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DOCUMENTATION IN RESIDENT HEALTH RECORDS 

POLICY: 

Individual Multidisciplinary notes must commence on all residents upon admission and be 
maintained throughout the stay in the Home. All significant information about each resident shall be 
documented on his/her record (chart). 

PROCEDURE: 

1) New admissions or re-admissions will be documented on each shift for 48 hours and then 
daily for next 5 days thereafter.  

2) Follow up charting is to be done from shift to shift on significant changes or problems. 

3) Day to day progress or care need changes, appointments, falls with follow up and all 
pertinent information relating to a resident will be documented. 

4) Continuous multidisciplinary notes are required for all residents as the necessity arises. 

5) In Home visits by Speech Therapists, Occupational Therapists, Physiotherapists, Dietitian, 
etc. shall be documented in the multidisciplinary notes. 

6) All documentation in the resident’s health record shall be: 
a. Current 
b. Complete 
c. Accurate 
d. Documented by the person who made the observation or who provided or 

supervised the care of treatment 
e. Documented as close to the time of the event as possible 
f. Documented in chronological order 
g. Permanently recorded 
h. Documented following best nursing practices for documentation from the CNO and 

standards from the Ministry of Health 


