
ALUR PASIEN DAN DOKUMEN RM 

HOSIZAH 

Program Studi  Manajemen Informasi  Kesehatan  

Univers itas  Esa  Unggul  Jakarta  



ALUR PASIEN RJ/IGD 
TPP RJ 

Pernah 
Berobat No RM 

Poliklinik Dirujuk ke RS lain 

Perlu 
Berobat 
Ulang 

PULANG Pendaftaran  
Perjanjian 

Dirawat 

Follow up Rawat 
Inap 

Datang Sendiri 

Dokter Praktek 

Rujukan PKM 

Rujukan RS lain 
Tidak 

Ya 

Ya 



ALUR PASIEN RI 
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1. continuity of patient care 
2. communication purposes  
3. evaluation of patient care  
4. medico-legal purposes 
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6. research and education 
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REKAM MEDIS ATAU REKAM KESEHATAN 
 The health record usually begins at : 

 the registration counter of the clinic, or  

 the admission office of the hospital, or  

 the emergency room office  

  the first time a patient presents or is brought in for 

   care/treatment or is seen for the first time 



REKAM MEDIS ATAU REKAM KESEHATAN 
 The collection of essential and accurate identification information 

is the first step in the development of the medical record  

 The essential identification data includes the patient’s:  
1. full name (family name, given, and middle name or initial)  

2. health record or hospital file number  

3. date of birth  

4. address  

5. gender 



REKAM MEDIS ATAU REKAM KESEHATAN 
 If the patient is being admitted to hospital, the provisional or admitting diagnosis must also be 
included at this time, that is, the reason the patient is being admitted for care/treatment 
should be recorded on the front sheet of the health record.   

 The patient is then sent, with the health record, to the clinic, emergency room or unit, 
whichever is applicable. 

 In the clinic - the nurses and doctors record the information collected at this time onto the 
forms provided, remembering to write the name and hospital file number on the top of every 
new form used.  The person who provides the service should sign each entry. 

 In the emergency room - the same procedure as for clinic. 



REKAM MEDIS ATAU REKAM KESEHATAN 
 In the unit (Rawat Inap) - the nurse adds data relating to nursing care plan and doctors record their 
notes on a patient's:   

1. past medical history 
2. family medical history  
3. history of present illness  
4. physical examination  
5. plan for treatment and  
6. requests for laboratory/X-ray tests.  

 The doctor continues to record, on a daily basis, writing notes on the patient's progress, medical 
findings, treatment (including prescriptions for medication), test results, and the general condition of 
the patient.  

 Nurses record all observations, medications administered, treatment and other services rendered by 
them to the patient.  

 Other health professionals record their findings and treatment as required during the patient's 
hospitalization. 



REKAM MEDIS ATAU REKAM KESEHATAN 
 At discharge - when the patient is discharged, the doctor records,  

◦ at the end of the progress notes,  

◦ the condition of the patient at discharge,  

◦ the prognosis,  

◦ treatment and whether the patient has to return for follow up.  

 In addition, the doctor should also write a discharge summary, and write, on the front sheet of 
the record,  

◦ the principal diagnosis,  

◦ other diagnoses and  

◦ operative procedures performed, and  

◦ sign the front sheet to indicate responsibility for the information recorded under his signature 



TUJUAN DOKUMEN RM/RK (lihat hlm 26) 



PENGGUNA RM/RK: Individu (lihat hlm 29) 



PENGGUNA RM/RK: Institusi (lihat hlm 30) 



CLINICAL CREDENTIAL OF HEALTHCARE PROFESSIONALS WHO 
WRITE HEALTH RECORD DOCUMENTATION (hlm. 213) 



ISI REKAM MEDIS DI INDONESIA 
1. PMK 269/2008 

2. Standar Akreditasi RS (KARS) 

3. Hospital Bylaw 


