ACOG DOCUMENTATION GUIDELINES FOR ANTEPARTUM CARE

ACOG DOCUMENTATION GUIDELINES FOR ANTEPARTUM CARE ARE ESSENTIAL IN ENSURING CONSISTENT, COMPREHENSIVE, AND
LEGALLY SOUND MEDICAL RECORDS DURING PREGNANCY. PROPER DOCUMENTATION SUPPORTS OPTIMAL PATIENT CARE,
FACILITATES COMMUNICATION AMONG HEALTHCARE PROVIDERS, AND COMPLIES WITH REGULATORY STANDARDS. THIS ARTICLE
EXPLORES THE KEY COMPONENTS OF THE AMERICAN COLLEGE OF OBSTETRICIANS AND GYNECOLOGISTS (ACOG)
DOCUMENTATION GUIDELINES FOR ANTEPARTUM CARE, HIGHLIGHTING THE CRITICAL INFORMATION THAT MUST BE RECORDED AT
EACH PRENATAL VISIT. EMPHASIS IS PLACED ON THE IMPORTANCE OF THOROUGH HISTORY-TAKING, PHYSICAL EXAMINATION, RISK
ASSESSMENT, AND PATIENT COUNSELING. ADDITIONALLY, THE ARTICLE DISCUSSES BEST PRACTICES FOR DOCUMENTING
LABORATORY TESTS, IMAGING STUDIES, AND MANAGEMENT PLANS THROUGHOUT PREGNANCY. UNDERSTANDING AND IMPLEMENTING
THESE GUIDELINES ENHANCES CLINICAL OUTCOMES AND ENSURES THAT ANTEPARTUM CARE MEETS ESTABLISHED QUALITY
STANDARDS. THE FOLLOWING SECTIONS PROVIDE A DETAILED OVERVIEW OF THE ESSENTIAL ASPECTS ofF ACOG
DOCUMENTATION FOR ANTEPARTUM CARE.

INITIAL ANTEPARTUM VISIT DOCUMENTATION

ONGOING ANTEPARTUM VISIT DOCUMENTATION

Risk ASSESSMENT AND SCREENING DOCUMENTATION

o | ABORATORY AND IMAGING DOCUMENTATION

PATIENT COUNSELING AND EDUCATION DOCUMENTATION

LeGAL AND REGULATORY CONSIDERATIONS IN DOCUMENTATION

INITIAL ANTEPARTUM VISIT DOCUMENTATION

THE INITIAL ANTEPARTUM VISIT IS A CORNERSTONE OF PRENATAL CARE, SETTING THE FOUNDATION FOR SUBSEQUENT
MANAGEMENT. ACOG DOCUMENTATION GUIDELINES FOR ANTEPARTUM CARE EMPHASIZE THE IMPORT ANCE OF A DETAILED AND
SYSTEMATIC APPROACH DURING THIS FIRST ENCOUNTER. THOROUGH DOCUMENTATION OF THE PATIENT’S MEDICAL, OBSTETRIC,
SURGICAL, AND FAMILY HISTORY IS CRUCIAL TO IDENTIFY POTENTIAL RISKS AND TAILOR PRENATAL CARE ACCORDINGLY.

CoMPREHENSIVE HiISTORY T AKING

AT THE INITIAL VISIT, HEALTHCARE PROVIDERS MUST DOCUMENT A COMPLETE OBSTETRIC HISTORY INCLUDING PRIOR
PREGNANCIES, OUTCOMES, COMPLICATIONS, AND DELIVERIES. ADDITIONALLY, A THOROUGH MEDICAL HISTORY SHOULD CAPTURE
CHRONIC CONDITIONS SUCH AS HYPERTENSION, DIABETES, OR THYROID DISORDERS. FAMILY HISTORY OF GENETIC OR HEREDITARY
CONDITIONS IS ALSO ESSENTIAL TO ASSESS RISK.

PHYSICAL EXAMINATION AND BASELINE ASSESSMENTS

DOCUMENTATION SHOULD INCLUDE A COMPLETE PHYSICAL EXAM WITH VITAL SIGNS, WEIGHT, HEIGHT, AND BODY MASS INDEX
(BMD A PELVIC EXAMINATION MAY BE PERFORMED AND RECORDED, ALONG WITH BASELINE LABORATORY ASSESSMENTS SUCH AS
BLOOD TYPE, RH FACTOR, AND SCREENING FOR INFECTIONS. RECORDING BASELINE FETAL HEART TONES AND UTERINE SIZE
MEASUREMENTS IS ALSO RECOMMENDED.



