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Introduction  

To become a skilled medical administrator (medical office assistant), you first need to 

learn the vocabulary (language) of the medical administration profession. The sections 

in this booklet introduce you to some of the basic terms you will need. Once you 

understand the language of medical office assistants, you will be prepared to interpret 

and communicate information accurately. 

This guide mainly focuses on some of the essential terms in the medical administration 

profession. Self-tests and answer keys have been included in this guide. The activities 

are designed to be completed after you have studied the corresponding unit. After you 

have read and understood the material you can try the tests yourself. If you score below 

80% on the self-tests, it is recommended that you go back and review those areas.  

If you would like to study more in depth, there is a list of references at the back of this 

package. 



 

 5

The Health Office Professional 

Allied health care - Any duty or profession that supports primary health-care 

professionals, such as physicians, in delivering health-care services. 

Client - A person seeking or receiving health care; synonymous with patient, but 

suggests a more active role. 

Clinic - A facility providing medical care on an outpatient basis. Many clinics have a 

specialty such as ongoing care for diabetes or cancer. 

Core competency - The basic or essential skills that one needs to succeed in a 

particular profession. (For example, a health office professional needs computer skills.) 

Externship - A co-operative or workplace experience or period of training for a student 

that is provided by the student’s educational facility. 

Internship - A period of time spent doing a job as part of becoming qualified to do it. 

For example, “Jane has a summer internship at a local hospital.” 

Licensure - A legal document, obtained after passing written and clinical examinations 

that is required for health-care practitioners in regulated fields.  

Medical Assistant - A person who is trained to assist a physician with various clinical 

tests, examinations and procedures. 

Medical Office Assistant - A person who primarily handles administrative but also 

some clinical duties in a health office. 

Regulated Profession - A profession that is legally restricted to practitioners with a 

specific professional qualification and/or provincial registration. 
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Tools: Equipment and Technology 

Due to the diversity of roles for Medical Administrative Assistants (hospital admitting, 

Winnipeg Regional Health Authority and doctors’ offices), various machines and 

computer programs are used. These include Transcription, Microsoft Office, 

GroupWise, Max Gold or other scheduling software, computers with admitting, transfer 

and discharge (ADT) functions. 
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The Health Office Professional: Crossword 

 

 

 

 

 

Across 

3. A person receiving health care 

4. A co-operative or workplace experience 

 

Down 

1. A facility providing medical care 

2. Obtained after passing written and 
clinical examinations 

3. Essential skills 
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Commonly Ordered Tests1 

 

                                                 
1 Thompson, D.V. (2005). Administrative and Clinical Procedures for the Health Office Professional. 
(p.141) Toronto, Ontario: Pearson Prentice Hall. 
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Fill in the Blank 1: Acronyms for Commonly Ordered 
Tests 

Directions: Read page 8. Study the acronyms that are used for commonly ordered tests. 

Write down what the acronyms stand for in the blanks. (Try to fill this in without looking 

back at page 8.) 

Example: C&S= Culture and Sensitivity 

1.) WCB: _____________________________________________________ 

2.) CT: _______________________________________________________ 

3.) IVP: _______________________________________________________ 

4.) US: _______________________________________________________ 

5.) CXR: ______________________________________________________ 

6.) ECG/EKG: __________________________________________________ 

7.) HBV: ______________________________________________________ 

8.) MRI: ______________________________________________________ 

9.) RBC: ______________________________________________________ 

10.) Pap: ______________________________________________________ 
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Medical Records and Reports 

Medical Chart Notes and Progress Notes 

When a patient comes into the office or specialty clinic for the first visit, a chart is 

prepared. There are different kinds of charts that are used, as you will see in this 

booklet. It is important to be neat, accurate, complete and timely when recording charts. 

This should be done as soon as possible after the patient is seen.  

A social data sheet is a form with the patients’ personal information, such as their 

medical health number, address, date of birth, other insurance information, etc.  

Chart notes (also called progress notes) are the formal or informal notes taken by the 

physician when he or she meets with or examines a patient in the office, clinic or 

hospital.2 

Complete Documentation 

1.) The patient records must be complete and easy to read. 

