
 
 
 

RECORDKEEPING AUDIT 
 
Facility: __________________________________    Patient Name: ______________________________   Date: ____________________ 
 
 

YES / NO OR N/A 
(specify date, when applicable) 

 
PT 

 
OT 

 
ST 

 
COMMENTS 

CORRECTED 
SIGN & DATE 

 

Disciplines Separated Correctly 
 

     

 

MD Order for Eval  
 

     

 

MD Order for Treatment 
 

     

 

Initial Evaluation  
 

     

 

Initial Evaluation Signed by MD 
 

     

 

Progress notes for each week 
 

     

 

30 Day Recertification Order 
 

     

 

Therapy Recertification 
 

     

 

Recert. Signed by MD 
 

     

 

D/C Summary  
 

     

 

D/C Order  
 

     

 

Notes Filed in Order 
 

     

 



 
 
 
 
 
 
 
 
 