SoclAL AND LIFESTYLE FACTORS

RELEVANT SOCIAL HISTORY INCLUDES TOBACCO, ALCOHOL, AND DRUG USE, AS WELL AS OCCUPATIONAL EXPOSURES AND
PSYCHOSOCIAL FACTORS. THESE ELEMENTS ARE CRITICAL FOR RISK STRATIFICATION AND SHOULD BE CLEARLY DOCUMENTED
ACCORDING TO ACOG GUIDELINES.

ONGOING ANTEPARTUM VISIT DOCUMENTATION

SUBSEQUENT PRENATAL VISITS REQUIRE CONSISTENT DOCUMENTATION TO MONITOR MATERNAL AND FETAL WELL-BEING
THROUGHOUT PREGNANCY. ACOG GUIDELINES STIPULATE THAT EACH VISIT SHOULD INCLUDE UPDATED ASSESSMENTS,
SYMPTOM REVIEW, AND RELEVANT CLINICAL FINDINGS.

INTERVAL HISTORY AND SYMPTOM REVIEW

PROVIDERS SHOULD DOCUMENT ANY NEW SYMPTOMS, COMPLICATIONS, OR CHANGES IN MATERNAL HEALTH SINCE THE LAST
VISIT. COMMON ISSUES SUCH AS BLEEDING, CONTRACTIONS, EDEMA, OR DECREASED FETAL MOVEMENT MUST BE NOTED
CAREFULLY. THIS ONGOING HISTORY ASSISTS IN EARLY DETECTION OF POTENTIAL PROBLEMS.

PHYsICAL EXAMINATION AND FETAL ASSESSMENT

REGULAR DOCUMENTATION OF WEIGHT GAIN, BLOOD PRESSURE, AND FUNDAL HEIGHT MEASUREMENTS IS MANDATORY. FETAL
HEART TONES SHOULD BE RECORDED ROUTINELY, ALONG WITH ASSESSMENTS OF FETAL ACTIVITY. ANY DEVIATIONS FROM
EXPECTED GROWTH OR FINDINGS SHOULD BE ELABORATED UPON TO GUIDE FURTHER EVALUATION.

MANAGEMENT AND PLAN UPDATES

EACH VISIT’S DOCUMENTATION SHOULD INCLUDE UPDATES TO THE CARE PLAN, SUCH AS MODIFICATIONS IN DIET, ACTIVITY
RESTRICTIONS, MEDICATIONS, OR REFERRALS TO SPECIALISTS. CLEAR NOTATION OF PATIENT COMPLIANCE AND ANY BARRIERS TO
CARE IS ALSO IMPORTANT.

Risk ASSESSMENT AND SCREENING DOCUMENTATION

SYSTEMATIC RISK ASSESSMENT AND APPROPRIATE SCREENING ARE FUNDAMENTAL ASPECTS OF ANTEPARTUM CARE ENDORSED BY
ACOG. ACCURATE DOCUMENTATION ENSURES THAT HIGH-RISK PREGNANCIES ARE IDENTIFIED AND MANAGED EFFECTIVELY.

MATERNAL RISk FACTORS

PROVIDERS MUST DOCUMENT KNOWN RISK FACTORS SUCH AS ADVANCED MATERNAL AGE, OBESITY, PREEXISTING MEDICAL
CONDITIONS, AND PRIOR OBSTETRIC COMPLICATIONS. THIS INFORMATION IS CRUCIAL FOR TAILORING SURVEILLANCE AND
INTERVENTIONS.

GENETIC AND INFECTIOUS DISEASE SCREENING

DOCUMENTATION SHOULD INCLUDE RESULTS OF GENETIC SCREENING TESTS, SUCH AS CARRIER SCREENING OR ANEUPLOIDY RISK
ASSESSMENTS, AS WELL AS INFECTIOUS DISEASE TESTING FOR H|\/, SYPHILIS, HEPATITIS B, AND OTHERS AS INDICATED. TIMING
AND OUTCOMES OF THESE SCREENINGS SHOULD BE CLEARLY RECORDED.



