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The encounter form is used to record information gathered during a
patient encounter with a health facility. It should be designed to
encourage collection of at least a minimum data set. There is as yet
no universal agreement on a minimum data set for ambulatory
patients. The data set recommended by the 1972 Chicago
Conference on Ambulatory Medical Care Records is discussed. The
encounter form also facilitates the®flow of information between
various components of a medical system, such as physicians, nurses,
lsboratory technicians, and billing and research clerks. Collation of
data collected can facilitate office management, peer review, and
‘health planning on regional, state and national levels.

and _the range of services it provides,
All facilities, however, will require
certain basic minimum information.
This paper will describe how the
Rochester Family Medicine Program
collects a basic minimum data set and
how we use our encounter form.

The encounter form is an informa-
tion recording device used for patient
encounters within a health facility.
he form specifies information that
‘the health facility needs to facilitate
the performance of a variety of its
Unctions. Some of these functions
- nclude performance of medical proce-
dlures, collection of fees, and collec-
1on of data for statistical reports. The
tY?e and amount of information re-
-Quired will vary with the type of
®lth facility and will be determined
0 some extent by its size, complexity,

Basic Data Set

Certain basic information has been
defined for the hospital by the
National Committee on Vital and
Health Statistics. It is called the
Uniform Hospital Abstract Minimum
Basic Data Set,1 and contains the
following items to be collected for
each hospitalized patient: (1) person
identification (usually includes a
hospital number), (2) date of birth
(month, day, and year), (3) sex, (4)
race (white, black, or other), (5)
residence (including zip code), (6)
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hospital identification (a unique
number within a data collection
system), (7) admission date, (8)
discharge date, (2) aitending physi-
cian, (10) operating physician, (11}
diagnoses, (12) procedures and dates,
(13) disposition of patient, and (14)
expected principal source of pay-
ment. ,

The hospital chart will, of course,
contain additional medical informa-
tion in accordance with good medical
practice. The above data set, how-
ever, contains information that can
be abstracted and will meet the needs
of mnultiple users such as government
agencies, research scientists, and
insurance agencies.

There is as yet no agreement on a
minimum basic data set for embula-
tory patients. The ambulatory data
set will differ from that needed by
hospitals because ambulatory patients
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Figure 1. Registration Data
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s expected to have multiple con-
ofs with a single facility. These
ntacts require a less intense service
om the provider and the method of
yment for these services is often
oe varied than in the hospital
tting.

Generally, two types of data will be
eded from the ambulatory patient.
e first is registration date which is
Lected initially and upgraded regu-
ly. The second is encounfer datfa
nick must be collected at each
counter. At a conference on ambula-
ry medical care records held in
hicago, llinois, in 1972, the follow-
I data set was recommended.
Registration Data: (1) person iden-
ication, (2) residence (including zip
de), (3) date of birth, (4) sex, (5)
arital status, and (6) race.

Encounter Data: (1) facility iden-
fication, (2) provider identification,
} person identification, (4)
urce(s) of payment, (5) date, (6)
atient’s purpose, reason, sympiom
r complaint, (7) physician’s diag-
oses or problem designation, (8)
iagnostic, therapeutic, or manage-
ent procedures, and (9) disposition
f patient.

The conference proposed that the
ational Committee on Vital and
galth Statistics be responsible for
¢finement and testing of an ambula-
0y minimum basic data set. In
sponse to this charge, the National
enter for Health Statistics published
Ambulatory Data Set in August

i974. Unfortunately, the National
Committee redefined their task and
instead of a data set to be used for
abstract purposes, they have “chosen,
defined and categorized a set of items
of information which should be
entered into ambulatory medical care
records. This task is distinct from
that of specifying how information is
to b;e abstracted from these records.””?
An agreed-to basic data set for abstract
purposes is still needed and should be
produced by a national committee.
The 1972 conference on ambula-
tory medical care records concluded
that the data set that they had recom-
mended was essential to help accom-
plish the following important func-
tions: ‘(1) to assist the physician in
caring for his patient and managing his
practice; (2) to facilitate self-evalua-
tion by the physician and professional
reviews; (3) to provide the medical
profession with a better understanding
of the natural history of health prob-
lems, complaints, and diseases; (4) to
assist those responsible for the
management of office practices,
clinics, group practices, hospital-based
ambulatory services and other setiings
whereb ambulatory medical care is
provided, in planning services, in allo-
cafing personnel, and other resources,
and in monetary cost; (5) to assist
medical educators in clarifying the
objectives of their curricula for
medical personnel and health services
administrators; (6) to support the
efforts of local, state, and national

agencies, health departments, medical
foundations, and regional medical pro-
grams in formulating objectives, plans,
and policies for improving health care
services; (7) to serve the needs of
private insurance carriers, Blue Cross
and Blue Shield, and Social Security
Administration and related Federal
payment programs, and to permit the
development of uniform insurance
claim forms and patient billing forms;
(8) to provide epidemiologist and
other health services investigators with
sampling frames for research designed
to improve the impact of health ser-
vices,”3

At the University of Rochester, we
use the top portion of the front side
of our standard initial data base form
(Fig. 1) to collect the regisiration
data of the recommended minimum
data set, This form is color coded,
yellow for female and blue for male.
The illustrated form for females
demonstrates the recording of the six
recommended items. The circled
numbers correspond to the Registra-
tion Data recommended by the
Conference on Ambulatory Medical
Care Records. Race is indicated by
the code (C) Caucasian, (N} Negro,
(I) Indian, (O) Other. The remainder
of this form which constitutes part of
our initial data base will be discussed
in Part 8 of this series.

