PatientLead Health
ChartCheck Standard Review

Patient: Jennifer Martinez

Review Date: November 3, 2025

Provider Reviewed: Primary Care Provider (name withheld in this sample)
Review Period: April 12,2019 to February 28, 2025

Total Pages Reviewed: 7 pages across 5 visit notes

Total Visits Analyzed: 5 visits

EXECUTIVE SUMMARY

This comprehensive review of 6 years of medical documentation identified 18 errors across 5
visits, revealing three concerning patterns: a 4-year delay in diagnosing systemic lupus
erythematosus, escalating dismissive language as symptoms worsened, and systematic
attribution of physical symptoms to psychological causes without adequate medical workup.
Key findings include persistent credibility-undermining language, denial of specialist referral
despite progressive symptoms, and factual errors that propagated across multiple visits.

PATTERN ANALYSIS SUMMARY

Repeated Errors: 8 instances of biased or dismissive language
Copy-Paste Issues: 3 medication documentation failures
Escalating Bias: Progressive shift from neutral documentation (2019) to psychiatric
diagnosis without workup (2022)

e Consistency Problems: 6 contradictions identified including incorrect date of birth,
inconsistent height measurements, and undocumented medication changes

Why This Matters: Patterns in medical records transform individual mistakes into systematic
misrepresentation. When errors repeat across visits, they stop looking like mistakes and start
looking like medical facts. Insurance companies, disability reviewers, and future providers will
see these patterns as proof of your medical reality, not documentation failure. In your case,
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these patterns delayed diagnosis of a serious autoimmune disease and allowed lupus nephritis
to develop during years of dismissal.

THE PATTERN PROBLEM

Individual errors are concerning. Patterns are damaging. This review found systematic problems
that require systematic solutions. Understanding how documentation patterns develop helps
explain why your healthcare experience might not match what providers believe about you.

What Patterns Reveal: Your records show a classic pattern of autoimmune disease
misdiagnosis. When you first presented with headaches and fatigue in 2019, symptoms were
attributed to stress. When joint pain appeared in 2020, it was attributed to anxiety and divorce
stress. By 2022, when you had clear inflammatory arthritis symptoms, constitutional symptoms,
and unintentional weight loss, you were diagnosed with somatic symptom disorder rather than
referred to rheumatology. Only when you changed insurance and self-referred to a specialist in
2023 was lupus diagnosed. By then, you had developed lupus nephritis.

The Electronic Health Record Trap: Modern healthcare runs on electronic templates and
copy-forward functionality. When a provider clicks "copy forward," they import not just
information but interpretation, not just facts but framing, not just data but damage. Your records
show medication changes appearing without documentation of the switch, diagnoses evolving
without explanation, and your date of birth changing between visits due to data entry errors that
get perpetuated.

Breaking the Cycle: Every pattern identified here represents dozens of future errors prevented.
By addressing these systematic issues now, you're stopping years of misinformation before it
spreads to new providers, insurance reviews, and disability determinations. More importantly,
you're creating documentation that accurately reflects what actually happened: you advocated
appropriately for years, symptoms were real and progressive, and diagnostic delay occurred
despite your efforts.

SECTION 1: INDIVIDUAL VISIT ERRORS

Before examining patterns, we must document each individual error. These create the
foundation from which patterns emerge. Each error below includes specific correction language
for your amendment requests.

April 12, 2019 Visit - 1 Error Found
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Error 1.1: Subtly Dismissive Language in Attribution Location: Page 1, HPI section Current
Documentation: "Patient works as accountant and attributes symptoms to 'tax season stress."
Issue: While documenting your attribution, putting "tax season stress" in quotes can subtly
undermine your explanation or suggest skepticism about your own interpretation. Impact: This
error contributes to a pattern of documentation that questions your self-awareness. In
retrospect, this early dismissal of symptoms as stress-related contributed to years of delayed
diagnosis. This Becomes Important Because: When future providers see this, they're primed to
view you as someone who misattributes medical symptoms to stress, setting up a bias that
persists throughout the record.

Correction Language: "Please amend the April 12, 2019 visit note, page 1, HPI section, to
correctly state: 'Patient works as accountant and notes symptoms began during tax season,
which patient experiences as high-stress period.' The current documentation's use of quotation
marks around my explanation suggests skepticism that is not clinically appropriate.”

November 8, 2020 Visit - 6 Errors Found

Error 2.1: Incorrect Date of Birth Location: Page 1, Header Current Documentation: "Patient:
Jennifer Martinez, DOB 06/15/1986 (Age 34)" Issue: Date of birth is inconsistent with first visit
(04/12/2019) which lists DOB as 06/15/1985. This appears to be a data entry error that affects
age calculation. Impact: Incorrect date of birth can cause insurance claim denials, prescription
errors, and medical record matching failures across healthcare systems. This could prevent
access to prior records or cause dangerous duplication of care. This Becomes Important
Because: Insurance systems and pharmacy databases use DOB as a key identifier. Inconsistent
DOB across records creates matching errors that can delay care, cause coverage denials, or
result in duplicate medical records.

Correction Language: "Please amend the November 8, 2020 visit note, page 1, header section, to
correctly state my date of birth as 06/15/1985 (not 1986). This error affects age calculation and
insurance record matching."

Error 2.2: Undocumented Medication Change Location: Page 1, Current Medications section
Current Documentation: "Current Medications: Fluoxetine 40mg daily, sumatriptan as needed"
Issue: My antidepressant changed from Sertraline 50mg to Fluoxetine 40mg between April 2019
and November 2020 with no documentation of the switch, no explanation of why the change
was made, and no discussion of titration or side effects. Impact: Undocumented medication
changes can cause dangerous drug interactions if | see other providers, insurance coverage
issues, and questions about medication adherence. Lack of documentation about why SSRI was
changed suggests either poor record-keeping or that change was made by another provider
without communication. This Becomes Important Because: Future providers need to know why
medications were changed to avoid repeating unsuccessful treatments or reintroducing
medications that caused problems.
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Correction Language: "Please amend the November 8, 2020 visit note, page 1, to document
when and why my medication was changed from Sertraline 50mg to Fluoxetine 40mg. If this
change was made by another provider, please note that. Current documentation lists Fluoxetine
without any record of prescribing or rationale."

Error 2.3: Multiple Credibility-Undermining Terms Location: Page 1, HPI section Current
Documentation: "Patient appears anxious and has brought printed articles about various
diagnoses from internet. States she is 'absolutely certain' something serious is wrong... Patient
admits to significant stress with recent divorce... Patient fixated on self-diagnosis." Issue:
Multiple phrases undermine my credibility. "Appears anxious" frames legitimate concern as
pathology. Bringing research is characterized negatively as "fixation." "Admits to" implies
reluctance or guilt. My certainty is put in quotes to cast doubt. Impact: This language pattern
frames an engaged, concerned patient as problematic and suggests symptoms are psychiatric
rather than physical. When | was later diagnosed with lupus (2023), this documentation shows a
3+ year delay caused by provider dismissal. This Becomes Important Because: In disability or
malpractice contexts, this is damaging evidence of diagnostic failure. It shows | was advocating
appropriately but being characterized as an unreliable historian.

Correction Language: "Please amend the November 8, 2020 visit note, page 1, HPI section, to
use neutral, objective language: 'Patient reports persistent concern about worsening symptoms.
Patient has researched possible explanations and brought articles to discuss. Patient describes
recent divorce as significant life stressor. Discussed patient's concerns about symptom
progression and reviewed research materials patient provided. The current documentation uses
inappropriate credibility-undermining language.”

Error 2.4: Attribution of Physical Symptoms to Anxiety Without Evidence Location: Page 1, Plan
section Current Documentation: "Discussed possibility that excessive worry may be amplifying
physical symptoms." Issue: This directly attributes physical symptoms to anxiety without
evidence. | had documented objective symptoms (headaches 5-6 days/week, joint pain in
multiple joints) but provider suggests anxiety is "amplifying" them. Impact: Framing physical
symptoms as psychologically amplified without proper workup is a common pattern in delayed
autoimmune diagnoses. This language is particularly damaging in retrospect given the 2023
lupus diagnosis, and could support claims of medical gaslighting or negligence. This Becomes
Important Because: This documents the provider attributing progressive physical symptoms to
mental health rather than pursuing medical evaluation, which directly contributed to diagnostic
delay.

Correction Language: "Please amend the November 8, 2020 visit note, page 1, Plan section, to
remove the statement about 'excessive worry amplifying physical symptoms.’ This represents
unsubstantiated psychological attribution. Replace with: 'Discussed connection between stress
and physical health. Will continue to monitor symptoms and reassess if symptoms worsen or
new symptoms develop.”
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Error 2.5: Use of Credibility-Undermining Term "Admits" Location: Page 1, HPI section Current
Documentation: "Patient admits to significant stress with recent divorce" Issue: The phrase
"admits to" is credibility-undermining language that implies | was reluctant to share this
information or that it was extracted under pressure rather than freely offered. Impact: "Admits"
is commonly flagged in medical-legal contexts as inappropriate language that undermines
patient credibility. It suggests skepticism about my report. This Becomes Important Because:
This language contributes to a pattern of documentation that portrays me as withholding or
unreliable rather than as a cooperative historian.