FETAL RISk ASSESSMENT

FETAL RISK FACTORS, INCLUDING ABNORMAL ULTRASOUND FINDINGS OR GROWTH CONCERNS, MUST BE DOCUMENTED
COMPREHENSIVELY. THIS FACILITATES TIMELY REFERRAL AND MANAGEMENT PLANNING.

LABORATORY AND IMAGING DOCUMENTATION

ACCURATE AND TIMELY RECORDING OF LABORATORY AND IMAGING RESULTS IS A CRITICAL COMPONENT ofF ACOG
DOCUMENTATION GUIDELINES FOR ANTEPARTUM CARE. THESE DATA INFORM CLINICAL DECISIONS AND PATIENT COUNSELING.

LABORATORY TEST DOCUMENTATION

PROVIDERS SHOULD DOCUMENT THE TYPE OF TESTS ORDERED, DATES OF SPECIMEN COLLECTION, AND RESULTS WITH REFERENCE
RANGES. COMMON ANTEPARTUM LABS INCLUDE COMPLETE BLOOD COUNT, BLOOD TYPE AND ANTIBODY SCREEN, GLUCOSE
TOLERANCE TESTS, AND INFECTIOUS DISEASE PANELS.

ULTRASOUND AND IMAGING REPORTS

DOCUMENTATION MUST INCLUDE THE INDICATION FOR IMAGING, GESTATIONAL AGE AT THE TIME OF EXAMINATION, AND SUMMARY
OF FINDINGS. DETAILS ABOUT FETAL ANATOMY SURVEYS, BIOPHYSICAL PROFILES, OR DOPPLER STUDIES SHOULD BE CLEARLY
NOTED TO GUIDE ONGOING CARE.

FoLLow-UpP AND REPEAT TESTING

W/HEN REPEAT TESTING OR FOLLOW-UP IMAGING IS REQUIRED, THE PLAN AND RATIONALE SHOULD BE DOCUMENTED. THIS ENSURES
CONTINUITY AND SUPPORTS CLINICAL DECISION-MAKING.

PATIENT COUNSELING AND EDUCATION DOCUMENTATION

EFFECTIVE COMMUNICATION AND PATIENT EDUCATION ARE INTEGRAL TO PRENATAL CARE, AND ACOG GUIDELINES STRESS THE
IMPORTANCE OF DOCUMENTING THESE INTERACTIONS. PROPER DOCUMENTATION REFLECTS INFORMED CONSENT AND SHARED
DECISION-MAKING.

DiscussioN oF Risks AND BENEFITS

PROVIDERS SHOULD DOCUMENT COUNSELING ABOUT PREGNANCY RISKS, SCREENING OPTIONS, AND POTENTIAL INTERVENTIONS.
THIS INCLUDES DISCUSSIONS ABOUT GENETIC TESTING, PRENATAL VITAMINS, NUTRITION, AND LIFESTYLE MODIFICATIONS.

INSTRUCTIONS AND PATIENT UNDERSTANDING

DETAILS OF INSTRUCTIONS GIVEN REGARDING W ARNING SIGNS, APPOINTMENT ADHERENCE, AND POSTPARTUM PLANNING SHOULD BE
RECORDED. DOCUMENTING THE PATIENT’S UNDERSTANDING AND QUESTIONS ENSURES CLARITY AND SUPPORTS COMPLIANCE.

REFERRALS AND SUPPORT SERVICES

W/HEN REFERRALS TO SPECIALISTS, SOCIAL SERVICES, OR SUPPORT PROGRAMS ARE MADE, THESE SHOULD BE DOCUMENTED



ALONG WITH PATIENT ACCEPTANCE AND FOLLOW-UP PLANS.

LEGAL AND REGULATORY CONSIDERATIONS IN DOCUMENTATION

ADHERING TO LEGAL AND REGULATORY STANDARDS IS A KEY ASPECT OF ACOG DOCUMENTATION GUIDELINES FOR ANTEPARTUM
CARE. PROPER RECORD KEEPING PROTECTS BOTH PATIENTS AND PROVIDERS.

AccUrRACY AND COMPLETENESS

DOCUMENTATION MUST BE ACCURATE, COMPLETE, AND CONTEMPORANEOUS. OMISSIONS OR INACCURACIES CAN LEAD TO
COMPROMISED CARE OR LEGAL CHALLENGES.