2.) Each meeting with a patient should include: 

• Date 

• Reason for the visit 

• History, physical examination, prior diagnostic test results 

• Diagnosis (assessment, impression) 

• Plan for care 

• Name of the observer 

3.) Reason for ordering diagnostic or other services should be written down. 

4.) Health risk factors e.g., smoking, heart condition, diabetes, etc., should be 

identified. 

5.) Progress, response to treatment, changes in treatment and revision of diagnosis 

should be written down. 3 
                                                 
2 Diehl, M.O. (2002). Medical Transcription: Techniques and Procedures. 5th Edition. (p .262). St. Louis, 
Missouri: Saunders. 
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Patient’s History 

The history includes the chief complaint (CC), the history of the present illness (HPI), 
the review of systems (ROS), and past history, family and/or social history (PFSH). 

The chief complaint (CC) describes the symptom, problem or condition that is the 

reason for the encounter and must be clearly described in the record. 

The history of the present illness (HPI) is the description of the development of the 

patient’s present illness from the first sign and/or symptom or from the previous 

encounter to the present. 

A review of symptoms (ROS) inquires about the system directly related to the 

problems identified in the HPI.  

Abbreviations/Acronyms 

Many facilities now are trying to encourage doctors to discontinue the use of 

abbreviations and slang, but that will take some time. Below are 20 common 

abbreviations. (Specific abbreviations may be different in different clinics and hospitals.) 

abd for abdomen 

afib for atrial fibrillation 

consult for consultation 

C-section for caesarian section 

diff for differential(lab) 

dig for digitalis (heart drug) 

                                                                                                                                                             
3 Diehl, M.O. (2002). Medical Transcription: Techniques and Procedures. 5th Edition. (p. 263) St. Louis, 
Missouri: Saunders. 
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Dob = Date of Birth  

DX = Diagnosis, impression (IMP)  

echo for echocardiogram 

H&H for hemoglobin and Hematocrit (lab)  

hep lock for heparin lock 

lab for laboratory 

Lytes for electrolytes (lab) 

pap test for papanicolaou test 

path for pathology 

PE (or PX) = Physical examination 

post-op for postoperative (after the operation) 

pre-op for preoperative (before the operation) 

prepped for to prepare 

RX = Prescription 

Rx for prescription 

tach for ventricular tachycardia 

tachy for rapid or fast 

vitals or VS for vital signs (Temp, BP) 
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Abbreviations Used in Scheduling 
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Fill In the Blank 2: Abbreviations/Acronyms 

Directions: After you study the acronyms on page 11, complete the questions below.  

1.) Rx: _______________________ 

2.) Afib: ______________________ 

3.) post-op: ___________________ 

4.) tachy:_____________________ 

5.) V/S: ______________________ 

6.) NP: ______________________ 

7.) BP: ______________________ 

8.) Can: _____________________ 

9.) PE: ______________________ 

10.)  Inj: ______________________ 
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Preparation of a History and Physical:  

Full Block Format Report Style4 

de Mars, Verna Marie 76-83-06  

Cortland M. Struthers, MD  

      HISTORY 

CHIEF COMPLAINT:   

Prolapse and bleeding after each bowel movement for the past 3-4 months.  

PRESENT ILLNESS:  

This 68-year-old white female says she usually has three bowel movements a day in small amounts, and there has been a 

recent change in the frequency, size and type of bowel movement she has been having. She is also having some pain and 

irritation in this area. She has had no previous anorectal surgery or rectal infection. She denies any blood in the stool itself.  

PAST HISTORY:  

ILLNESSES: The patient had polio at age 8 from which she has made a remarkable recovery. Apparently, she was 

paralysed in both lower extremities and now has adequate use of these. She has no other serious illnesses.  

ALLERGIES: ALLERGIC TO PENICILLIN. She denies any other drug or food allergies. MEDICATIONS: None.  

OPERATIONS: Herniorrhaphy, 25 years ago.  

SOCIAL: She does not smoke or drink. She lives with her husband who is an invalid and for whom she cares. She is a 

retired former municipal court judge.  

