergency supplies or equipment.

� Medical groups should follow procedures outlined by the federal Safe Medical
Devices Act, which requires reporting to the FDA of equipment that causes
serious injury or death.



Introduction

The FBI, the Department of Health and Human
Services’ Office of Inspector General, federal or
state inspector general offices, state Medicaid
fraud units or a variety of other agencies charged
with the authority and obligation to investigate
fraud-related offenses typically conduct health-
care fraud audits.

What is not so typical is the way an unsuspecting
provider can easily become the target of an audit
or, worse, a full-blown investigation. Healthcare
providers do not have to be connivers to find
themselves the targets of a government probe.
For example, a number of subspecialists, each
maintaining a legally independent practice com-
posed of one large specialty group, could share
overhead expenses in a manner they believe to
be genuinely equitable. However, such an

arrangement can become problematic if it can
be construed as involving payment for referrals
among the subspecialists in violation of federal
law. In another example, a surgeon might devel-
op a new and improved method for performing
a popular procedure, using elements of a related,
but less complex, procedure. If, on his claims to
Medicare, the surgeon codes the new method
based upon the more complex procedure, he
has “upcoded,” even though he may view the
billing practice as routine.

Such activities become more vulnerable to scruti-
ny when a former, disgruntled employee enters
the picture. A terminated employee involved in lit-
igation with a practice may be aware of referral,
billing or coding practices that are unintentionally
not in compliance. Contentious to exercise lever-
age in litigation, that former employee could
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All healthcare providers, from large hospitals to family physicians to ancillary service
providers, face the risk of a healthcare fraud audit. This section outlines how physicians
are vulnerable to healthcare fraud audits and offers recommendations for minimizing
the risk or consequences of an audit.

The content of this section is adapted from a longer article entitled, “Fraud Audit,”
by Marc S. Raspanti, Esq. and Bruce J. Goldstein, Esq. NORCAL thanks Mr. Raspanti
for granting permission to adapt the article.

Learning Objectives

Upon completion of this section, you should be able to:

� articulate a basic understanding of how a physician may be vulnerable to a
healthcare fraud investigation; and

� implement measures—especially a compliance program—that will help minimize
the risk or consequences of an investigation.
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threaten to “blow the whistle” on these activities.
The mere threat of exposure can eliminate any
leverage the practice has in litigation. In addition,
remedial efforts not only cost a practice time and
money, but take their toll on interpersonal rela-
tionships as well. Focusing on preventive efforts,
such as the ones outlined below, helps to establish
and maintain the integrity of a practice’s activities.

Preventive Measures

While there is no way to eliminate a random tar-
geting by the government, taking the following
affirmative steps can minimize the risk or conse-
quences of an audit.

1. Train Staff Well

A properly trained staff can avoid or minimize
numerous mistakes, particularly in the area of
billing. The fact that errors were made by the
provider’s staff will not insulate the provider from
liability. Recruiting and training qualified staff, and
establishing and maintaining an accurate billing
system are prerequisites for compliance with
today’s changing and increasingly sophisticated
regulatory framework.

2. Keep Detailed Records

If a provider’s services are questioned in an audit,
the provider always bears the burden of proving
that the services billed were medically necessary
and actually rendered to the patient.

Detailed (and legible) medical chart documentation
is the only appropriate and reliable method to ensure
accurate answers to audit inquiries. Auditors live by
the axiom “if it is not recorded, it didn’t happen.”

For providers who routinely perform the same
procedure on multiple patients, the use of form
narratives may be viewed as expedient. An audi-
tor, however, may be skeptical in reviewing
“cookie cutter” narratives. Accordingly, it is
important that chart documentation not only be
accurate but also include specific details regard-
ing the patient and the services provided.

3. Use Signature Stamps Judiciously

In the same vein, careless and unsupervised use
of provider signature stamps creates unneces-
sary problems for physicians. If you must use a
signature stamp in your practice, a well-defined,
written protocol should be developed to ensure
that your stamp is not used indiscriminately.