Correction Language: "Please amend the November 8, 2020 visit note, page 1, HPI section, to
replace 'admits to' with 'reports': 'Patient reports significant stress with recent divorce."

Error 2.6: No Workup Plan for New Symptom System Location: Page 1, Assessment and Plan
sections Current Documentation: [No documentation of evaluation plan for joint pain] Issue: |
presented with new symptom (joint pain in hands and knees for 4 months, morning pattern,
improves with activity - classic inflammatory pattern), but there is no documented plan to
evaluate this new symptom. No labs ordered, no rheumatology referral, no follow-up plan
specific to joint complaints. Impact: New onset joint pain with inflammatory pattern (morning
predominance, improves with activity) should trigger autoimmune workup. Failure to document
any evaluation plan for this new symptom system is a critical omission that delayed diagnosis
by years. This Becomes Important Because: This documents that new, significant symptoms
were reported but not investigated, which is a departure from standard of care.

Correction Language: "Please amend the November 8, 2020 visit note to include documentation
of evaluation plan for newly reported joint pain. The note should reflect: 'New onset arthralgias
with inflammatory pattern (morning predominance, improves with activity). Will obtain CBC,
CMP, ESR, CRP, ANA, RF to evaluate for inflammatory or autoimmune etiology. Patient to follow
up in 2 weeks to review labs and assess symptom progression. If labs abnormal or symptoms
worsen, will refer to rheumatology.”

March 22, 2022 Visit - 9 Errors Found

Error 3.1: Incorrect Height Measurement Location: Page 1, Physical Exam section Current
Documentation: "Height 5'5", Weight 151 Ibs" Issue: Height recorded as 5'5" in 2022, but
documented as 5'6" in both 2019 and 2025 visits. Adults do not shrink 1 inch then regrow it.
This is a measurement or documentation error. Impact: Incorrect height affects BMI
calculations, medication dosing, and clinical decision-making. In disability or insurance reviews,
inconsistent vital signs can be used to question record reliability. This Becomes Important
Because: Inconsistent measurements undermine the overall credibility of the medical record
and can affect calculated values that influence treatment decisions.
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Correction Language: "Please amend the March 22, 2022 visit note, page 1, Physical Exam
section, to correctly state: 'Height 5'6", Weight 151 Ibs.' The 5'5" measurement is inconsistent
with measurements from 2019 and 2025."

Error 3.2: Undocumented Medication with Explicit Note of Problem Location: Page 1, Current
Medications section Current Documentation: "Current Medications: Escitalopram 20mg daily,
topiramate 50mg BID (note: no record of topiramate being prescribed in chart)" Issue: | reported
taking topiramate 50mg twice daily, but the chart note explicitly states there is no record of this
medication being prescribed. This is either a medication I'm taking without provider knowledge,
was prescribed by another provider without documentation, or is a documentation error. Impact:
Topiramate is a significant medication (anticonvulsant/migraine preventive) that requires
monitoring. Undocumented prescriptions create liability issues, prevent proper drug interaction
screening, and suggest care coordination failures. In disability cases, undocumented
medications undermine treatment history. This Becomes Important Because: This documents
either a prescribing failure, a documentation failure, or a care coordination failure, all of which
are serious quality issues.

Correction Language: "Please amend the March 22, 2022 visit note, page 1, to clarify the
topiramate prescription. Either document: 'Topiramate 50mg BID - patient reports taking this
medication. Verified prescribing provider is [name] and indication is migraine prophylaxis' OR if
you prescribed it: "Topiramate 50mg BID prescribed on [date] for migraine prophylaxis.' The
current note creates dangerous ambiguity about my medication regimen."

Error 3.3: Dismissal of Pain as "No Objective Findings" Location: Page 1, Physical Exam section,
Joints subsection Current Documentation: "Patient winced during examination but no objective
findings." Issue: Pain response ("winced") IS an objective finding. This language falsely suggests
| am exaggerating or that pain without visible swelling is not real. This is particularly
problematic because seronegative or early autoimmune disease can present with pain before
visible inflammation. Impact: Dismissing pain as "no objective findings" when pain response is
observable contributed to diagnostic delay. In lupus specifically, joint pain (arthralgias) can
occur without visible swelling. This note shows the provider failed to recognize classic
autoimmune presentation. This Becomes Important Because: This documents observable pain
being dismissed, which contributed directly to failure to pursue appropriate diagnostic workup.

Correction Language: "Please amend the March 22, 2022 visit note, page 1, Physical Exam
section, to accurately document: 'Joints: No swelling, warmth, or erythema noted. Full ROM.
Tenderness to palpation in MCPs and PIPs bilaterally with pain response during examination.
Pain response is an objective finding and should be documented as such.”

Error 3.4: Psychiatric Diagnosis Without Psychiatric Evaluation Location: Page 1, Assessment
section Current Documentation: "Suspect somatic symptom disorder given chronic medically
unexplained symptoms and high healthcare utilization." Issue: Somatic symptom disorder is a
psychiatric diagnosis that requires psychiatric evaluation to diagnose. | was diagnosed with this
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condition without any psychiatric assessment, based solely on normal ESR/CRP and the
provider's interpretation that my symptoms were "medically unexplained." In fact, symptoms
were not adequately investigated (no ANA, no comprehensive autoimmune workup, no
specialist referral). Impact: This psychiatric diagnosis in my medical record affects insurance
coverage, disability determinations, and how future providers view me. It suggests my physical
symptoms are psychological in origin. When lupus was diagnosed 18 months later, this
diagnosis was proven completely wrong but the damage to my medical record and credibility
had been done. This Becomes Important Because: Inappropriate psychiatric diagnosis without
proper evaluation is serious medical error. This diagnosis will follow me and affect care
decisions even though it was incorrect.

Correction Language: "Please remove the diagnosis of 'somatic symptom disorder' from the
March 22, 2022 visit note. This psychiatric diagnosis was made without psychiatric evaluation
and has been refuted by subsequent medical diagnosis of systemic lupus erythematosus in
2023. Somatic symptom disorder requires specific diagnostic criteria including psychiatric
assessment, which was never performed. This diagnosis should be removed from my medical
record entirely."

Error 3.5: Accusation of Evidence Manipulation Location: Page 1, Assessment section Current
Documentation: "Photos of swelling not reliable as patient may be manipulating camera angles."
Issue: This statement suggests | am deliberately fabricating or manipulating evidence. There is
no basis documented for this accusation. This crosses from clinical skepticism into suggesting
patient dishonesty without evidence. Impact: Accusing a patient of manipulating evidence is
serious and potentially defamatory. This statement suggests the provider believes | am
deliberately fabricating symptoms. When lupus was diagnosed 18 months later, this statement
becomes evidence of bias that prevented proper evaluation. This could support claims of
discrimination or medical gaslighting. This Becomes Important Because: This is an accusation
of dishonesty in my permanent medical record. It will affect how every future provider views me
and my reported symptoms.

Correction Language: "Please remove the statement 'Photos of swelling not reliable as patient
may be manipulating camera angles' from the March 22, 2022 visit note. This suggests
deliberate fabrication without evidence and is inappropriate for medical documentation.
Replace with: 'Patient provided photos of hands taken at home showing swelling. Swelling not
present on today's examination. Patient reports symptoms are intermittent. Documented
patient's photographic observations as part of clinical history."

Error 3.6: Characterization of Symptoms as "Vague" When They Were Specific Location: Page
1, Assessment section Current Documentation: "Patient's symptoms remain vague and
inconsistent with physical findings." Issue: My symptoms were not vague. | reported: morning
stiffness lasting 2-3 hours, swelling in MCPs and PIPs bilaterally, difficulty making fist in
mornings, persistent low-grade fevers with specific temperature ranges, and 12 pounds
unintentional weight loss over 4 months. These are specific, measurable symptoms that are
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classic for autoimmune disease. Impact: Characterizing specific symptoms as "vague”
dismisses my reports and suggests | am not providing clear information. This is factually
incorrect and contributed to diagnostic delay. This Becomes Important Because: This falsely
portrays me as an unreliable historian when | was providing detailed, specific symptom
information that should have triggered further workup.

Correction Language: "Please amend the March 22, 2022 visit note, page 1, Assessment
section, to accurately reflect that | provided specific symptom details: 'Patient reports morning
stiffness lasting 2-3 hours, bilateral MCP and PIP swelling that is intermittent, difficulty making
fist in mornings, low-grade fevers (99.5-100.2°F), and 12-pound unintentional weight loss over 4
months. These are specific, measurable symptoms.' Remove the characterization of symptoms
as 'vague."

Error 3.7: Improper Denial of Specialist Referral Location: Page 1, Plan section Current
Documentation: "Patient again requesting rheumatology referral, but given normal labs and
exam, this is not warranted." Issue: | was explicitly denied specialist referral despite: 2+ years of
worsening symptoms, constitutional symptoms (fever, weight loss), classic joint involvement
pattern, and my advocacy. "Requesting” frames me as demanding rather than participating in
shared decision-making. Denying referral based on normal ESR/CRP alone when | had
progressive multi-system symptoms was poor clinical judgment. Impact: | was documented as
repeatedly requesting specialist care and being denied. This denial delayed my lupus diagnosis
by 18 months, during which time | developed lupus nephritis. This documented denial will be
central to any malpractice claim. This Becomes Important Because: This explicitly documents
that | advocated for appropriate care and was denied, which contributed directly to diagnostic
delay and disease progression.