CONFIDENTIALITY AND PRIVACY

MAINTAINING PATIENT CONFIDENTIALITY IN DOCUMENTATION IS MANDATED BY FEDERAL REGULATIONS SUCH AS HIPAA.
PROVIDERS SHOULD DOCUMENT WITH DISCRETION AND SECURE RECORDS APPROPRIATELY.

UsEe ofF ELecTroNIC HEALTH Recorps (EHR)

W/HEN USING EHR SYSTEMS, PROVIDERS SHOULD ENSURE THAT ALL ANTEPARTUM DOCUMENTATION MEETS ACOG STANDARDS
AND THAT ELECTRONIC ENTRIES ARE DATED AND SIGNED. PROPER USE OF TEMPLATES AND CUSTOMIZATION CAN ENHANCE
DOCUMENTATION QUALITY.

1. THOROUGH HISTORY AND PHYSICAL EXAMINATION AT INITIAL VISIT

2. CONSISTENT DOCUMENTATION OF INTERVAL HISTORY AND FETAL ASSESSMENTS
3. SYSTEMATIC RISK ASSESSMENT INCLUDING GENETIC AND INFECTIOUS SCREENINGS
4. DETAILED RECORDING OF LABORATORY AND IMAGING RESULTS

5. COMPREHENSIVE DOCUMENTATION OF PATIENT COUNSELING AND EDUCATION

6. ADHERENCE TO LEGAL, REGULATORY, AND CONFIDENTIALITY STANDARDS

FREQUENTLY AskeD QUESTIONS

\WHAT ARE THE KEY COMPONENTS OF ACOG DOCUMENTATION GUIDELINES FOR
ANTEPARTUM CARE?
THE KEY COMPONENTS INCLUDE DOCUMENTING THE INITIAL PRENATAL VISIT WITH COMPREHENSIVE HISTORY AND PHYSICAL EXAM,

ONGOING ASSESSMENTS OF MATERNAL AND FETAL WELL-BEING, LAB AND SCREENING TEST RESULTS, PATIENT EDUCATION AND
COUNSELING, AND PLANS FOR FOLLOW-UP VISITS.



How OFTEN SHOULD ANTEPARTUM VISITS BE DOCUMENTED ACCORDING TO ACOG
GUIDELINES?

ACOG RECOMMENDS DOCUMENTING ANTEPARTUM VISITS AT INTERVALS OF EVERY 4 WEEKS UNTIL 28 WEEKS GESTATION,
EVERY 2 WEEKS UNTIL 36 WEEKS, AND THEN WEEKLY UNTIL DELIVERY, ADJUSTING DOCUMENTATION TO REFLECT THE TIMING AND
CONTENT OF EACH VISIT.

W/HAT SPECIFIC MATERNAL HISTORY DETAILS ARE ESSENTIAL IN ACOG ANTEPARTUM
DOCUMENTATION?

ESSENTIAL MATERNAL HISTORY DETAILS INCLUDE OBSTETRIC HISTORY, MEDICAL AND SURGICAL HISTORY, FAMILY HISTORY,
SOCIAL HISTORY INCLUDING SUBSTANCE USE, AND DETAILS ABOUT CURRENT PREGNANCY SUCH AS GESTATIONAL AGE AND ANY
COMPLICATIONS.

How SHOULD FETAL ASSESSMENTS BE DOCUMENTED IN ANTEPARTUM CARE ACCORDING
TO0 ACOG?P

FETAL ASSESSMENTS SHOULD INCLUDE DOCUMENTATION OF FETAL HEART RATE, FUNDAL HEIGHT MEASUREMENTS, FETAL
MOVEMENT COUNTS, ULTRASOUND FINDINGS, AND ANY NON-STRESS OR BIOPHYSICAL PROFILE RESULTS WHEN APPLICABLE.

\WHAT LABORATORY TESTS SHOULD BE INCLUDED AND DOCUMENTED IN ANTEPARTUM
CARE FOLLOWING ACOG GUIDELINES?

DOCUMENTATION SHOULD INCLUDE RESULTS OF INITIAL PRENATAL LABS SUCH AS BLOOD TYPE AND RH, CBC, INFECTIOUS
DISEASE SCREENING (HIV, SYPHILIS, HEPATITIS B), GLUCOSE SCREENING, AND ANY REPEAT OR ADDITIONAL TESTS ORDERED
DURING PREGNANCY.