FAMILY HISTORY:  

One brother died of cancer of the throat; another has cancer of the kidney.  

REVIEW OF SYSTEMS:  

SKIN: No rashes or jaundice.  

HEENT: Unremarkable.  

CR: No history of chest pain, shortness of breath, or pedal edema. She has had some mild hypertension in the past but is 

not under any medical supervision nor is she taking any medication for this.  

                                                 
4 Ibid, 291 
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GI: Weight is stable. See Present Illness.  

OB-GYN: Gravida 11 Para 11. Climacteric at age 46, no sequelae. EXTREMITIES: No edema.  

NEUROLOGIC: Unremarkable.  

j rt  

D:5-17-0X          

T: 5-20-0X  

Full Block Format: Category Explanations 

Statistical Data: This is decided by the medical facility. In some cases, the entire 

statistical heading is printed for the medical transcriptionist to include the patient’s 

name, identification number, physician, date, etc. 

Title: History or Personal History centered on the page. Typed in all capital letters. 

Main Topics: Typed in all capitals, followed by a colon and underlined, on a line by itself. 

Begun on edge of left border. 

Subtopics: Capitalized, followed by a colon. 

Data: Begun on the same line as subtopic. Single-spaced. All lines return to the left 

margin. Double-spaced between the last line of one heading and the next heading. 

Margins: Narrow (1/2” to ¾” is okay.) 

Close: Typed line for signature. Dictator’s typed name. Transcriptionist’s initials. Date of 

dictation (D). Date of transcription (T).5 

                                                 
5 Ibid, 290. 
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Modified Block Format Report6 

 

                                                 
6 Ibid, 293. 
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Modified Block Format Report: Category Explanations 

Statistical Data: This is decided by the medical facility.  

Title: History or Personal History centered on the page. Typed in all capital letters. 

Main Topics: Typed in all capitals, followed by a colon and underlined; on a line by itself. 

Begun on edge of left border. 

Subtopics: Indented on tab stop under main topics. Typed in full capitals, followed by a 

colon. 

Data: Begun on the same line as the topic or subtopic. Data input begun two tab stops 

after the heading. Single-spaced. Double-spaced between the last line of one heading 

and the next heading.  

Margins: Narrow (1/2” to ¾” is ok.) 

Close: Typed line for signature. Dictator’s typed name. Transcriptionist’s initials. Date of 

dictation (D). Date of transcription (T).7 

What is the major difference between Full Block Report Format and Modified 
Block Format Report? (See Answers on page 32) 

                                                 
7 Ibid, 290. 
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Indented Format Report Style8 

This style is popular because it is clean and easy to read 

 

                                                 
8 Ibid, 295. 
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Run-On Format Report Style9 

Run-on format uses much less space on the paper and takes less time to prepare. This 

format is the most popular one used by the institutions. The history is not typed 

separately but continues on into the physical. It closely resembles a chart note.  

 

 

 

 

 

 

 

 

 

 

 

                                                 
9 Ibid, 296 
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Short-Stay Record 

When a patient is being sent to an outpatient or surgical or diagnostic centre, a 

shortened form of the History and Physical (H&P) is okay. This form is good for many 

diagnostic procedures and minor operative procedures. The statistical data would be 

the same as those required on the longer forms, but the description of the patient’s 

condition and the history would be a lot shorter.10 

 

                                                 
10 Ibid, 315. 
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Interval History11 

If the patient returns to the hospital within a month of being discharged and has the 

same complaint, a complete H&P does not have to be written on the patient. However, 

an interval history (or interval note) is completed to describe what has happened to the 

patient since the discharge. The complete statistical data are used, but the medical 

information is shorter. The history would include any new findings since the last 

examination. 

  

 

 

 

 

 

 

 

 

 

 

 

                                                 
11 Ibid, 316. 
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Miscellaneous Medical Reports 

Discharge Summaries12  

A discharge summary is a clinical resume or final progress note.  

Discharge: To leave the hospital with permission from the doctor. 