Correction Language: "Please amend the March 22, 2022 visit note, page 1, Plan section, to
accurately reflect that | requested rheumatology referral due to progressive symptoms and that
this was a reasonable request given symptom pattern. The current documentation
inappropriately characterizes reasonable patient advocacy as problematic and documents
denial of care that proved necessary. In light of subsequent lupus diagnosis in 2023, the denial
of rheumatology referral in 2022 was medically inappropriate.”

Error 3.8: Framing Healthcare Utilization as Problematic Location: Page 1, Assessment section
Current Documentation: "given chronic medically unexplained symptoms and high healthcare
utilization" Issue: "High healthcare utilization" frames appropriate help-seeking for progressive
symptoms as problematic patient behavior. "Medically unexplained" ignores that symptoms
weren't properly investigated (no ANA, no anti-dsDNA, no complement levels, no anti-Smith
antibodies, no referral to specialist). Impact: This language appears in records when providers
view patient as "difficult” rather than undiagnosed. It can affect future providers' willingness to
take symptoms seriously. In reality, my healthcare utilization was appropriate given symptom
severity and progression. This Becomes Important Because: This characterizes appropriate
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help-seeking as pathological, which can affect insurance coverage and disability
determinations.

Correction Language: "Please remove the phrase 'high healthcare utilization' from the March 22,
2022 visit note. My healthcare use was appropriate for progressive, unexplained symptoms.
Replace with: 'Patient has had persistent symptoms despite initial treatment approaches.
Symptoms have progressed over past 3 years to include joint pain, morning stiffness,
constitutional symptoms, and weight loss."

Error 3.9: Failure to Order Appropriate Autoimmune Testing Location: Page 1, Assessment and
Plan sections Current Documentation: "Labs (from 02/2022): ESR 8, CRP 0.4 (both normal)"
Issue: | presented with morning stiffness (2-3 hours), symmetric small joint involvement
(MCPs/PIPs), constitutional symptoms (fevers, weight loss), and progressive symptoms over
years. Only ESR and CRP were checked. No ANA, no RF, no anti-CCP, no complement levels.
These are standard tests for suspected autoimmune disease. Impact: This is a critical omission
in diagnostic workup. When | eventually saw rheumatology in 2023, extensive autoimmune
panel was positive (ANA 1:640, anti-dsDNA, anti-Smith, low complement). These tests should
have been ordered 18+ months earlier given the clinical presentation. This omission directly
contributed to delayed lupus and lupus nephritis diagnosis. This Becomes Important Because:
This documents failure to order appropriate diagnostic tests despite clear clinical indication,
which is a departure from standard of care.

Correction Language: "Please amend the March 22, 2022 visit note to reflect that
comprehensive autoimmune testing should have been ordered given my clinical presentation.
The note should document: 'Given progressive joint symptoms with inflammatory pattern,
constitutional symptoms, and unintentional weight loss, ordered comprehensive autoimmune
workup including: ANA, anti-dsDNA, RF, anti-CCP, complement levels (C3, C4), CBC, CMP,
urinalysis.' The current documentation shows only ESR and CRP were obtained, which is
inadequate for suspected autoimmune disease."

September 14, 2023 Visit - 0 Errors Found

This visit documents the lupus diagnosis made by rheumatology. The documentation is
appropriate and accurate. No corrections needed.

February 28, 2025 Visit - 2 Errors Found

Error 5.1: Migraines Listed Without Documentation of Diagnosis Location: Page 1, Past Medical
History section Current Documentation: "Migraines" listed in past medical history Issue:
"Migraines” appears as a formal diagnosis in past medical history, but in prior visits (2019,
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2020) headaches were documented as symptoms and working diagnoses ("tension headaches,’'
"chronic daily headache"), not as an established diagnosis of migraines. No documentation of
formal migraine diagnosis being made. Impact: Converting a symptom description into a formal
diagnosis without documentation can affect insurance coverage, disability determinations, and
treatment justification. If migraines are listed as past medical history, insurance may question
why specific migraine treatments weren't tried earlier. This Becomes Important Because:
Diagnoses should be documented when they are formally established, not added retroactively
without explanation.

Correction Language: "Please amend the February 28, 2025 visit note, page 1, Past Medical
History section, to either: (1) Replace 'Migraines' with 'Chronic headaches' to accurately reflect
prior documentation, OR (2) If migraines was formally diagnosed at some point, add
documentation of when diagnosis was established: 'Migraines (diagnosed [date])"

Error 5.2: Incomplete Documentation of Diagnostic Delay Impact Location: Page 1, HPI section
Current Documentation: "Patient expressed that she wishes diagnosis had been made sooner,
as she struggled with symptoms since at least 2018." Issue: While this documents my
statement about diagnostic delay, it does not acknowledge the medical record evidence
supporting this concern or document the provider's response. My concern about diagnostic
delay is documented as a patient feeling rather than as a legitimate clinical issue requiring
provider acknowledgment. Impact: This minimal documentation of my expressed concern about
years of diagnostic delay doesn't capture the significance of the delay or the provider's
accountability. It frames my concern as personal disappointment rather than as valid feedback
about care quality. This Becomes Important Because: My statement about diagnostic delay
should have prompted documentation review and quality improvement discussion. The
dismissive documentation suggests provider is not taking this feedback seriously.

Correction Language: "Please amend the February 28, 2025 visit note, page 1, to more
completely document my expressed concerns about diagnostic delay: 'Patient expressed
concern that lupus diagnosis was delayed, noting she reported progressive symptoms including
headaches, fatigue, joint pain, morning stiffness, and constitutional symptoms beginning in
2019. Patient notes she requested rheumatology referral in 2022 but referral was not provided
at that time. Patient was eventually diagnosed with SLE and lupus nephritis in 2023 after
changing insurance and self-referring to rheumatology. Discussed patient's concerns and
acknowledged the challenges in diagnosing autoimmune disease with variable presentations.
Patient's feedback will be considered for quality improvement purposes.”

SECTION 2: PATTERN ANALYSIS
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Now we see how individual errors evolved into systematic documentation failure. Each pattern
below represents not isolated mistakes but connected misrepresentations that compound over
time.

Pattern #1: Escalating Dismissive Language

Finding: Documentation language becomes progressively more dismissive as your symptoms
worsen

Timeline of Language Changes:

e April 2019: Documented as "tension headaches, likely stress-related" and "patient
attributes symptoms to 'tax season stress" - Mild skepticism through quotation marks

e November 2020: Changed to "Patient appears anxious,' "Patient admits to significant
stress," "fixated on self-diagnosis," "excessive worry may be amplifying physical
symptoms" - Moderate bias introduced, psychological attribution begins

e March 2022: Escalated to "symptoms remain vague,' "Photos of swelling not reliable as
patient may be manipulating camera angles," "Suspect somatic symptom disorder," "high
healthcare utilization" - Severe bias, accusation of manipulation, psychiatric diagnosis

e September 2023: Peak diagnostic revelation: Lupus confirmed by specialist with positive
ANA 1:640, anti-dsDNA, anti-Smith, low complement, lupus nephritis - All prior dismissal
proven wrong

The Bias Escalation Path: This progression shows how provider skepticism built over time.
Each visit added another layer of doubt, another degree of dismissiveness. What started as
neutral documentation of stress-related headaches transformed into accusations of evidence
manipulation and psychiatric diagnosis. The most dismissive documentation occurred right
before you finally accessed specialist care and received accurate diagnosis.

The Contagion Effect: When you reported bringing research articles to discuss your symptoms,
this was documented as "fixation" rather than engagement. When you provided photos of
swelling that wasn't present during the appointment, this was documented as potentially
"manipulated"” rather than as valuable information about intermittent symptoms. When you
requested specialist referral, this was documented as inappropriate "high healthcare utilization"
rather than as appropriate self-advocacy. Each instance of you trying to participate actively in
your care was reframed as problematic behavior.

Insurance and Disability Impact: This escalating bias provides perfect ammunition for denials.
Reviewers see a clear pattern: provider increasingly doubting your symptoms from 2019 through
2022. They interpret this as evidence you're exaggerating or malingering. The pattern becomes
proof against you. Then suddenly in 2023, serious autoimmune disease diagnosis appears.
Insurance may try to claim you couldn't have been that sick in 2020-2022 because the provider
documented skepticism. In reality, the provider was wrong and you were advocating
appropriately.
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The Retrospective Problem: Now that lupus is diagnosed, every dismissive note from
2019-2022 becomes evidence of diagnostic delay. The language that was meant to justify not
pursuing further workup now documents failure to recognize a serious disease. The bias that
built over three years now looks like medical negligence rather than clinical judgment.

Correction Strategy: "Please review all subjective and potentially biased language across visits
from April 2019 to March 2022. Medical records should contain objective clinical
documentation, not subjective characterizations that undermine patient credibility. Specifically:

Replace all instances of 'appears anxious' with factual observations

Replace 'admits to' with 'reports'

Remove 'fixated on self-diagnosis' and similar editorial commentary

Remove 'may be manipulating camera angles' (accusation of dishonesty)

Replace 'excessive worry amplifying symptoms' with objective documentation
Remove 'vague symptoms' when specific symptoms were reported

Replace 'high healthcare utilization' with acknowledgment that patient appropriately
sought care for progressive symptoms

e Remove diagnosis of 'somatic symptom disorder' which was made without psychiatric
evaluation and has been refuted by subsequent medical diagnosis

These changes are necessary to maintain professional, objective medical documentation and to
accurately reflect that my symptoms were real, progressive, and eventually diagnosed as
serious autoimmune disease.”

