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Peer Review of Medical Records 

INFORMATION SHEET 
Why have we been selected for this program?  
Your facility was randomly selected from the College’s database of accredited veterinary facilities to 

participate in this enhancement of the accreditation inspection program.  Under Sec. 50 of Regulation 

1093i, facilities selected for this program are required to participate in a review of their medical records.    

Why does the College need a Practice Questionnaire filled out? 
Before Peer Reviewers are assigned to conduct a Peer Review of Medical Records, staff needs to know 

what your practice looks like (patient types, staff roles, etc.) so that an appropriate reviewer is matched to 

your practice.  Completion of the Practice Questionnaire also provides practices with the opportunity to 

identify learning objectives associated with the records review.   

What do I need to have ready for the Inspector?  
In order to provide a representative sample of your practice’s medical records, complete copies of 

medical records for eight recent cases are submitted.  Please select cases within the past two years 

that are representative of your current medical record keeping practices.  In multi-veterinarian 

practices, the eight cases should include records from each veterinarian.  The selected records should 

include two of each of the following case types: 

Acute Medical, Chronic Medical, Surgical, Wellness or Herd Health 

For each case submitted please include a copy of the medical record and copies of relevant components 

(see page 3 for what should be included in the submission). 

The following is a general guideline for what information to include in each case type: 

 Acute Medical: include records from first diagnosis until resolution, as applicable 

 Chronic Medical: include records from first diagnosis to include all follow-up and assessments 

related to the condition – please choose a record where the diagnosis was made in the last 2 

years and there are at least 2 follow-up assessments from first diagnosis 

 Surgical: include the pre-surgical assessment visit, the surgery, and the post-surgical 

assessment visit, as applicable  

 Wellness or Herd Health: include records that are applicable for that wellness/routine visit; if 

puppy or kitten wellness visits, then can include the whole vaccine series 

 

For mixed practices, please include cases from each species type (e.g. one of each case type for 

Companion Animal and one of each case type for Food Producing Animal).   

If your practice does not have a particular case type (e.g. no surgical cases for mobile practices), please 

substitute a different case type. 

For computerized records, please ensure that you send all screen views and compile them in the proper 

order.    
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For radiographs, provide digital copies on a CD or USB if possible; the Inspector will not remove originals 

from your facility.  If your practice does not have digital radiographs, please submit digital photos taken of 

the original radiographs.  All CDs and USB drives submitted will be returned with the final assessment 

report.  

For any information related to a particular case that is contained in a log (radiographic, surgery, 

anesthetic, controlled drug), please provide copies of the log pages that contain the information related to 

that case.  

What happens next? 
Your records package will be assigned to a Peer Reviewer.  Our aim is to complete the review and report 

within 6 weeks.  You will be provided with a copy of the report when the submitted records are returned to 

you.  In order to make this process an educational one for everyone involved in record keeping, please 

share the results of the review with your team members. 

Will the results be publicized?   
All information and correspondence relating to the Peer Review of Medical Records remains confidential 

and is shared only with Quality Assurance Committee members in aggregate form.    

Other questions?  
A Quality Practice staff member would be pleased to assist you.   

Megan Callaway 

Principal, Quality Practice 

1-800-424-2856 x 2240 

mcallaway@cvo.org  

 

i 50.  (1)  The Registrar shall cause, and the members shall permit, the inspection of facilities and of the records kept 

by members in connection with the practice of veterinary medicine, in order to determine if, 

(a) the facility is being operated under and in accordance with a certificate of accreditation; 

(b) the facility and the applicant or holder of a certificate of accreditation meet the qualifications and 
requirements for a certificate of accreditation; 

(c) the records in respect of the practice of veterinary medicine are being kept as required; and 

(d) the veterinary medicine being practised is generally in accordance with the standards of practice of the 
profession. R.R.O. 1990, Reg. 1093, s. 50 (1). 
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What should be included in the submission?  
In order to assist the Peer Reviewer with providing a complete report, it is helpful to include all relevant 

components of the record for each case. The list below is provided to assist you with compiling a 

complete submission.  

All cases should include the following components: 

 Client/Patient Identification 

 Emergency Contact Information 

 History, PE findings 

 Assessment: problem list and differential diagnoses/final diagnosis 

 Treatment Plan 

 Medical treatments including any drugs administered, prescribed or dispensed 

 Fees and charges (e.g., estimates, invoices) 

 Client Communications (e.g., discharge instructions, home care templates, discussion notes) 

 Laboratory Reports/test results, if applicable 

 Audit Trail for electronic medical records1 

In addition to the above components, each case type should also include the following components: 

Acute Medical  Monitoring notes for hospitalization (e.g., in-hospital treatment flow sheet) 
if applicable 

 Consent Forms if applicable 
 Referral Letters if applicable 
 Controlled drug logs if applicable 
 Radiology logs if applicable 
 Insurance forms if applicable 

Chronic Medical  Monitoring notes for hospitalization (e.g., in-hospital treatment flow sheet) 
if applicable 

 Consent Forms if applicable 
 Referral Letters if applicable 
 Controlled drug logs if applicable 
 Radiology logs if applicable 
 Insurance forms if applicable 

Surgical  Anesthetic monitoring sheet 
 Surgical notes (e.g., protocols) 
 Hospitalization progress notes for post-surgical monitoring (e.g., in-

hospital treatment flow sheet) 
 Consent Forms 
 Surgical/anesthetic log 
 Controlled drug logs 
 Radiology logs if applicable 
 Referral Letters if applicable 
 Insurance forms if applicable 

Wellness or  
Herd Health 

 Vaccine certificates (e.g., if rabies vaccine administered) 
 Insurance forms if applicable 

 

                                                      
1 Regulatory amendments require that software used in keeping medical records provides an audit trail.  The audit 

trail records the date and time of each entry of information for each animal, indicates any changes in the recorded 
information, preserves the original content of the recorded information when changed or updated, and is capable of 
being printed separately from the recorded information of each animal.  You may need to check with your software 
vendor to confirm the necessary information is being recorded appropriately. 