 

                                                 
12 Ibid, 323. 
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Operative Reports13 

Whenever a surgical procedure is done in the hospital, an outpatient surgical centre, or 

a clinic, an operative report should be dictated or written in the medical record soon 

after surgery.  

Below is a sample of an operative report. Notice that the first paragraph is one long 

paragraph. This is how many surgeons dictate their operative records. Some hospitals 

require that surgeons separate the report into subheadings, such as anesthesia, 

incision, findings, procedure, closure, and so on.  

 

 

 

 

 

 

 

 

 

 

 

                                                 
13 Ibid, 326-327. 
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Pathology Reports14 

As a medical transcriptionist, you can specialize by typing pathology or radiology 

reports. Pathology transcriptionists work in laboratories, hospital medical laboratories 

and coroners’ offices.  

Pathology - The scientific study of disease.15 

 

                                                 
14 Ibid, 330. 
15 Retrieved March 21, 2008 from www.dictionary.cambridge.org. 
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Radiology and Imaging Reports16 

Radiology - The scientific study of the medical use of radiation especially X-rays. 

Radiation - A form of energy that comes from a nuclear reaction. 

Common Radiology and Imaging Reports are as follows:   

• X-ray  

• CT scanning (Computed Tomography) 

• MRI (Magnetic Resonance Imaging) 

• NMR (Nuclear Magnetic Resonance) 

 

 

 

 

 

 

 

 

 

 

 

                                                 
16 Ibid, 333. Note: This radiology report is in modified block format. 
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Consultation Reports17 

Consult: Seek advice from someone, e.g., one doctor asking another doctor. 

HAROLD B. COOPER, MD 

6000 MAIN STREET 

VENTURA, CALIFORNIA 93003 

June 15, 200X 

John F. Millstone, MD 

5302 Main Street 

Ventura, CA 93003 

 

Dear Dr. Millstone: 

RE: Elaine J. Silverman 

 This 19-year-old woman was seen at your request. The patient was admitted to the hospital 

yesterday because of chills, fever, and abdominal and back pain. 

 The history has been reviewed. A prominent feature of the history is the presence of intermittent, 

severe, shaking chills for four days with associated left lower back pain, left lower quadrant abdominal 

pain and fever to as high as 103 or 104 degrees. The patient has had hypertension for a number of years 

and had been managed quite well with Aldomet 250mg twice a day. 

 On examination her temperature at this time is 100.6 degrees. The pulse is 110 and regular. 

Blood pressure is 190/100. The patient had partial bilateral iridectomies, the result of previous cataract 

surgery. Otherwise, the head and neck are not remarkable. Lung fields are clear throughout. The heart 

reveals a regular tachycardia; heart sounds are good quality. No murmurs heard and there is no gallop 

rhythm present. The abdomen is soft. There is no spasm or guarding. A well-healed surgical scar is 

                                                 
17 Diehl, M.O. (2002). Medical Transcription: Techniques and Procedures. 5th Edition. (p.336) St. Louis, 
Missouri: Saunders.  
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present in the right flank area. There is considerable tenderness in the left lower quadrant of 

the left mid abdomen, but as noted, there is no spasm or guarding present. Bowel sounds are present. 

Peristaltic rushes are noted and the bowel sounds are slightly high pitched in character. The extremities 

are unremarkable. 

 Diagnosis: I believe the patient has acute diverticulitis. She may have some irritation of the left 

ureter in view of the findings on the urinalyses. She appears to be responding to therapy at this time in 

that her temperature is coming down and also there has been a slight reduction in the leukocytosis from 

yesterday. 

 I agree with the present program of therapy and the only suggestion would be to possibly 

increase the dose of gentamicin to 60 mg every eight hours, rather than the 40 mgq8h which she is now 

receiving.  

 Thank you for asking me to see this patient in consultation. 

Sincerely, 

Harlod. B. Cooper, MD 

mtf  

Psychiatric Reports18 

Psychiatry is one of the specialties of clinical medicine. It is a varied field, and the 

language involves abnormal psychology, human behaviour and treatment terminology. 

Patients are referred to as “clients.” In a hospital setting, clients include the mentally 

deficient (MD) and developmentally disabled (DD). 