Pattern #2: Undocumented Medical Decision-Making

Finding: Critical changes in medications, diagnoses, and assessments occur without
documentation of when, why, or how decisions were made

Documentation Gaps Identified:

e Medication Change (2019 to 2020): Sertraline 50mg changed to Fluoxetine 40mg with
no documentation of switch timing, rationale, titration process, or side effects

e Topiramate Mystery (2022): You reported taking topiramate 50mg BID but note explicitly
states "no record of topiramate being prescribed in chart" - no follow-up to clarify

e Depression Diagnosis (2020): Depression appears in past medical history in 2020 but
wasn't listed in 2019; no documentation of when diagnosed or by whom

e Migraines Diagnosis (2022): "Migraines" appears as formal diagnosis but prior notes
documented "tension headaches" and "chronic daily headache"; no documentation of
diagnostic upgrade

e Psychiatric Diagnosis (2022): Somatic symptom disorder diagnosed without any
documented psychiatric evaluation, consultation, or application of diagnostic criteria
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The Documentation Void: These gaps create a medical record that looks like Swiss cheese.
Important clinical decisions are happening, but the record doesn't show when or why. This
makes it impossible for future providers to understand your treatment history. It makes it easy
for insurance to claim treatments weren't medically necessary because the record doesn't justify
them. It makes disability claims harder because you can't prove treatment progression.

Care Coordination Failure: The topiramate situation is particularly concerning. You were taking
a significant medication that requires monitoring, but your primary care provider documented
having no record of prescribing it. This suggests either: (1) another provider prescribed it
without communication, (2) it was prescribed but not documented, or (3) you obtained it some
other way. All three scenarios represent serious care coordination or documentation failures.

The Retrospective Impact: Now that you have lupus diagnosis, these undocumented decisions
look even worse. Was the switch from Sertraline to Fluoxetine because the first antidepressant
wasn't working for what was actually undiagnosed autoimmune disease affecting your mood
and energy? Were the "migraines" actually lupus headaches? These questions can't be answered
because the documentation doesn't exist.

Pattern Recognition for Future: This pattern tells you to ask for documentation of all medical
decisions going forward. "Doctor, you're changing my medication. Will you document why in my
chart?" "You're adding a diagnosis. Can you note when this was established?" Proactive
documentation requests prevent future gaps.

Comprehensive Correction: "Please conduct a comprehensive audit of all medication changes,
diagnosis additions, and clinical decisions from April 2019 through March 2022 and add
appropriate documentation:

1. Document when, why, and by whom Sertraline was changed to Fluoxetine (approximately
between April 2019 and November 2020)

2. Clarify topiramate prescription: who prescribed it, when, for what indication, and add this

to medication history

Document when depression was diagnosed and add to timeline

4. Either change 'migraines' back to ‘chronic headaches' to match prior documentation, or
document when and by whom formal migraine diagnosis was established

5. Remove somatic symptom disorder diagnosis as it was made without proper evaluation

w

For each clinical decision, the record should reflect: date, rationale, provider responsible, and
follow-up plan. This is necessary for continuity of care and accurate treatment history."

Pattern #3: Failure to Pursue Progressive Symptoms
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Finding: Despite documented worsening of symptoms over three years, no escalation of
diagnostic workup occurred until you changed insurance and self-referred to specialist

Symptom Progression Timeline:

e April 2019: Headaches (3 months), fatigue, difficulty concentrating

o Workup: None. Attributed to stress.
o Plan: Amitriptyline trial, stress counseling
e November 2020: Persistent headaches (1.5 years now), NEW joint pain (4 months in
hands and knees, morning worse, improves with activity)

o  Workup: None documented. No labs ordered for new joint symptoms.
o Plan: Attributed joint pain to "stress and recent life changes." Psychological
attribution increased.
e March 2022: Progressive joint symptoms (now 18 months of joint pain), morning
stiffness 2-3 hours, bilateral MCP/PIP involvement, difficulty making fist, NEW fevers,
NEW unintentional 12-Ib weight loss

o Workup: Only ESR and CRP (both normal). No comprehensive autoimmune panel
despite clear clinical indication.
o Plan: Diagnosed with somatic symptom disorder. Rheumatology referral explicitly
denied.
e September 2023: Acute worsening, malar rash, extensive positive autoimmune labs
(ANA 1:640, anti-dsDNA, anti-Smith, low complement, proteinuria, RBC casts)

o Workup: Comprehensive rheumatology workup after self-referral following
insurance change
o Diagnosis: Systemic lupus erythematosus with lupus nephritis

The Standard of Care Failure: When a patient presents with new symptoms, standard of care
requires evaluation of those new symptoms. When symptoms progressively worsen, standard of
care requires escalation of diagnostic efforts. When initial testing is unrevealing but symptoms
continue, standard of care requires reconsidering the differential diagnosis and pursuing
additional workup or specialist referral.

None of this occurred in your care from 2019-2022. Instead:

New joint pain in 2020: No workup

Progressive symptoms in 2022: Minimal workup (only ESR/CRP)
Patient request for specialist: Denied

Patient advocacy: Characterized as problematic
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What Should Have Happened: In November 2020, when you presented with new inflammatory
joint pain (morning predominance, multiple joints, bilateral, improves with activity), basic
autoimmune screening should have been ordered: CBC, CMP, ESR, CRP, ANA, RF. If that initial
screening showed any abnormalities OR if symptoms continued to progress, rheumatology
referral should have been made.

By March 2022, when you had 18 months of progressive joint symptoms plus constitutional
symptoms (fever, weight loss), comprehensive autoimmune evaluation was clearly indicated. At
minimum: ANA, anti-dsDNA, RF, anti-CCP, complement levels, comprehensive metabolic panel,
urinalysis. Given the symptom pattern, rheumatology referral should have been made regardless
of initial lab results.

The Kidney Damage Question: You were diagnosed with lupus nephritis (kidney involvement) in
2023. Lupus nephritis is a serious complication that can lead to permanent kidney damage and
requires aggressive treatment. Your 2023 labs showed proteinuria and RBC casts, indicating
active kidney inflammation. The critical question: If you had been diagnosed in 2020 or 2022
and started on appropriate treatment, would the lupus nephritis have been prevented or caught
earlier? This question may never be answered, but the delayed diagnosis clearly allowed disease
progression that could have been prevented.

Correction Documentation: "Please add addendums to the following visits acknowledging that
symptom progression warranted additional workup that was not pursued:

November 8, 2020: 'Addendum: Patient presented with new onset inflammatory joint pain
(morning predominance, bilateral hands and knees, improves with activity). In retrospect, this
presentation warranted basic autoimmune screening including ANA, RF, ESR, CRP at that time.
Patient was subsequently diagnosed with systemic lupus erythematosus in 2023

March 22, 2022: 'Addendum: Patient presented with progressive joint symptoms, morning
stiffness, constitutional symptoms (fever, weight loss), and unintentional weight loss. In
retrospect, comprehensive autoimmune evaluation and rheumatology referral were clinically
indicated at this visit. Patient's request for rheumatology referral should have been granted.
Patient was subsequently diagnosed with systemic lupus erythematosus and lupus nephritis in
2023, approximately 18 months after this visit.

These addendums acknowledge that diagnostic opportunities were missed and that patient's
symptom reports and advocacy were appropriate and should have prompted further evaluation."

Pattern #4: Factual Errors That Undermine Record Reliability

Finding: Multiple factual errors (incorrect DOB, inconsistent height, undocumented medications)
undermine the overall reliability of the medical record
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Inventory of Factual Errors:

1. Date of birth changed from 06/15/1985 to 06/15/1986 in November 2020 visit

2. Height documented as 5'6" (2019), 5'5" (2022), 5'6" (2025) - adults don't shrink and
regrow

3. Medication change from Sertraline to Fluoxetine undocumented

4. Topiramate listed as current medication with explicit note "no record of topiramate being
prescribed in chart"

5. Depression added to past medical history without documentation of when diagnosed

6. "Migraines" added as formal diagnosis without documentation of diagnostic evaluation

The Credibility Problem: When medical records contain obvious errors like wrong date of birth
and impossible height changes, it raises questions about what else might be wrong. If basic
demographic data is incorrect, can clinical assessments be trusted? If medication lists are
incomplete, what other information is missing? Every factual error provides ammunition for
insurance companies and disability reviewers to question the entire record.

The Compounding Effect: These factual errors compound with the biased language to create a
perfect storm of unreliability. You have a record that both: (1) contains factual errors that
undermine credibility, and (2) characterizes you as an unreliable historian. This double-hit makes
it nearly impossible to get providers, insurance companies, or disability reviewers to take your
record seriously.

The Electronic Health Record Failure: Many of these errors likely stem from EHR issues:
clicking the wrong dropdown, copying from the wrong patient's record, templates
auto-populating with old information, etc. But regardless of cause, these are your permanent
medical records and the errors need correction.