4. Maintain Billing Profiles

Utilization reviews, changes in patient billing
practices, “upcoding” of billing procedures, rapid
changes in patient populations, or the rapid addi-
tion or deletion of providers to the practice often
pique the interest of fraud auditors. Enforcement
authorities now rely on sophisticated computer
programs to monitor billing practices and to raise
red flags when a suspicious pattern or activity
appears. If your practice undergoes a significant
change in frequency or volume, you would be
wise to provide the health plans that you bill with
well-documented reasons for such changes.

5. Be Careful with Collection Efforts

While every practitioner deserves to be paid for
legitimate services rendered, overly aggressive
collection efforts may backfire by triggering
inquiries by angered claims representatives or
patients. Many insurance carriers have organized
internal fraud units staffed with former federal
and state investigators. Accordingly, it is generally
in a provider’s best interest to resolve billing dis-
putes quickly, amicably and accurately.

6. Cooperate with “Routine” Audits

Medicaid and Medicare increasingly invoke their
“walk-in” rights to conduct utilization reviews,
document reviews, audits and evaluations. Many
healthcare providers resent these “intrusions.”
Unfortunately, such an arrogant attitude can turn
a minor review into a full-scale civil or criminal
investigation.

The prudent provider should monitor carefully all
requests for information from an agency, respond
professionally and accurately, and maintain
records of all requests and responses.
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It is advisable for the provider to contact an
attorney*; one should be involved from the out-
set of an audit. The lawyer should have current
knowledge of reimbursement policies and be
very familiar with fraud and abuse issues. If the
provider’s personal attorney is not qualified, a
specialist should be retained. Any misstep at the
beginning of a healthcare fraud audit can have
significant consequences later.

7. Beware of Disgruntled Employees

Healthcare fraud investigations are often trig-
gered by a disgruntled employee, dissatisfied
colleague or estranged spouse. Furthermore,
private citizens are initiating causes of action
against providers with increasing ease to
enforce anti-fraud statutes.

If these whistleblower, or qui tam, lawsuits per-
suade the government that fraudulent practices
have occurred, the whistleblower may be entitled
to up to 30 percent of the gross recovery in
addition to his or her counsel fees. Given these
economic incentives, as well as the financial
importance of Medicare and other government
insurance programs to many healthcare providers,
the number of whistleblower suits against health-
care providers is rising dramatically.

8. Exercise Professionalism and
Common Courtesy

How a provider treats staff and carriers may influ-
ence the chances of a healthcare fraud audit. A
cordial, professional response is always the best
approach when resolving a billing dispute, han-
dling employees or dealing with a walk-in review.

9. Beware of Improper Referral

Because of the potential for fraud and abuse, the
government has discouraged many joint ventures
in which physicians have ownership interests or a
financial relationship. Many physician joint ventures
that were popular and profitable in the 1980s are
now viewed as illegal self-referral relationships. Every
physician who refers patients to a facility in which
he or she has an ownership or other financial
interest should have this arrangement reviewed by
a qualified legal practitioner to make sure that it
passes the “safe harbor” or “Stark” tests and
complies with all applicable state and federal laws.

10. Institute a Compliance Program

Most practices do not have any sort of compli-
ance program. Designation of a person or
department responsible for compliance issues is
the best defense against government inquiries.
A well-developed, coherent and carefully imple-
mented compliance program can go a long way
toward reducing the risk that a practice, hospi-
tal or healthcare organization will be subjected
to an audit. Even if an audit occurs, such a
compliance program demonstrates the organi-
zation’s commitment to abide by federal, state
and private insurer rules and regulations.

