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Precise, accessible and accurate documentation is a basic element of high quality evidence-based nursing practice. Generally, in Colorado, medical record documentation is essential for recording the facts about a patient, relevant findings and observations on the health history of an individual (Bluestein, 2014).   This should also include the illnesses that a patient has suffered from in the past and present, the tests done, treatments and final outcomes. This documentation serves to communicate with other healthcare providers within healthcare teams and to provide information for other organizations (Bluestein, 2014).  In this context, other organizations primarily refer to institutions or individuals involved in credentialing, accreditation, regulation, legislation, research, reimbursement and other quality activities (Saifee & Bardhan, 2017). 

The Colorado State Board of nursing also requires that advanced nurse practitioners who do medical documentation should be authorized and be licensed by Colorado State Board of Nursing to practice as nurse practitioners. Nurse practitioners should avoid using abbreviations, jargon and language that cannot be easily recognized by other healthcare practitioners (Rantz, et al., 2017). Recorded information should demonstrate one’s ability in written and electronic communication, be specific to a client and should include all the nursing care provided in a patient’s record. 

Since APNs are credentialed providers, they are required by the state to fill all elements of a patient’s visit including the characteristics of a patient and outcomes of care. This information ought to be filled according to the documentations guidelines by the Centers for Medicare and Medicaid services to support bills, so that the correct reimbursements are made (Clynch & Kellett, 2015).  In Colorado, nurse practitioners can efficiently execute all these roles without the supervision of s physician since they also have a full practice authority.  
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