Quality Improvement Implication: This pattern of factual errors suggests systemic problems
with this provider's documentation practices. These aren't isolated typos; they're evidence of
inadequate quality control in medical record creation and review. When you were there in 2020
and the provider pulled up your record, they should have noticed the date of birth was wrong and
corrected it. They didn't.

Comprehensive Factual Correction Request: "Please conduct a comprehensive audit of all
factual information in my medical records from April 2019 through present and correct all
errors:

DEMOGRAPHICS:
e Correct date of birth to 06/15/1985 in all records (currently incorrect in November 2020
visit)
e Correct height to consistent 5'6" measurement (currently documented as 5'5" in March
2022 visit)
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MEDICATIONS:

Document when Sertraline was changed to Fluoxetine and the reason for change
Clarify topiramate prescription: prescribing provider, date prescribed, indication

e Ensure current medication list reflects only medications actually being taken with
accurate doses

DIAGNOSES:

Document when depression was diagnosed

Clarify when/if migraines was formally diagnosed vs. chronic headaches

Remove somatic symptom disorder (made without proper evaluation, refuted by lupus
diagnosis)

These factual corrections are necessary to establish a reliable medical record foundation."

SECTION 3: SYSTEMIC ISSUES

Beyond individual errors and patterns, your records reveal systemic documentation failures that
require comprehensive correction.

Diagnosis List Audit

Active Diagnoses Requiring Review:

1. Somatic Symptom Disorder - Added March 2022, never confirmed by psychiatric
evaluation

o

Impact: This psychiatric diagnosis affects every aspect of your care. It suggests
your physical symptoms are psychological. It affects insurance coverage for
medical treatments. It influences how providers interpret your reports. Most
critically, it was proven completely wrong when you were diagnosed with lupus in
2023.

Correction: "Remove 'Somatic Symptom Disorder' from all diagnosis lists. This
diagnosis was made without psychiatric evaluation and has been refuted by
subsequent medical diagnosis of systemic lupus erythematosus. Per DSM-5
criteria, somatic symptom disorder requires: (1) one or more somatic symptoms
causing distress or life disruption, (2) excessive thoughts/feelings/behaviors
related to symptoms, and (3) symptoms lasting more than 6 months. Even if
criterion (1) was met, there is no documentation of psychiatric evaluation to
determine if criteria (2) and (3) were met. Furthermore, the diagnosis assumed
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symptoms were medically unexplained when in fact they were explained by
undiagnosed lupus.’
2. Migraines vs. Chronic Headaches - Documentation inconsistent about formal diagnosis

o Impact: If migraines is listed as formal diagnosis, insurance may question why
specific migraine treatments weren't tried. If it's not formally diagnosed, the
diagnosis should reflect the working diagnosis used in documentation.

o Correction: "Review diagnosis list for 'migraines.' If this was formally diagnosed,
document when and by whom. If this is a working diagnosis that evolved from
'tension headaches' and ‘chronic daily headache, document the diagnostic
evolution. Current documentation is unclear about when/if formal migraine
diagnosis was established. Note: In lupus, headaches may be lupus-related
rather than primary migraine disorder."

3. Mental Health Diagnoses - Anxiety and depression documented but timeline unclear

o Impact: Mental health diagnoses are important and appropriate if accurate, but
documentation should be clear about when diagnosed, by whom, and treatment
response. Current documentation shows anxiety diagnosed 2016, depression
appearing in records in 2020 without documentation of when diagnosed.

o Correction: "Clarify mental health diagnosis timeline. Document when depression
was formally diagnosed and by whom. If anxiety and/or depression were
exacerbated by undiagnosed physical iliness (lupus), this should be noted. Many
patients with undiagnosed chronic illness develop anxiety and depression as
secondary conditions; documentation should reflect whether these are primary
psychiatric conditions or secondary to chronic physical illness."

Missing Critical Information Across All Visits:

Several important pieces of clinical information were either reported but not documented or
should have been assessed but weren't:

1. Family history of autoimmune disease - Never documented as present or absent

o Why This Matters: Family history of autoimmune disease is a significant risk
factor for lupus and should have been part of the clinical reasoning when
evaluating your symptoms.

o Correction needed: "Please document family history of autoimmune disease as
obtained or not obtained in prior visits."

2. Detailed timeline of symptom onset and progression - Symptoms documented
visit-by-visit but never synthesized into coherent timeline

o Why This Matters: Autoimmune disease often presents with symptoms that
develop over time. A comprehensive timeline would have shown: headaches and
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fatigue (2019), joint pain added (2020), morning stiffness and constitutional
symptoms added (2022), malar rash added (2023). This is a classic pattern of
progressive autoimmune disease, but it's not visible when each visit is
documented in isolation.

o Correction needed: "Please add a comprehensive problem-oriented timeline
showing symptom onset and progression from 2019-2023 in the record to
document the progressive nature of symptoms that led to eventual lupus
diagnosis."

3. Response to treatments tried - Medications started but outcomes rarely documented

o Why This Matters: Documentation shows amitriptyline started in 2019 for
headaches, but no follow-up documentation of whether it helped. Multiple
antidepressants used but no documentation of response. This makes it
impossible to know what's been tried and what worked.

o Correction needed: "Please document outcome of all treatments initiated: Did
amitriptyline help headaches? Why was it stopped if it was stopped? Why was
Sertraline changed to Fluoxetine? What has been the response to various
treatments?"

4. Alcohol use, smoking, drug use - Not consistently documented

o Why This Matters: Social history is important for complete medical records and
is often required for insurance and disability applications.
o Correction needed: "Please document social history including alcohol use,
tobacco use, and drug use as obtained or not obtained."
5. Review of systems - Incomplete or not documented

o Why This Matters: A comprehensive review of systems might have revealed other
lupus symptoms earlier (photosensitivity, oral ulcers, hair loss - all of which you
reported in 2023). If ROS was done but not documented, documentation should
reflect that. If it wasn't done, that's a clinical care gap.

o Correction needed: "Please document whether comprehensive review of systems
was performed at each visit. If performed but not documented, add
documentation. If not performed, acknowledge the gap."

The Invisible Reality Problem: What you live with daily becomes invisible in documentation.
Providers document what they find interesting or unusual, not what you find debilitating or
constant. Your reality disappears into the gap between experience and documentation. The
records show you had headaches, then joint pain, then got diagnosed with lupus. They don't
show the daily struggle of trying to work while exhausted, the mornings unable to make a fist,
the frustration of being dismissed, the fear that something was seriously wrong, the relief of
finally getting a diagnosis mixed with anger that it took so long.
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Your medical record is a pale shadow of your actual experience, and that's true for everyone. But
in your case, that gap is particularly wide because the provider documented skepticism rather
than symptoms, dismissed rather than investigated, and characterized your advocacy as
problematic rather than appropriate.

SECTION 4: STRATEGIC CORRECTION PLAN

This isn't just about fixing errors; it's about reclaiming your medical narrative. The following
strategy prioritizes corrections for maximum impact while building momentum for
comprehensive accuracy.

Understanding Provider Psychology:

Providers often take correction requests personally. They see documentation as their
professional work product. Your records contain language that, in retrospect, documents
diagnostic delay and failure to recognize serious disease. The provider may be defensive when
confronted with requests to amend notes that now look like evidence of substandard care.

Approach this strategically: start with undeniable factual errors to establish the pattern that
corrections are needed. Build credibility. Then address the more sensitive issues around biased
language and missed diagnoses.

Frame corrections as collaborative accuracy improvements, not challenges to competence. Use
phrases like "ensuring accurate documentation,” "maintaining objective medical records," and
"clarifying the timeline." Avoid accusatory language even though you have every right to be
frustrated.

Phase 1: Inmediate Corrections (Week 1)

Build credibility with undeniable errors. These are corrections that cannot reasonably be refused
because they are objectively, verifiably wrong.

o Task 1: Correct date of birth error Visit affected: November 8, 2020 Error: DOB listed as
06/15/1986 instead of 06/15/1985 Why this first: This is inarguable. Your DOB is a fact.
Insurance records, driver's license, and all other medical records show 06/15/1985. There is no
legitimate reason to refuse this correction. Letter language: "l am requesting correction of my
date of birth in the November 8, 2020 visit note. My correct date of birth is 06/15/1985, not
06/15/1986 as documented. This error affects age calculation and insurance record matching.
Please correct this in the visit note and verify that my DOB is correct in all system records."

o Task 2: Correct height inconsistency Visit affected: March 22, 2022 Error: Height listed as
5'5" when measured as 5'6" in both 2019 and 2025 Why second: Another undeniable error.
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Adults don't shrink one inch then regrow. Letter language: "l am requesting correction of my
height in the March 22, 2022 visit note. My height is 5'6", as documented in the April 12,2019
and February 28, 2025 visits. The March 22, 2022 documentation lists height as 5'5", which

appears to be a measurement or documentation error. Please correct to 5'6".

o Task 3: Address undocumented medication (topiramate) Visit affected: March 22, 2022 Error:
Medication list includes "topiramate 50mg BID (note: no record of topiramate being prescribed
in chart)" Why third: This documents either a prescribing failure or documentation failure and is
a patient safety issue. Frame it as a safety concern, not a criticism. Letter language: "l am
requesting clarification of the topiramate documentation in the March 22, 2022 visit note. The
note states | was taking topiramate 50mg BID but that there is no record of it being prescribed.
For medication safety and accurate records, please clarify: (1) If you prescribed topiramate,
when was it prescribed and for what indication? (2) If another provider prescribed it, who and
when? This information is necessary for safe medication management."