For further information about staff training and
developing a compliance program, NORCAL
recommends reviewing the Final Compliance
Program Guidance for Individual and Small
Group Practices, located on the Internet at
http://oig.hhs.gov/fraud/complianceguidance.html.
Physicians and medical practices should annu-
ally review the OIG work plan that identifies
areas of investigation for the coming year.
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* NORCAL policyholders are advised to contact the Claims Department at one of the numbers listed below in the event of an audit or
investigation, as these actions may be covered by NORCAL’s Physicians Administrative Defense (PAD) coverage. If defense counsel
coverage for the investigation is available under PAD coverage, the Claims Department will assign an attorney to the case.

San Francisco: (800) 416-0791
Pasadena: (800) 356-5513
Rhode Island: (800) 230-1004
Alaska: (907) 563-3414

PAD pays for limited defense costs of certain allegations associated with billing errors, omissions or other noncompliance issues,
including those from third-party payers. This coverage is triggered when the policyholder receives a formal notice of action. Contact
NORCAL’s Policyholder Services Unit at (877) 443-7232 for more information about PAD.



Risk Management Measures are
Worth the Effort

The toll exacted by a healthcare fraud investiga-
tion can be substantial. The time commitment
required of all staff and physicians to interrupt
their daily routine and prepare responses to an
investigation is considerable, and the costs of
professional advisers mount rapidly.

The toll exacted by a healthcare fraud prosecu-
tion, on the other hand, can be devastating. In
addition to the costs associated with an investi-
gation, the government can seek astronomical
fines that may cripple, if not eliminate, a practice.
In extreme cases, the government may jail a dis-
honest provider and exclude that provider from
future participation in Medicare and other govern-
ment-funded programs. A convicted provider will
also lose his or her medical license.

While there are no sure-fire ways to prevent an
investigation, a proper response can mitigate the
damage that will follow once an investigation starts.
Healthcare providers have learned the benefits of
a comprehensive risk management program in
eliminating or preventing medical malpractice claims.
They must now take steps to protect themselves
from risks that can be equally devastating.

Marc S. Raspanti is a principal in the Philadelphia
law firm of Miller, Alfano & Raspanti PC. Mr. Raspanti
concentrates his practice in white-collar criminal
defense, federal False Claims Act cases and
healthcare fraud litigation.

Bruce J. Goldstein is a principal in the Philadelphia-
area law firm of Wade, Goldstein, Landau, Abruzzo,
Mackarey & Davidson PC. The firm concentrates
its practice in the representation of physicians,
their practices, and the organizations and institu-
tions with which they are affiliated.

Resources

Department of Health and Human Services,
Office of the Inspector General

� http://oig.hhs.gov

American College of Physicians (ACP)
ACP Practice Management Center/Compliance
Resources

� http://www.acponline.org/pmc/regulatory.htm
These resources are available to ACP members.

American Medical Association (AMA)

The following is a link to the AMA’s information
on fraud and abuse, with a description that
appears on the link:

� http://www.ama-assn.org/ama/pub/
category/4595.html

The documents in this section provide a brief
overview of the federal fraud enforcement climate
facing physicians, as well as provide the basic
structure that physicians and others can use to
establish a compliance program that can be
incorporated into their practices.

California Medical Association (CMA)

The following is the CMA’s information regarding
fraud and abuse, with descriptions that appear
on the CMA Web site:

� CMA On-Call Document #0602: Fraud and
Abuse (Federal and California Law) This docu-
ment discusses information on fraud and
abuse for Medicare, Medicaid, workers’ com-
pensation and private insurers.

� CMA On-Call Document #0710: Medicare
OIG Investigations. This document describes
the process of a Medicare OIG investigation
including OIG’s responsibilities and areas
of concern.

This information is available to CMA members on
the CMA Web site at https://www.cmaonline.org.

CMA On-Call documents are also contained
in the CMA’s publication, California Physician’s
Legal Handbook. Information about ordering
this book is available on the CMA Web site.
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Key Points
� The FBI, the Department of Health and Human Services’ Office of Inspector General,

federal or state inspector general offices and state Medicaid fraud units are among
the organizations that typically conduct compliance audits.