We collect the encounter data on
our encounter form, which is a four-
part, carbon-sensitive form. The top
sheet of the form (Fig. 2) contains
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demographic, insurance, and"ﬁrovider
information. It is completed by the
receptionist and retained by her for
conirol purposes,

This portion of our form contains
the first six items of the recommended
encounter data previously mentioned
and the circled numbers correspond
to the numbered items in that cate-
gory. The code for provider (Item 2} is
as follows: (N} Nurse, (NP) Nurse
Practitioner, (8) Medical Student, (1)
First Year Resident, (2) Second Year
Resident, (3) Third Year Resident, (A)
Attending Physician, or (C) Consulting
Physician. )

We do not identify the patient’s
purpose (Item 6) on the encounter
form any more specifically than
whether it is for a new episode or for
a recheck of a current or chronic
episode. It is difficult for paramedical
personnel (who collect most of the
encounter form data) to obtiin an
accurate assessment from the patient
of the purpose of his visit. He may,
for instance, state that his purpose is
a prophylactic checkup when in fact
it is to check on a recent episode of
chest pain. However, details of the
patient’s purpose, reason, symptom, or
complaint will be noted in the
patient’s chart.

The middle portion of the en-
counter form {(Fig. 3} contains the
type and level of services remdered.
Under TYPE OF SERVICE there is
the following code: (OV) Office
visit, (PE) Physical examination,
{OB) Obstetrical visit, (SP) Specialist,
(NP) Nurse Practitioner, or (V) Nurse
Visit.

The numbers opposite these codes
refer to the level of that particular
service. This portion of the form
contains information that is utilized
by our accounting depattment. They
receive the second sheet of our four-
part encounter form. The research
department receives the third sheet
(identical to the second sheet) of the
encounter form and is most concerned
with the diagnostic information on the
right bottom portion of the form. The
physician or other health provider is
required to furnish the three-digit
diagnostic c¢ode number as indicated
on the form. Our research clerk eniers
this information inte the diagnostic
index -E-book. This data is also
keypunched and stored on magnetic
tape for our morbidity tecording

project.4 The fourth sheet, which is
also identical to the others, is retained
by the physician for his personal
information and records.

The encounter form facilitates the
flow of information between various
components of a medical system. Ina
large clinic, communication among
the various health providers, such as
physicians, nurses, laboratory tech-
nicians and appointment secretaries
can be aided by a properly designed
encounter form. Bven a solo practi-
tioner with one or two employees
can use an encounter form to direct
his employees concerning services and
charges. Later the form <can be
directed to the billing clerk and re-
tained as a permanent record if this is
desired. '

In our unjt, the physician marks
the encounter form with the services
that he rendered and with those to
be rendered by nurse or laboratory

technician. He indicates the disposi--

tion (lower left-hand portion of the
encounter form) and records at least
one diagnosis for billing purposes. He
hands the form (second sheet) {6 the
patient who is directed to either the
nurse or laboratory techmician and
then to the appointment secretary.
The physician reiains the third sheet
to record additional diagnoses at the
time that he completes the writeup in
the patient’s chart.

We collate the service data month

ly (Table 1) for
accounting purposes. Other opera-
tional data, such as No-Shows
(appointment failuresy are also
studied. Our No-Show rate is current-
ly about 10 percent of encounters
and we are appraising techniques to
reduce the rate.

planning and

The Future

A universal encounter form would
be desirable. It would require agree-
ment about a coded diagnostic classi-
fication of diseases, a coded classifica-
tion of procednres, and a minimum
basic data set. The problems of
design could be overcome and addi-
tional space provided for individual
requirements. If a universal form
were achieved, one copy could be
forwarded to third party payers and
would greatly teduce the time and
cost of the present system of differ-
ent forms for each insurance

)

Table 1. Summary of Services Rendergy
August 1974

Office Call — Physician
MNurse Practitioner
Nurse Visits
Complete Physical Examination
Home Visits
Surgery
E.K.G.
Injections
Skin tests for tuberculosis
Laboratory
CBC
WBC
Hematocrit
Urine
Threat Culture
Monaspot Tests
Pregnancy Test
Qutside Laboratory

X-Ray

company. Compilation of data for
statistical purposes would be enor-
mously enhanced. Cost of medical
services could be reduced and
information for intelligent planning
on a local, regional, and national level
angmented. We currently have the
knowledge and technology to pro-
duce a universal encounter form.
What is lacking is agreement among
all concerned parties.
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