How poes ACOG RECOMMEND DOCUMENTING PATIENT EDUCATION AND COUNSELING
DURING ANTEPARTUM VISITS?

DOCUMENTATION SHOULD NOTE TOPICS DISCUSSED SUCH AS NUTRITION, EXERCISE, MEDICATION USE, W ARNING SIGNS TO
REPORT, BIRTH PLAN DISCUSSIONS, AND ANY REFERRALS MADE, ENSURING PATIENT UNDERSTANDING AND SHARED DECISION-MAKING.

WHAT IS THE IMPORTANCE OF DOCUMENTING RISK ASSESSMENT IN ANTEPARTUM CARE
PER ACOG?

DOCUMENTING RISK ASSESSMENT HELPS IDENTIFY PATIENTS AT HIGHER RISK FOR COMPLICATIONS, GUIDES MONITORING AND
INTERVENTIONS, AND ENSURES APPROPRIATE COUNSELING AND MANAGEMENT THROUGHOUT PREGNANCY.

How SHOULD CHANGES IN MATERNAL CONDITIONS OR PREGNANCY COMPLICATIONS BE
DOCUMENTED ACCORDING TO ACOG GUIDELINES?

ANY NEW SYMPTOMS, DIAGNOSES, OR COMPLICATIONS SHOULD BE CLEARLY DOCUMENTED WITH DETAILS OF EVALUATION,
MANAGEMENT PLANS, AND PATIENT COUNSELING TO ENSURE CONTINUITY AND QUALITY OF CARE.

ARE ELECTRONIC MEDICAL RECORDS (EMRS) ACCEPTABLE FOR ACOG ANTEPARTUM
DOCUMENTATION, AND WHAT ARE BEST PRACTICES?
YEes, EMRS ARE ACCEPTABLE AND ENCOURAGED. BEST PRACTICES INCLUDE USING STANDARDIZED TEMPLATES, ENSURING

COMPLETENESS AND ACCURACY , MAINTAINING CONFIDENTIALITY, AND FACILITATING EASY RETRIEVAL OF PATIENT INFORMATION
FOR ONGOING CARE.



ADDITIONAL RESOURCES

1. ACOG GuipeLINES FOrR ANTEPARTUM CARE: A COMPREHENSIVE OVERVIEW

THIS BOOK OFFERS AN IN-DEPTH EXPLORATION OF THE AMERICAN COLLEGE oF OBSTETRICIANS AND GYNECOLOGISTS (ACOG)
GUIDELINES SPECIFIC TO ANTEPARTUM CARE. |IT COVERS ESSENTIAL DOCUMENTATION PRACTICES, PATIENT MONITORING, AND RISK
ASSESSMENT STRATEGIES. DESIGNED FOR BOTH CLINICIANS AND STUDENTS, IT EMPHASIZES EVIDENCE-BASED CARE TO OPTIMIZE
MATERNAL AND FETAL OUTCOMES.

2. DOCUMENTATION BEST PRACTICES IN OBSTETRICS: FOCUS oN ANTEPARTUM CARE

FOCUSING ON THE CRITICAL ROLE OF ACCURATE AND THOROUGH DOCUMENTATION, THIS BOOK GUIDES HEALTHCARE PROVIDERS
THROUGH THE NUANCES OF RECORDING ANTEPARTUM VISITS. |T HIGHLIGHTS COMMON PITFALLS AND PROVIDES CHECKLISTS THAT
ALIGN WITH ACOG’S RECOMMENDATIONS. THE TEXT ALSO ADDRESSES LEGAL AND ETHICAL CONSIDERATIONS IN OBSTETRIC
DOCUMENTATION.

3. ANTEPARTUM CARE ProTOCOLS: ALIGNING WITH ACOG STANDARDS

THIS TITLE SERVES AS A PRACTICAL MANUAL FOR IMPLEMENTING ACOG’S PROTOCOLS IN EVERYDAY CLINICAL PRACTICE. |T
DETAILS STEP-BY-STEP DOCUMENTATION PROCESSES FOR ANTEPARTUM ASSESSMENTS, SCREENINGS, AND INTERVENTIONS. THE
BOOK IS SUPPLEMENTED WITH SAMPLE FORMS AND CHARTS TO FACILITATE COMPLIANCE AND ENHANCE PATIENT SAFETY.

