
Questions- Documentation 
 
1. Clinical record keeping include: 
 A. Intake forms 
 B. Initial History 
 C. Treatment Logs 
 D. All of these 
 

2) True or false – The following items 
should be noted in the patient’s chart and 
any incidence of non-compliance or refusal 
to stop certain work activities should be 
noted.  
 

3. The initial history involves: 
A. Onset of symptoms, provocative 
and palliative factors 

 B. A description of the pain 
 C. Severity and timing of the pain 
 D. All of the above 
 

4. When describing the severity of the 
pain, your options are: 
 A. 0 to 10  
 B. Mild, moderate, severe 
 C. Constantly achy 
 D. Both a and b 
 



5. The shingle system of examination 
includes: 

A. The same exam that is done on 
each patient regardless of complaint 
B. A set of exams that are applied on a 
complaint by complaint basis 
C. Tests such as: the lumbar spine 
exam, the cervical spine exam and the 
ankle exam 

 D. Both b and c 
 
6. Treatment Logs 
 A. Are kept on each visit 
 B. Usually follow the SOAP note format 
 C. Are only done on follow up exams 
 D. Only A and B 
 
7. True or false: The A in the standard 
SOAP format of record keeping stands for 
adjustment? 
 
8. Documentation forms advocated in this 
presentation include: 
 A. The Intake Form and Initial history  
 B. Examination and treatment logs 
 C. Both A and B 



9. In the standard SOAP format of record 
keeping which of the following items 
would be noted under P? 

A. Diagnosis 
B. Findings 
C. Assessment 
D. Initial complaint 

 
10. Short hand 

A. Is anything the doctor wishes it to 
be 
B. Is a set of abbreviations that are 
generally recognized in the community 
C. Can created on a form but a  
translation should be kept in the file 

 D. Both B and C 
 
11. Detailed history and examination with 
low complexity decision-making is 
considered to a level _____________ 
examination. 
 A. 99201 
 B. 99202 
 C. 99203 
 D. 99204 
 



12. The amount of time associated with a 
99203 exam is _____ min. 
 
13. A follow-up examination requiring 
moderate amount of time is classified as 
9921__? 
 
14. Release of Medical Records 
 A. Are handled under the HIPPA  

B. Allows the patient to review their 
own records (except in psychiatric 
cases). 
C. Allows the doctor to be reimbursed 
for copying fees 

 D. All of the above 
 
15. Records must be kept for up to: 
 A. 7 years in an adult 
 B. 25 years in an infant 
 C. Both 
 D. Neither 
 
 
 
 
 



16. Electronic Medical Records are 
 A. Difficult to use 
 B. Used only in hospitals 

C. Trending towards becoming the 
norm 

 D. None of the above 
 
17. Electronic Health Records are meant 
to be: 
 A. Stored centrally 
 B. Accessible to specialists 
 C. Accessible to patients 
 D. All of the above 
 
18. An initial history includes 
 A) Onset of complaint 
 B) Provocative and palliative factors 
 C) Referral and radiation of symptoms 

D) All of the above 
 
19. The initial exam should include: 
 A) Measuring the vital signs 
 B) Examining the area of complaint 
 C) Both And B 
 D) Neither A nor B 
 



20) SOAP Notes include: 
 A) Subjective and objective factor 
 B) Assessment and Procedures 
 C) Both A and B 
 D) Neither A nor B. 
 
 