Success metrics for Phase 1:

e At least one correction acknowledged or made
e Established that you are serious about accuracy
e Created paper trail of correction requests

Phase 2: Pattern Corrections (Weeks 2-3)

Leverage initial success for systematic changes. Once you've established that corrections are
warranted, address the patterns of errors.

o Task 4: Submit documentation of medication change pattern Visits affected: April 2019,
November 2020 Pattern: Sertraline 50mg (2019) changed to Fluoxetine 40mg (2020) with no
documentation Approach: "I've noticed information copying forward incorrectly" Letter
language: 'l am requesting documentation of my antidepressant medication history. My April
12,2019 visit documents Sertraline 50mg daily. My November 8, 2020 visit documents
Fluoxetine 40mg daily. There is no documentation in my records of when or why this medication
was changed. For complete medical history, please add documentation: (1) When was
Sertraline discontinued? (2) When was Fluoxetine started? (3) What was the reason for the
change? (4) Who made the prescribing decision? This information is important for
understanding my treatment history."

o Task 5: Request correction of biased language - "admits to" Visit affected: November 8, 2020
Pattern: Credibility-undermining language Strategy: Focus on objectivity, not blame Letter
language: 'l am requesting amendment of language in the November 8, 2020 visit note. The
current documentation states 'Patient admits to significant stress with recent divorce.' The
phrase 'admits to' suggests reluctance or concealment and is not appropriate for documenting

J. Martinez, 11/3/25



information | freely provided. Please amend to: 'Patient reports significant stress with recent
divorce. This change maintains objective, professional documentation.”

o Task 6: Request removal of accusatory language about photos Visit affected: March 22, 2022
Pattern: Suggesting patient dishonesty Strategy: This is the most egregious example of biased
language - suggests you manipulated evidence Letter language: "| am requesting removal of
inappropriate language from the March 22, 2022 visit note. The current documentation states:
'Photos of swelling not reliable as patient may be manipulating camera angles.' This suggests
deliberate fabrication of evidence and is inappropriate for medical documentation. Please
remove this statement and replace with: 'Patient provided photos of hands taken at home
showing swelling. Swelling not present on today's examination. Patient reports symptoms are
intermittent. Documented patient's photographic observations as part of clinical history.' This
amendment is necessary to remove unsubstantiated accusation from my permanent medical
record."

o Task 7: Request removal of somatic symptom disorder diagnosis Visit affected: March 22,
2022, and all subsequent records where it appears Pattern: Psychiatric diagnosis without
psychiatric evaluation, refuted by lupus diagnosis Strategy: This is legally and ethically
problematic - frame as both clinical accuracy and patient rights issue Letter language: "l am
requesting removal of the diagnosis 'Somatic Symptom Disorder' from my medical records. This
diagnosis appears in the March 22, 2022 visit note and may have been carried forward to
subsequent records. | am requesting removal for the following reasons:

1. Diagnostic criteria not met: Per DSM-5, somatic symptom disorder requires psychiatric
evaluation to assess criteria including excessive thoughts, feelings, or behaviors related
to symptoms. No such evaluation was performed.

2. Made without psychiatric consultation: This psychiatric diagnosis was made by a
primary care provider without psychiatric evaluation or consultation.

3. Refuted by subsequent medical diagnosis: | was diagnosed with systemic lupus
erythematosus in September 2023. My symptoms were not ‘medically unexplained' as
suggested in the March 2022 note; they were caused by undiagnosed autoimmune
disease.

4. Harmful to ongoing care: This psychiatric diagnosis in my record affects how providers
interpret my symptoms and affects insurance coverage decisions.

Please remove this diagnosis from my active problem list and all locations where it appears in

my medical records."

Success metrics for Phase 2:
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e Pattern recognition acknowledged by provider/records department
e Multiple corrections made across several visits
e Established momentum for comprehensive accuracy review

Phase 3: Historical Cleanup and Accountability (Week 4+)

Complete comprehensive correction with focus on creating accurate record of what actually
happened, including diagnostic delay.

o Task 8: Request acknowledgment of missed diagnostic opportunities Visits affected:
November 8, 2020 and March 22, 2022 Goal: Create documentation that diagnostic
opportunities were missed Strategy: Frame as learning opportunity and patient safety issue
Letter language: "I am requesting addendums to two visits to acknowledge missed diagnostic
opportunities, which is important for my complete medical record and for quality improvement
purposes:

November 8, 2020 addendum: 'Patient presented with new onset inflammatory joint pain
(morning predominance, bilateral hands and knees, improves with activity). In retrospect, this
presentation warranted basic autoimmune screening including ANA, RF, ESR, CRP at that time.
Patient was subsequently diagnosed with systemic lupus erythematosus in 2023

March 22, 2022 addendum: 'Patient presented with progressive joint symptoms, morning
stiffness, constitutional symptoms, and unintentional weight loss. In retrospect, comprehensive
autoimmune evaluation and rheumatology referral were clinically indicated at this visit. Patient's
request for rheumatology referral should have been granted. Patient was subsequently
diagnosed with systemic lupus erythematosus and lupus nephritis in 2023, approximately 18
months after this visit.

These addendums create an accurate record of the diagnostic timeline and acknowledge
opportunities for earlier diagnosis."

o Task 9: Request comprehensive review of all biased language Visits affected: All visits from
2019-2022 Goal: Systematic removal of credibility-undermining language Strategy:
Comprehensive request after individual corrections established pattern Letter language: "l am
requesting a comprehensive review of all visit notes from April 2019 through March 2022 to
identify and correct biased or subjective language. Medical records should contain objective
clinical documentation. Please review for and correct:

e Replace ‘appears anxious' with factual observations (vital signs, behavior descriptions)
e Replace 'admits' with 'reports'
e Remove fixated on self-diagnosis' and similar editorial commentary
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e Remove 'excessive worry amplifying symptoms' - this is unsubstantiated psychological
attribution

e Replace 'vague symptoms' when specific symptoms were documented
Remove 'high healthcare utilization' characterization
Remove characterization of bringing research articles as problematic behavior

These changes are necessary to maintain objective professional documentation and to ensure
my medical record accurately reflects my symptoms and advocacy rather than provider
skepticism that was, in retrospect, unwarranted."

o Task 10: Request documentation of rheumatology referral denial and impact Visit affected:
March 22, 2022 Goal: Create clear documentation that you advocated for specialist care and
were denied Strategy: This is critical for any potential malpractice claim or disability appeal
Letter language: "I am requesting amendment of the March 22, 2022 visit note Plan section. The
current documentation states: '‘Patient again requesting rheumatology referral, but given normal
labs and exam, this is not warranted.

Please amend to accurately reflect the clinical situation: 'Patient requested rheumatology
referral given progressive symptoms over 3 years, morning stiffness, bilateral joint involvement,
constitutional symptoms (fever, weight loss), and unintentional 12-pound weight loss. Initial
inflammatory markers (ESR, CRP) were normal. Rheumatology referral was not provided at this
time. [Note: Patient was subsequently diagnosed with systemic lupus erythematosus in
September 2023, approximately 18 months after this visit, after changing insurance and
self-referring to rheumatology. In retrospect, rheumatology referral at this visit would have been
appropriate given symptom pattern and progression.]'

This amendment creates an accurate record of the clinical decision-making and its outcome."
Success metrics for Phase 3:

Comprehensive corrections completed

Documentation of diagnostic delay acknowledged
Complete, accurate record of what actually happened
Foundation established for any future appeals or claims

o Task 11: Final verification Goal: Ensure all corrections were actually made Method: Request
complete updated records after all corrections submitted Timeline: 4-6 weeks after initial
corrections requested

Letter language: "I have submitted multiple amendment requests over the past [timeframe]. |
am now requesting a complete copy of my updated medical records to verify that all requested
corrections have been made. Please provide:
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1. Complete visit notes for all visits from April 2019 through present, with all amendments
incorporated

2. Current problem list showing all diagnoses

Current medication list

4. Any statements of disagreement that have been added to the record (if any amendments
were denied)

w

This is my right under HIPAA § 164.524 (right to access) and § 164.526 (right to amend). | need
this complete record to ensure accuracy and for ongoing care."

SECTION 5: TEMPLATE LETTERS

Letter 1: Initial Amendment Request (Phase 1) - Factual Errors
[Date]
Medical Records Department [Provider Name / Practice Name] [Address]

RE: Request for Medical Record Amendment - HIPAA § 164.526 Patient: Jennifer Martinez Date
of Birth: 06/15/1985 Medical Record Number: [If known] Review Period: April 12, 2019 to March
22,2022

Dear Medical Records Department:

| am requesting amendments to my medical records under HIPAA § 164.526. After reviewing
records from April 2019 through March 2022, | have identified errors requiring correction to
ensure accurate documentation of my healthcare.