A report by a clinical psychologist would not necessarily contain a physical examination 

of the body systems or a list of the medications. The main heading might be 

“Psychologic Evaluation,” and subheadings might be given as follows: Purpose of the 

Report; Psychosocial History; Results of the Psychologic Assessment; Mental Status 

Examination; Test Results; Impressions; Diagnosis, and Recommendations. 

Psychiatry: The part of medicine that studies mental illness. 
                                                 
18 Ibid, 346. 
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Psychologist: Someone who studies the human mind and human emotions 

and behaviour, and how different situations have an effect on them. 

Below is a sample psychiatric evaluation in full block format on the next page.  

How would a report from a psychiatrist and a psychologist be different?  

(See Answers on page 33) 

Psychiatric Report 
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Multiple Choice Test 

1.) When a patient comes into the office or specialty clinic for the first visit, a 

_______ is prepared.  

a) report  c) history 

b) chart    d) indented report format 

2.) Each meeting with a patient should include: 

a) Date; Reason for the visit; History, physical examination, prior 

diagnostic test results; Diagnosis (assessment, impression); Plan 

for care; and Name of the observer. 

b) Date; Reason for the test; Diagnosis 

c) History; Diagnosis 

d) None of the above 

3.) The ____________ describes the symptom, problem or condition that is the 

reason for the encounter and must be clearly described in the record.  

a) History of Present Illness (HPI) 

b) Review of Symptoms (ROS) 

c) Past history, family and/or social history (PFSH) 

d) Chief complaint (CC) 

4.) If the patient returns to the hospital within a month of being discharged and has 

the same complaint, a complete history does not have to be written on the 

patient. However, a(n) _________________is completed. 

a) Short stay history   c) Interval note 

b) Review of Symptoms (ROS) d) All of the above 
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5.) Whenever a surgical procedure is done, a(n) ______ report should be 

dictated or written in the medical record soon after surgery.  

a) Pathology  c) Radiology 

b) Operative  d) Psychiatric 

6.) __________ format uses much less space on the paper and takes less time to 

prepare. It closely resembles a chart note. 

a) Full-block  c) Run-on 

b) Modified d) Indented 
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Answer Key 

The Health Office Professionals Crossword (page 7) 

Across 

3. Client 

4. Externship 

 

Down 

1. Clinic 

2. Licensure 

3. Core competencies

Fill in the Blank 1: Acronyms for Commonly Ordered Tests (page 9) 

1.) WCB: White Blood Cell Count 

2.) CT: Computed Tomography 

3.) IVP: Intravenous Pyelogram 

4.) US: Ultrasound 

5.) CXR: Chest X-Ray 

6.) ECG/EKG: Electrocardiogram 

7.) HBV: Hepatitis B Virus 

8.) MRI: Magnetic Resonance Imaging 

9.) RBC: Red Blood Cell Count 

10.) Pap: Pap smear 

Fill in the Blank 2: Abbreviations/Acronyms (page14) 

1.) Rx for prescription 

2.) afib for atrial fibrillation 

3.) post-op after the operation 

4.) tachy for rapid or fast 

5.) V/S vital signs 

6.) NP new patient 

7.) BP blood pressure 

8.) Can cancellation 

9.) PE Physical Examination 

10.) Inj Injection

Page 18 question:  

What is the major difference between Full Block Report Format and Modified Block 

Format Report? In a modified Block Format Report, the subtopics are indented on tab 

stop under main topics, and are typed in full capitals, followed by a colon. 
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Page 29 question:  

How would a report from a psychiatrist and a psychologist be different? A report from a 

psychiatrist may include a prescription for medication. A psychologist cannot write 

prescriptions. 

Multiple Choice Test (page 30) 

1.) B. Chart.  

2.) A. Date; Reason for the visit; History, physical examination, prior diagnostic test 

results; Diagnosis (assessment, impression); Plan for care, and Name of the 

observer. 

3.) E. Chief complaint (CC) 

4.) E. Interval note 

5.) B. Operative  

6.) C. Run-on 
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