� Referral, billing or coding practices that are unintentionally not in compliance can
spur an investigation of the practice.

� A carefully implemented compliance program can reduce the risk that a group practice,
hospital or healthcare organization will be subjected to an audit. Even if an audit
occurs, a compliance program shows an organization’s commitment to regulations.



Closing Practice Recommendations

The goal in closing a practice is to implement a
well-coordinated plan and provide a smooth
transition for patients moving to another practice.
The American Medical Association (AMA) provides
guidance on closing a practice. Additionally, each
state may have specific regulations. California
policyholders may wish to access CMA On-
Call Document #0250: Retirement Notice at
https://www.cmaonline.org. Rhode Island policy-
holders may refer to Section 5-37-30 of the
Rhode Island Business and Professions Code:
Closure of a Medical Practice, available at:
http://www.rilin.state.ri.us/Statutes/TITLE5/
5-37/5-37-30.htm.

The AMA recommends following these
seven steps:

1. Notify employees and discharge
employer obligations

� If the practice is being sold to another physi-
cian, employees may be able to maintain their
employment with the new owner. If not, it may
be possible to provide assistance to employees
in finding new employment. In addition, the
practice may have legal responsibilities and
obligations to employees (e.g., retirement
plans, health insurance plans, etc.), which
need to be coordinated properly.

2. Notify patients

� It is best to notify active patients by letter (cer-
tified mail, return receipt requested) about the
closing of the practice or retirement. The letter
should include the following information:

- The reason for closing the practice
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This section outlines steps that should be taken when closing a practice.

Learning Objectives

Upon completion of this section, you should be able to:

� appropriately notify employees, patients and agencies (e.g., state board of
medical examiners, professional liability insurer, etc.) of the practice’s closing;

� facilitate medical record transfer and record retention to ensure continuity
of patient care;

� dispose of medical records appropriately, to protect patient confidentiality;

� collect accounts receivable; and

� coordinate the practice’s closing with managed care payment practices,
abiding by the plan’s contract provisions for termination of the contract.

Section Five
Recommendations for Closing/Selling a Practice

or Giving Notice of Retirement



- The anticipated date of closing

- The need for written authorization to transfer
medical records (include a sample blank
authorization form to facilitate this process).
From a risk management perspective, it is
best to transfer records directly to another
healthcare provider.

- California policyholders should be aware
that in July of 2002, a law went into effect
in California that prohibits printing an indi-
vidual’s social security number on any
materials mailed to the individual, unless
state or federal law requires the social
security number to be on the mailing or the
mailing is a form or application (California
Civil Code §1798.85). This requirement
applies to “materials that are mailed to the
individual”; therefore, there is no prohibition
on mailing materials containing social secu-
rity numbers to another provider. There is a
phase-in schedule to the law, which may
allow some leeway to healthcare providers
who are not currently in compliance. For
the text of the statute, visit:
www.leginfo.ca.gov.

- Sources of emergency care

- Indicate who is taking over your practice or
other physicians who have offered to take
care of your patients. Include sources for
finding a new doctor (referrals to colleagues
willing to take on new patients and the county
medical society contact number).

� Mail the letter as far in advance of closing as
possible, but at least 15 days prior to your
practice closing date. The more time you give
your patients to seek a new physician, the
more time your office staff will have to respond
to requests for medical records.

� A copy of the letter and the return receipt
should be placed in the patient’s medical
record. It is also recommended that a public
notice be placed in the local newspapers to
notify former and inactive patients, or patients

who have not been seen in the practice for a
long time (perhaps because they have moved).
Policyholders should be aware that this may be
required in some states, as it is in Rhode Island.

3. Satisfy record retention requirements

� You are responsible for retaining original records
(or secure access to original records if your prac-
tice is sold), in the event you may be sued and
need to access the record for your defense.
Record retention also includes honoring patients’
requests for medical records. Retention periods
vary depending on the statute of limitations and
the age of the patients.