4. CLinicAL DocUMENTATION IN MATERNAL-FETAL Mepicine: ACOG PERSPECTIVES

TARGETED AT SPECIALISTS IN MATERNAL-FETAL MEDICINE, THIS PUBLICATION DELVES INTO ADVANCED DOCUMENTATION
REQUIREMENTS AS OUTLINED BY ACOG. |T DISCUSSES COMPLEX CASES INVOLVING HIGH-RISK PREGNANCIES AND THE NECESSARY
RECORD-KEEPING TO SUPPORT CLINICAL DECISIONS. READERS WILL FIND CASE STUDIES THAT ILLUSTRATE BEST PRACTICES AND
DOCUMENTATION STRATEGIES.

5. ESSENTIALS OF ANTEPARTUM DOCUMENTATION: A GUIDE FOR OBSTETRIC PROVIDERS

THIS CONCISE GUIDE DISTILLS THE KEY ELEMENTS OF ANTEPARTUM DOCUMENTATION MANDATED BY ACOG. IT IS DESIGNED FOR
BUSY OBSTETRIC PROVIDERS WHO NEED QUICK ACCESS TO DOCUMENTATION STANDARDS WITHOUT SACRIFICING DETAIL. THE
BOOK ALSO REVIEWS UPDATES IN GUIDELINES AND THEIR IMPLICATIONS FOR CLINICAL RECORD-KEEPING.

6. LEGAL AND ETHICAL ASPECTS oF OBSTETRIC DOCUMENTA TION: ENSURING CoMPLIANCE wiTH ACOG

FOCUSING ON THE INTERSECTION OF LAW, ETHICS, AND CLINICAL PRACTICE, THIS BOOK DISCUSSES HOW PROPER ANTEPARTUM
DOCUMENTATION SUPPORTS BOTH PATIENT CARE AND LEGAL PROTECTION. |T EXPLAINS ACOG’S DOCUMENTATION
REQUIREMENTS IN THE CONTEXT OF MALPRACTICE PREVENTION AND ETHICAL RESPONSIBILITY. THE BOOK INCLUDES REAL-WORLD
SCENARIOS AND EXPERT COMMENTARY.

7. INTEGRATING ACOG ANTEPARTUM GUIDELINES INTO ELECTRONIC HEAL TH RECORDS

THIS BOOK ADDRESSES THE CHALLENGES AND SOLUTIONS FOR EMBEDDING ACOG’S ANTEPARTUM CARE DOCUMENTATION
GUIDELINES INTO ELECTRONIC HEALTH RECORD (EHR) SYSTEMS. IT OFFERS PRACTICAL ADVICE ON TEMPLATE DESIGN, DATA
ENTRY PROTOCOLS, AND INTEROPERABILITY. HEALTHCARE | T PROFESSIONALS AND CLINICIANS WILL BENEFIT FROM ITS FOCUS ON
IMPROVING DOCUMENTATION ACCURACY AND EFFICIENCY.

8. QUALITY IMPROVEMENT IN ANTEPARTUM CARE: DOCUMENTATION STRATEGIES BASED ON ACOG RECOMMENDA TIONS
DEDICATED TO ADVANCING QUALITY IN OBSTETRIC CARE, THIS BOOK OUTLINES DOCUMENTATION STRATEGIES THAT ALIGN WITH
ACOG’s ANTEPARTUM GUIDELINES. |T EMPHASIZES CONTINUOUS QUALITY IMPROVEMENT (CQI) PROCESSES AND DATA-DRIVEN
APPROACHES TO ENHANCE CARE OUTCOMES. THE TEXT INCLUDES TOOLS FOR AUDITING AND FEEDBACK TO SUPPORT CLINICAL
TEAMS.

Q. PATIENT-CENTERED ANTEPARTUM DOCUMENTATION: APPLYING ACOG GUIDELINES

THIS PUBLICATION HIGHLIGHTS THE IMPORTANCE OF PATIENT-CENTERED DOCUMENTATION IN ANTEPARTUM CARE, FOLLOWING
ACOG’s FRAMEWORK. |IT EXPLORES TECHNIQUES TO INCORPORATE PATIENT PREFERENCES, EDUCATION, AND COMMUNICATION
INTO CLINICAL RECORDS. THE BOOK AIMS TO FOSTER A COLLABORATIVE CARE ENVIRONMENT WHILE MAINTAINING RIGOROUS
DOCUMENTATION STANDARDS.
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