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	The written history and physical (H&P) is important because it serves a significant purpose in the medical field.  It provides documentation that provides relevant information about a patient’s history and the test findings at the time of admission. Secondly, it acts as a way of providing concise information and communication across all health care providers that are involved in in the care of a particular patient. Lastly, it outlines a plan for tackling issues that led to hospitalization. This is because the written history is represented in a logical and systematic method that features all relevant data that is related to the patient condition. This paper aims to exhibit the importance of accurate medical documentation to record relevant observations, evidences, and findings about the history of patient's health including present and past treatments, illnesses, tests, examinations, and outcomes. 
	Annie, 2018, Points out that the 1997 guidelines of documentation for assessment and managing by CMC entail the following principles. First, the health record ought to be understandable and comprehensive. The documentation for the Patient Ann Smith is legible and complete. This is because of the fact that the H&P is filled with all the concise and relevant data for the patient. However, the decision making and diagnosis procedure is the only thing that is lacking. 
The second principle stipulates that the information of every patient should have: one, the reason for encounter and pertinent past, physical inspection discoveries, and preceding analytical results. Two, the document should include the clinical impression and assessment.  Anne Smith is seen to present dry cough and shortness of breath. This is while she has been using Albuterol MDI 4-5 times a day.  Lastly, the documentation should include a plan for care. There is no plan care that has been provided. 
The third principle states that if the documentation is not recognized, the justification for taking diagnostic and other health-based services should be simply inferred. Much of the necessary and relevant documentation has already been documented. The fourth principle states that past and current diagnosis should be accessible to the health care providers. Anne Smith past information has been documented. Her previous situation of two weeks ago has already been documented. She has treated bronchitis with an unknown antibiotic that she had at the time of admission completed.
 The fifth principle states that the necessary health factors should be noted. Information about Anne Smith family has been recorded.  The medical information from the father, mother, son, and daughter. Also, here social history has been recorded. The Six principle states that the patient treatment, response to progress, and review of documentation should be documented. Last but not least, the seventh principles stipulate that CPT and ICD-9-CM codes regarding healthiness coverage claims should be matched by the information in the diagnosis record. 
	The ICD-10 code for the following condition is as follows: Pneumonia unspecified organism - Ji8.9, moderate persistent asthma (acute) exacerbation - J45.41, primary hypertension is R03.0, Hyperlipidemia, unspecified is E78.5, and obesity is E66.9. ICD-10 code are standard transaction codes for health analytic objectives under the Health Insurance Portability and Accountability Act (HIPAA). They are relevant because they are used to follow up health care data, sickness challenges, quality results, mortality rates and billing (Boyd et al., 2018). Therefore, in regard to the benefits, it is appropriate to include ICD-10 code for Pneumonia when billing for a visit.
	 Latimer et al., 2013, points out that teaching patient is a rewarding aspect in the field of health  care. Whether educating a new mother on how to clean a child or teaching a grownup who is struggling with chronic heart ailment, successful results depend on the excellence of the healthcare provider instructions and support. Latimer, 2013, points out that the following patient education strategies can be relevant. The first strategy involves utilizing technology. This is because technology has made informing resources to patients become easily available in means that they can be customized to suit the patient. The second strategy involves stimulating the patient's interests. This is essential for making the patient understand the relevance of the skills in regard to his/health. Finally, the last strategy of the educational strategy includes involving family members in the process. Family play a critical role in providing the required support to the patient.
 In conclusion, the Mission the Agency of Healthcare Research and Quality (AHRQ) is to produce facts that health care better, safer, high quality, affordable and equitable (Talbot et al., 2018). AHRQ recommendations provide guiding decisions and criteria for diagnosis, management and treatment in particular areas of treatment. The best recommendation entails adhering to the advice and prescription from the healthcare provider. 
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