� You may wish to have an answering service or
recording in place to inform patients that you
are closed and where to send requests for
medical records; for example, a post office box.
Never release original records to a patient, a
patient’s representative or any other third party.
Original medical records should only be released
in appropriate circumstances pursuant to a
valid search warrant, court order or subpoena.
(Refer to Part 1, Section 7 of this course, Medical
Record Retention and Release of Medical
Information, for further discussion of medical
record retention and release of information.)

� If destruction of some records is warranted,
dispose of records appropriately to protect
patient confidentiality.

4. Notify appropriate agencies

� State boards of medical examiners

� DEA

� Professional associations

� Insurance carriers

� Social Security Administration

� Professional liability carrier

5. Collect accounts receivable

6. Collect from slow-pay insurers
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7. Coordinate closing with managed care payment
practices, and abide by the plan’s contract pro-
visions for termination of the contract
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Key Points
� Physicians closing or selling their practices need to notify their employees and

discharge employer obligations.

� Physicians closing or selling their practices need to notify active patients of the
practice’s closing by certified letter, return receipt requested.

� Retain original medical records for the appropriate time periods, based on the
statute of limitations and the age of the patient (or secure access to those records
if the practice is sold).
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Appendix of Sample Forms

NORCAL has developed a set of sample forms to assist physicians in their practices. The following
forms were designed to be adapted to specific office settings rather than photocopied for general use.
These forms and others related to NORCAL’s clinical and risk management courses can be obtained
by contacting NORCAL’s Risk Management Department at (800) 652-1051, ext. 2244.

Charting Do’s and Don’ts

Master Problem List

Medication Summary Form

Follow-up System

Chart Stamps

Refusal of Treatment

Informed Consent

Telephone Contact Form

Telephone Decision Grid

After-Hours/On-Call Telephone Contact Form

Patient-Centered Performance Guidelines

Patient Satisfaction Survey

Patient-Centered Practice Checklist

Letter of Withdrawal of Care



Medical Records Management 
& Practice Management 

CME EVALUATION AND ATTESTATION FORM 
 

NORCAL Mutual Insurance Company is committed to excellence in continuing education. Your opinions 
are critical to us in this effort.  To assist us in evaluating the effectiveness of this activity and to make 
recommendations for future educational offerings, please reflect carefully and complete this evaluation 
form.  Please note: A CME certificate is issued only upon receipt of your completed evaluation 
form.

Effectiveness in Meeting Identified Needs 
Was the activity effective in meeting the identified needs (listed below)? 
 

Yes     No

Medical liability claims experience has indicated a need for education about improving medical records 
management and practice management; NORCAL has designed this course to reinforce the importance of
the medical record in reflecting quality patient care and to assist practices in identifying and reducing 
liability exposures of their day-to-day operations.  

Learning Objectives and Learning Contract 
Learning Objective Teaching Effectiveness

Degree to which this 

presentation provided you with 

knowledge or skills to 

implement in your practice? 

Learning Contract 

State a practice change you are committed to make 

based on these objectives. 

Degree of 

Certainty 

How certain are 

you that you will

make this 

change? 

Endure fewer and/or less 
costly malpractice claims by 
adopting medical records 
documentation practices that 
1) facilitate the continuity of 
care, and 2) optimize the 
defensibility of that care. 

 
5 (Superior) 
4 (Good) 
3 (Satisfactory) 
2 (Fair) 
1 (Poor) 

 
100%
80%
60%
40%
20%
0%

Appreciate the need for and 
acquire resources to improve 
medical record security, 
retention and release in 
compliance with HIPAA and 
state privacy regulations.  

 
5 (Superior) 
4 (Good) 
3 (Satisfactory) 
2 (Fair) 
1 (Poor) 

 

100%
80%
60%
40%
20%
0% 

Appreciate liability risks 
associated with working with 
other physicians and non-
physician staff members, and 
acquire resources and tools to 
protect patient safety and limit
vicarious liability exposure 
(e.g., written job descriptions, 
employee policies and 
procedures, credentialing, 
performance appraisals, 
continuing education).  

