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UPLiftGroup
 Health Information Specialists

DOCUMENTATION QUERY

____________________ Ward:  

Admission date: _____ /_____ /_____ to _____ /_____ /_____

Your clinical judgement is required to clarify the following to support accurate and complete documentation, 
 

clinical classification, and reporting requirements.

Print Name:  

HIM / CDS / Clinical Coder:   Signature:   Date: _____ /_____ /_____

Method of Contact: E-mail   Phone   Fax   Meeting 

481707 Documentation Query Form.indd   1 5/8/20   4:10 pm

Clinician Signature:   Designation:   Date: _____ /_____ /_____

The discharge summary for this patient lists multiple conditions each meeting the criteria for principal diagnosis.
If possible, can you please review and confirm the most appropriate principal diagnosis (i.e., the diagnosis 
established after study to be chiefly responsible for occasioning an episode of admitted patient care – confirmed 
or suspected).

Clinician: ________________________________________ Speciality: 

Dear 

a. 
b. 
c. Other (please specify)
d. Unable to clinically determine

 
 
 

Details / further comments:  

markfitzpatrick78@yahoo.com.au
Underline
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