IMMEDIATE CORRECTIONS NEEDED:

1. Date of Birth Error - November 8, 2020 visit

o Current documentation: 06/15/1986

o Correct information: 06/15/1985

o This error affects age calculation and insurance record matching
2. Height Error - March 22, 2022 visit

o Current documentation: 5'5"

o Correct information: 5'6" (as documented in April 2019 and February 2025 visits)

o Adults do not shrink one inch then regrow; this appears to be measurement error
3. Medication Documentation Gap - March 22, 2022 visit
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o Current documentation: Lists topiramate 50mg BID with note "no record of
topiramate being prescribed in chart"

o Correction needed: Please clarify prescribing provider, date prescribed, and
indication for this medication. This is a patient safety issue.

These errors affect my ongoing care, insurance coverage, and medication safety. | request
written confirmation of these amendments within the 60-day legal requirement under HIPAA §
164.526(a)(2).

| appreciate your attention to ensuring accurate medical documentation.
Sincerely,

Jennifer Martinez

Letter 2: Pattern Correction Request (Phase 2) - Biased Language
[Date]
Medical Records Department [Provider Name / Practice Name] [Address]

RE: Systematic Documentation Pattern Correction Request Patient: Jennifer Martinez Date of
Birth: 06/15/1985 Medical Record Number: [If known]

Dear Medical Records Department:

Following my initial amendment request dated [date], | am submitting additional corrections
addressing systematic documentation patterns identified across multiple visits from
2019-2022.

PATTERN 1: Credibility-Undermining Language
The following language should be amended to maintain objective, professional documentation:
November 8, 2020 visit, HPI section:

e Current: "Patient admits to significant stress with recent divorce"

e Requested amendment: "Patient reports significant stress with recent divorce"

e Reason: "Admits to" suggests reluctance/concealment and is inappropriate for
documenting information | freely provided

November 8, 2020 visit, HPI section:
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e Current: "Patient appears anxious and has brought printed articles about various
diagnoses from internet. States she is 'absolutely certain' something serious is wrong...
fixated on self-diagnosis”

e Requested amendment: "Patient reports persistent concern about worsening symptoms.
Patient has researched possible explanations and brought articles to discuss."

e Reason: Current language characterizes appropriate patient engagement as problematic
behavior

PATTERN 2: Accusatory Language Without Basis
March 22, 2022 visit, Assessment section:

Current: "Photos of swelling not reliable as patient may be manipulating camera angles"
Requested amendment: "Patient provided photos of hands taken at home showing
swelling. Swelling not present on today's examination. Patient reports symptoms are
intermittent.”

e Reason: Current language suggests deliberate fabrication without evidence and is
inappropriate for medical documentation

PATTERN 3: Psychiatric Diagnosis Without Proper Evaluation
March 22, 2022 visit and all subsequent records:

Current: "Somatic symptom disorder" listed as diagnosis

Requested amendment: Remove this diagnosis entirely

Reason: (1) Diagnosis made without psychiatric evaluation, (2) Does not meet DSM-5
criteria without psychiatric assessment, (3) Has been refuted by subsequent diagnosis
of systemic lupus erythematosus in 2023

These patterns create systematic misrepresentation of my health status and advocacy. |
request comprehensive review and correction to ensure accurate, objective, complete
documentation.

Sincerely,

Jennifer Martinez

Letter 3: Accountability and Diagnostic Delay Documentation (Phase 3)
[Date]

Medical Records Department [Provider Name / Practice Name] [Address]
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RE: Request for Addendums Acknowledging Diagnostic Delay Patient: Jennifer Martinez Date of
Birth: 06/15/1985 Medical Record Number: [If known]

Dear Medical Records Department:

| am requesting addendums to two visits to create an accurate record of diagnostic
opportunities and the timeline leading to my systemic lupus erythematosus diagnosis. This is
important for my complete medical record, for quality improvement purposes, and for accurate
documentation of my disease history.

REQUESTED ADDENDUM - November 8, 2020 visit:

"Addendum added [date]: Patient presented with new onset inflammatory joint pain (morning
predominance, bilateral hands and knees, improves with activity). In retrospect, this
presentation warranted basic autoimmune screening including ANA, RF, ESR, CRP at that time.
Patient was subsequently diagnosed with systemic lupus erythematosus in September 2023."

REQUESTED ADDENDUM - March 22, 2022 visit:

"Addendum added [date]: Patient presented with progressive joint symptoms, morning stiffness
lasting 2-3 hours, bilateral MCP and PIP involvement, constitutional symptoms (low-grade
fevers, unintentional 12-pound weight loss), and unintentional weight loss. Patient requested
rheumatology referral. In retrospect, comprehensive autoimmune evaluation and rheumatology
referral were clinically indicated at this visit. Patient's request for rheumatology referral should
have been granted. Patient was subsequently diagnosed with systemic lupus erythematosus
and lupus nephritis in September 2023, approximately 18 months after this visit, after changing
insurance and self-referring to rheumatology."

ADDITIONAL REQUEST - March 22, 2022 visit, Plan section:

Current documentation: "Patient again requesting rheumatology referral, but given normal labs
and exam, this is not warranted."

Requested amendment: "Patient requested rheumatology referral given progressive symptoms.
Rheumatology referral was not provided at this visit based on normal ESR and CRP. [Note:
Normal acute phase reactants do not exclude autoimmune disease. Patient was subsequently
diagnosed with lupus in 2023 with positive ANA 1:640, anti-dsDNA, anti-Smith, and low
complement levels, none of which were tested at this visit.]"

These addendums create an accurate record of the diagnostic timeline and acknowledge
opportunities for earlier diagnosis. | was diagnosed with lupus nephritis (kidney involvement) in
2023, which is a serious complication. Earlier diagnosis may have prevented or minimized
kidney damage.

| request written confirmation of these addendums within the 60-day legal requirement.
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Sincerely,

Jennifer Martinez

Letter 4: Follow-Up if No Response

[Date]

Medical Records Department [Provider Name / Practice Name] [Address]

CC: [Practice Manager / Patient Advocate] CC: [State Medical Board] CC: Office for Civil Rights,
U.S. Department of Health and Human Services

RE: Follow-Up - Unanswered Amendment Request - FORMAL NOTICE Patient: Jennifer Martinez
Date of Birth: 06/15/1985 Medical Record Number: [If known]

Dear Medical Records Department:

On [date], | submitted a request for medical record amendments under HIPAA § 164.526. The
60-day legal response period expired on [date] without response from your office.

Federal law (45 CFR § 164.526) requires covered entities to:

1.

3.
4.

Respond to amendment requests within 60 days (extendable once by 30 days with
written notice)

Make requested amendments OR provide specific written denial reasons with
explanation of denial basis

Allow patient to submit a statement of disagreement if amendments are denied
Maintain documentation of all amendment requests and outcomes

YOUR LEGAL OBLIGATIONS:

If you agree to the amendment, you must:

Make the requested amendment by appending or linking to the record

Inform me that the amendment was made

Obtain my agreement to notify relevant persons

Make reasonable efforts to provide the amendment to those who have received the
record and who you know may rely on it

If you deny the amendment, you must:

Provide written denial within 60 days (or extended 90-day timeframe)
Include the basis for denial
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e Include my right to submit a statement of disagreement
e Include information about how to file a complaint with HHS

MY REQUEST:

| am requesting immediate response to my amendment request dated [date]. If | do not receive
response within 10 business days, | will:

1. File a formal complaint with the Office for Civil Rights (OCR) at the U.S. Department of
Health and Human Services

2. File a complaint with the [State] Medical Board regarding documentation practices

3. Consider this non-response as a refusal to amend, which | will include in my medical
record as a statement of disagreement

4. Report this HIPAA violation to relevant regulatory authorities

Original amendment request attached for reference.

| strongly encourage you to respond promptly to avoid regulatory complaints and to fulfill your
legal obligations under HIPAA.

Sincerely,
Jennifer Martinez

Attachments: Original amendment request dated [date]

Letter 5: Statement of Disagreement (If Amendments Denied)
[Date]
Medical Records Department [Provider Name / Practice Name] [Address]

RE: Statement of Disagreement - HIPAA § 164.526(d) Patient: Jennifer Martinez Date of Birth:
06/15/1985 Medical Record Number: [If known] In Response to: Denial letter dated [date]

Dear Medical Records Department:

| received your denial of my amendment request dated [date]. Under HIPAA § 164.526(d), | am
submitting this Statement of Disagreement to be included as a permanent part of my medical
record.

ITEMS FOR WHICH AMENDMENTS WERE DENIED:

[List each denied amendment]
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MY DISAGREEMENT AND BASIS:

[For each denied item, explain why you disagree with the denial and why your amendment is
correct]

EXAMPLE: Iltem: Removal of "somatic symptom disorder" diagnosis from March 22, 2022 visit
Your denial reason: [State what they said] My disagreement: This diagnosis was made without
psychiatric evaluation and has been refuted by subsequent medical diagnosis of systemic lupus
erythematosus with lupus nephritis in September 2023. Per DSM-5, somatic symptom disorder
requires psychiatric evaluation to assess criteria B (excessive thoughts, feelings, or behaviors
related to symptoms). No such evaluation was performed. Furthermore, my symptoms were not
"medically unexplained" as suggested in the documentation; they were caused by undiagnosed
autoimmune disease that was eventually diagnosed when | accessed specialist care. This
diagnosis in my record is both clinically inaccurate and harmful to my ongoing care.