 
5 (Superior) 
4 (Good) 
3 (Satisfactory) 
2 (Fair) 
1 (Poor) 

 
100%
80%
60%
40%
20%
0% 
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Understand the relationship 
between patient satisfaction 
and loss prevention, and 
implement tools for evaluating
and improving patient 
satisfaction (e.g., patient 
satisfaction surveys). 

 
5 (Superior) 
4 (Good) 
3 (Satisfactory) 
2 (Fair) 
1 (Poor) 

 
100%
80%
60%
40%
20%
0% 

Implement a comprehensive 
equipment maintenance 
program that ensures patient 
and employee safety in the 
medical office. 

 
5 (Superior) 
4 (Good) 
3 (Satisfactory) 
2 (Fair) 
1 (Poor) 

 
100%
80%
60%
40%
20%
0% 

Articulate a basic 
understanding of how a 
physician may be vulnerable to
a healthcare fraud 
investigation, and implement 
measures, especially a 
compliance program, that will 
help minimize the risk or 
consequences of an 
investigation. 

 
5 (Superior) 
4 (Good) 
3 (Satisfactory) 
2 (Fair) 
1 (Poor) 

 
100%
80%
60%
40%
20%
0% 

In the event of a practice 
closure, design a well-
coordinated plan and provide 
a smooth transition for 
patients including notification 
of patients and agencies, and 
appropriate medical record 
transfer and retention. 

 
5 (Superior) 
4 (Good) 
3 (Satisfactory) 
2 (Fair) 
1 (Poor) 

 
100%
80%
60%
40%
20%
0% 

Commercial Support and Disclosure 
True False Comments 

Disclosure of faculty relationships with commercial 
organizations was made available to me. 
Was the activity free of commercial bias?  
Any off-label drug use and/or investigational drug use not yet 
approved by the FDA was disclosed before or during the 
activity. 
If you answered “false” to any of the above questions, please provide details in the comments 
section. 

Future Educational Needs 
Please list any other topics that would be of interest to you for future educational activities:  

__________________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________
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Required Information 
[Please note: This page is used to obtain summary information and your name will not be distributed to faculty.] 
 

Your Degree:  MD     DO     PharmD     RN     PA     BS     Other _____________________ 
 

You have permission to contact me in approximately three months to determine if I was able  
to implement changes in my practice as a result of this CME activity. 
(Contact me by  e-mail   fax.)      

 

CME Attestation (please check one):  
I participated in the entire activity and claim ____ 

credit hours. (Maximum 4 hours) 
 

I participated in only part of the activity and only 
claim partial credit hours based on ____ hours of 
instruction. (e.g., 1.25, 1.75) 
 

I certify the above is true and correct. 
 

_____________________________________ 
Signature 

Required Personal Information 
(please print clearly): 
__________________________________
Name 
 

__________________________________
Policy Number  (REQUIRED FOR CME CREDIT) 

 
_____________________________________ 
Specialty 
 
_____________________________________ 
Street Address                   Box/Suite 
 
_____________________________________ 
City, State Zip 
 
_____________________________________ 
Phone Number Fax Number 
 
_____________________________________ 
E-mail Address 

If you wish to receive credit for this activity, please complete this form, including your name, 
policy number and address above, and return it to: 

 
NORCAL Mutual Insurance Company 
Attn: Risk Management Department 

560 Davis Street, 2nd floor 
San Francisco, CA 94111-1966 
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To participate in any of NORCAL’s CME activities,
please call the Risk Management Department 
at (800) 652-1051, ext. 2244.

560 Davis Street, 2nd Floor � San Francisco, CA 94111
(800) 652-1051 � www.norcalmutual.com

San Francisco � Pasadena � Anchorage � Providence
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