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Allied Health Student Documentation Guidelines 

 

Documentation Procedures and Accepted Abbreviations 

A full description of the Monash Health Documentation Standards and a list of approved Monash Health  Abbreviations 

(note this link will only work on Monash Health computers) are available via the Monash Health intranet site. 

General Requirements 
 

 Each allied health entry in the medical record should begin with a heading stating the respective discipline, eg 
DIETETICS. It is preferable to use the colour coded stickers for this purpose. 

 All medical record entries by allied health student must be legible and signed by the allied health student 
together with their printed name, designation (i.e. Student) and date. 

 All entries must be countersigned by the supervising allied health professional. 

 All allied health students and clinicians should ensure sufficient patient/ consumer information is documented in 
the medical record. 

 There may be circumstances where individual disciplines maintain records separate to the SH medical record 
such as a nursing care plan/clinical pathway. In this instance a summary of the information should be included in 
the record. 
 

The entries made in the medical record are the responsibility of each individual allied health professional and should 

describe the intervention provided in an accurate, well organised, timely and legible manner. Entries should be integrated 

with nursing and allied health documentation in chronological order outlining patient/client progress and treatment on the 

total progress notes form. Monash Health promotes uniformity and completeness in the medical record requiring a full 

medical history and clinical examination to be performed and documented. Documentation should reflect the: 

 actual care given to the patient/client in sufficient detail to allow another clinician to read and understand the 
information 

 reasons why care is being given and the problems/issues being dealt with 

 patient consent to treatment  

 outcomes of the care provided 

 short term and/or long term goal or management plans 

 refusal of allied health services by the patient/client 

 occasion of service occurred 

 who provided the care 

 

The following are guidelines for documentation of care provided during an inpatient episode. In general, information 

should be documented in the progress notes, although there may be a need to use specific approved assessment/test 

forms in certain settings (where separate forms are used as a summary they must be entered into the medical record). 

There may be circumstances when a clinician may need to vary the approach. In all cases it should be noted whether an 

interpreter has been used during the allied health consultation with the patient/client. 

Initial Entry 
Indicate acknowledgment of referral, including who referred the patient/client, from where the patient/client was 

referred, and action taken. 

Assessment 
For most allied health disciplines, the initial assessment of the patient should be documented using the SOAP format: 

 subjective (symptomatic) examination 

 objective (measurable, observable) examination 

 action statements(interpretation or impression of the current condition and details of any specific 

 intervention and outcomes of that intervention) 

 plan statements (timeframe, specific actions to be taken) 

http://intranet/protocols/ClinicalProtocols&Guidelines/Documentation/AbbreviationsAndSymbols.pdf
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Written or verbal feedback to the patient/client and/or relevant carers should be documented. The results of the 

assessment and the diagnosis should be conveyed to the referral source. Any written communication should be filed in the 

correspondence/report section. 

Long and short term goals are to be initially written as part of the action plan and then at regular intervals during the 

intervention process as the patient/ consumer are reviewed and the goals are evaluated. Goals may be recorded as part of 

the initial assessment report, in the progress notes or as a separate document. Test reports (eg Audiology reports) are to 

be filed in the investigations section of the medical record. 

It should be noted that for some discipline groups, the SOAP format is not suitable and in those cases the discipline specific 

guidelines should be followed. 

Progress Report 
Regular assessment of the patient’s progress must be documented in the progress notes for continuity of care. Specific 

guidelines for documentation of patient progress exist for each allied health specialty. Every occasion of service by an allied 

health professional must be documented. 

Unusual events occurring during sessions and collaborative decisions made between the clinician and the patient/client or 

their guardian must be documented. When intervention is indicated, consultation with other key personnel (eg educators, 

other family, support groups, other professionals) should be recorded in the progress notes. 

Minutes and outcomes of case conference and/or family meetings or formal reports must be documented in the progress 

notes. Discharge planning activities such as consultation with community agencies should also be documented in the 

progress notes as they occur. 

Discharge Report 
At the time of discharge, the following information may be recorded on a separate discharge form or in the progress notes. 

If the patient/client is being transferred, a copy should be sent to the transfer facility and a copy filed in the medical 

record.  

The report should contain: 

 the patient/client condition, including improvement during hospital stay and current level of functioning 

 recommendations for further management 

 whether the patient/client: 
o has been discharged from care 
o is to continue attending on an outpatient basis 
o is to attend for further intervention elsewhere 

 equipment supplied 

 other arrangements made for the patient/patient/consumer/resident/family. 
Any ongoing intervention or review (at the current hospital) should subsequently be recorded in the outpatient section of 

the medical record. 

Outpatient Clinic Documentation 
In addition to meeting the documentation requirements for outpatient attendances, it is appropriate in most cases for 

allied health clinicians to utilise the SOAP format for the initial assessment of the patient.  

 