REQUIREMENT FOR INCLUSION IN RECORD:
Under HIPAA § 164.526(d)(2), this Statement of Disagreement must:

1. Beincluded as a permanent part of my medical record

2. Accompany any subsequent disclosure of the information that is the subject of the
disagreement

3. Be appended to or linked with the information in dispute

Please confirm in writing that this Statement of Disagreement has been added to my record and
will be included with any future disclosures.

Additionally, please provide me with:

1. A copy of the rebuttal statement you are preparing (if any) per § 164.526(d)(3)

2. Contact information for filing a complaint with the Office for Civil Rights

3. Confirmation of how this disagreement will be flagged in my electronic health record to
ensure inclusion with future disclosures

Sincerely,

Jennifer Martinez

YOUR RIGHTS IN ACTION

Understanding HIPAA § 164.526:
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Your right to request amendments isn't just theoretical. It's a specific, enforceable provision of
federal law. Providers must have a process. They must respond timely. They must provide
reasons for any denials. Most importantly, even denied requests become part of your record,
documenting your dispute with inaccurate information.

What the Law Actually Says:
HIPAA gives you the right to request amendment of protected health information that:

e Is maintained in a designated record set (your medical chart)
e Would be available for your access under § 164.524 (right to access)
e Was created by the covered entity (your provider)

The provider can only deny your amendment request if they determine:

1. The information was not created by them (unless you provide a reasonable basis to
believe the originator is no longer available)

2. The information is not part of the designated record set

3. The information is not available for your access

4. The information is accurate and complete

Key point: "Accurate and complete" is determined by the provider, BUT if they deny on this basis,
you have the right to submit a Statement of Disagreement that becomes a permanent part of
your record.

The Power of Documentation:

Every correction request creates a paper trail. Even if providers resist, you're establishing a
record that you've consistently disputed inaccurate information. This trail becomes valuable in:

Insurance appeals (shows you've disputed characterizations used to deny coverage)
Disability claims (documents that you've contested dismissive language)
Malpractice claims (establishes timeline of your attempts to get accurate records)
Changing providers (new providers see you've advocated for accuracy)

When Providers Push Back:
Common resistance tactics and your responses:

Resistance: "That's my clinical opinion" Your response: "Clinical opinions about diagnoses
belong in assessment and plan sections, using objective clinical language. Editorial
characterizations like 'fixated on self-diagnosis' and accusations like 'may be manipulating
camera angles' are not clinical opinions; they are subjective judgments that don't belong in
medical records."
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Resistance: "| documented what | observed" Your response: "I'm asking you to document
observations objectively. 'Patient appeared anxious' is subjective interpretation. 'Patient heart
rate 96, hands trembling, spoke rapidly' would be objective documentation. Please revise
subjective characterizations to objective observations."

Resistance: "The record is already finalized" Your response: "HIPAA § 164.526 requires an
amendment process regardless of finalization. Records can and should be amended when
errors are identified. That's the purpose of the amendment right."

Resistance: "Other providers agree with this assessment" Your response: "Each provider is
responsible for their own documentation accuracy. The fact that bias may have spread to other
providers doesn't make it accurate. Furthermore, | was diagnosed with lupus in 2023, which
refutes the 'somatic symptom disorder' assessment that multiple providers may have adopted."

Resistance: "This will require significant time to review" Your response: "l understand
corrections take time. I'm willing to work with you on a reasonable timeline. However, HIPAA
requires response within 60 days (or 90 days with one 30-day extension notice). Please let me
know your timeline for review."

Resistance: "We'll mark this as 'patient disputes' but won't change it" Your response: "That's
your right under HIPAA if you formally deny the amendment. However, | request written denial
with specific reasons per § 164.526(d)(1). | will then submit a Statement of Disagreement that
must be included as a permanent part of my record per § 164.526(d)(2)."

Escalation Path:
If you're not getting response or satisfaction, follow this escalation:
Step 1: Patient Relations/Patient Advocate (Days 1-30)

Most practices have a patient relations department

They're trained to handle complaints and may facilitate corrections
Request: Meeting or phone call to discuss documentation concerns
Outcome: May resolve informally without formal amendment process

Step 2: Practice Manager/Administrator (Days 30-60)

If patient advocate doesn't resolve, escalate to management

Frame as quality improvement and legal compliance issue

Request: Formal review of amendment request and response timeline
Outcome: Management-level attention may prompt compliance

Step 3: Office for Civil Rights (OCR) Complaint (Day 61+)

e [f 60-day response deadline passes without response, file with OCR
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Step 4:

Step 5:

Step 6:

Website: https://www.hhs.gov/ocr/complaints/index.html
Required information: Your name, provider name, description of violation
Outcome: OCR investigates HIPAA violations and can impose penalties

State Medical Board (Parallel to OCR)

File complaint about documentation practices and standard of care

Focus on: Failure to pursue diagnostic workup, inappropriate psychiatric diagnosis
Website: [Your state] Medical Board website

Outcome: Medical board investigates quality of care issues

State Health Department (Parallel to OCR)

Some states have health departments that oversee practice quality
May be more responsive than medical board
Outcome: Additional regulatory pressure

Legal Consultation (If significant harm documented)

If you've suffered damages from diagnostic delay (kidney damage from lupus nephritis)
Medical malpractice attorneys often offer free consultations

Statute of limitations varies by state (typically 2-3 years from when injury discovered)
Outcome: May result in malpractice claim if evidence supports

The Long Game:

Correcting medical records is a marathon, not a sprint. Some providers cooperate immediately.

Others

o bk owbd=

resist indefinitely. Success comes from:

Persistence: Keep requesting, keep documenting non-response, keep escalating
Documentation: Save every letter you send, every response you receive (or don't receive)
Strategic thinking: Start with undeniable errors, build to more complex corrections
Legal knowledge: Know your HIPAA rights and cite them specifically

Outside pressure: Use regulatory agencies, patient advocates, practice administrators

Realistic Expectations:

What you can likely achieve:

Correction of obvious factual errors (DOB, height, medications)

Removal of explicitly accusatory language ("manipulating camera angles")
Addition of addendums documenting diagnostic timeline

Statement of Disagreement added to record for denied amendments

What may be harder to achieve:
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e Removal of "clinical opinion" language (even if biased)
e Correction of subjective characterizations provider defends as observations
e Acknowledgment of substandard care or malpractice

What you can definitely achieve:

Paper trail documenting that you disputed inaccurate information
Corrections in future records (providers tend to be more careful after amendment
requests)
Evidence for any future legal claims or appeals
e Personal clarity about what happened and what was wrong with your care

The Emotional Reality:

This process is frustrating. You're asking providers to acknowledge they were wrong, and
sometimes dangerously wrong. You're requesting they document their own failures. They may
resist. They may be defensive. They may never fully acknowledge what happened.

But remember: this isn't about getting the provider to admit fault (though that would be nice). It's
about creating an accurate record for your future care, your insurance coverage, your disability
claims, and potentially your legal options.

Every correction you achieve protects your future. Every amendment prevents that error from
spreading to new providers. Every Statement of Disagreement documents that you knew this
information was wrong.

Your Medical Record: Before and After
Before corrections:

Wrong date of birth potentially causing insurance issues

Biased language framing you as unreliable

Psychiatric diagnosis made without proper evaluation

No documentation of diagnostic delay or missed opportunities
Characterization of your advocacy as problematic

Suggestions you manipulated evidence

Pattern of dismissal that contributed to years of delayed diagnosis

After corrections (even if partially successful):

Factual errors corrected

Acknowledgment that diagnostic opportunities were missed
Documentation that you advocated appropriately for specialist care
Record that biased characterizations were disputed

Foundation for future appeals or claims
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e Clear timeline of symptom progression leading to diagnosis
e Evidence that you consistently reported symptoms accurately

The Bigger Picture:

Your case isn't unique. Thousands of patients, especially women and people with autoimmune
diseases, experience diagnostic delay due to provider bias and dismissal. By fighting for
accurate documentation, you're:

Protecting yourself

Creating precedent for others

Pushing healthcare toward accountability
Documenting patterns that need to change

Your medical record is your healthcare autobiography, but you didn't write it. Providers authored
this story in rushed moments between patients, through tired eyes at day's end, with fingers
flying across keyboards to meet productivity metrics. Errors were inevitable. Correction is
essential.

Every amendment you achieve rewrites your healthcare future. Every correction prevents
cascading errors. Every accurate documentation strengthens your position for insurance
appeals, disability claims, and appropriate treatment.

This isn't about perfection. It's about protection. Protection from denials based on inaccurate
information. Protection from bias that barriers your care. Protection from errors that compound
across years and providers.

Your records matter because they speak for you when you can't speak for yourself. Make sure
they tell the truth.

Final Thoughts:

You were right. Your symptoms were real. Your concerns were legitimate. Your advocacy was
appropriate. The documentation that says otherwise is wrong, and you have the right to correct
it.

The provider may have meant well. They may have been tired, overworked, or simply wrong. But
intent doesn't change impact. Inaccurate documentation harmed you by delaying diagnosis of
serious disease. That harm can't be undone, but it can be documented, corrected, and prevented
from causing future damage.
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