
PHYSICIAN AND MEDICAL DOCUMENTATION 

MEDICAL DOCUMENTATION = INSTRUMENT OF EVIDENCE 

 

Irregular, incomplete keeping = problems at the court 

   danger!: inability for hospitalization of all patients 

         refusal of hospitalization from the patient's side 

 

PATIENT RIGHT OF HAVING COMPLETE AND COMPREHENSIVE MEDICAL 

DOCUMENTATION 

Procedure:  - to help patient 

                - to record general and local status 

                        /diagnosis, therapy/ 

 

MISTACES IN KEEPING MEDICAL DOCUMENTATION 

- Date missing 

- Incomplete establishing identity 

- Ignorance of the type of injuries 

- Incomplete description 

- No citation of the localization of injuries 

- Uncritical establishing the diagnosis 

 

Possibility of classification of injuries according to CC 

 

VERBA VOLANT – SCRIPTA MANENT 

Reasons for poor medical documentation: 

- Deficiency of medical knowledge 

- No respect of basic working rules 

- No respect of administrative rules 

 

Deficiency of medical knowledge 

1. Ignorance of the types of injuries (“in location of left ear a livid-bluish bruise which is 

bleeding  …”; dg.: “Ruptura auriculae dex.”) 

2. No description of injuries (dg.: “Vulnus sclopetarium cruris sin.”) 

3. No location or no precise locating 

4. No sufficient description of foreign bodies, scars...  

 

No respect of basic working rules 

1. No objectivity  a) Symptoms and signs instead of diagnosis (dg.: “Dorsalgia”) 

b) Anamnestic data instead of diagnosis (“has a punch in the region  

    of right lower leg…”) 

2. No precise recording (1. examination, dg.: “St. post traumam capitis”) 

3. Unsystematic, incomprehensive, incomplete (dg.: “Fractura ossis pubis l. sin. susp.”) 

4. Inaccuracy, not in time, falsity 

5. General insufficient medical literacy (“massive bleeding from the mouth…”, dg.: 

“Comotio cerebry”) 

 

No respect of administrative rules 



1. No respect of general rules, authorship, unreadable medical documentation (dg.: 

“Fractura sotarum”, “VLC reg. syp. l. dex.”, “Fractura congenitiva humeri dex.”) 

2. Administrative omissions  - wrong identification 

- writing in abbreviations 

- wrong date or no date of examination 

 

 

 


