Medical Record Documentation
For the Texas Board of Nursing, the first guideline necessary and required for the nurse practitioners is the necessity for keeping unique and as such, individual record for every patient (Texas Board of Nursing, 2017). On the other hand, one is required to establish an organized system for record-keeping as this ensures that the medical records will be easy to retrieve for reviewing as well as being available when the need is necessary, which include every stage like every point of the patient visit. Moreover, it is a necessity for storing and maintaining the medical records in a specifically centralized and secure location to make easy to access for the authorized personnel (Texas Board of Nursing, 2017). Another concern is keeping organized documents within the medical records by following a specific order. The identifiers of the members must appear in the entire document, dated, supporting the submitting codes, standard medical abbreviations to be used, patient encounters especially fax, telephone, as well as the electronic message exchanges (Texas Board of Nursing, 2017). It should also include problem lists or the medical conditions, the possible medications and as such, all the medical or health information necessary for the specific patient. 
 As a practitioner, the guidelines can help in my reimbursement of the medical services. For instance, with the details of the patients, it will be easy to communicate (Bird, Zarum & Renzi, 2001). Besides, for allocation and assigning of bills, there are identifier numbers which will make it easy to retrieve the client information from the database (Ammenwerth & Spötl, 2009). Easy and efficiency in reimbursement is achieved at the expense of having an organized system (Brock, Casper, Green & Pedersen, 2006). Therefore, with a chronological order and a system for storing or documenting patient data or information, it will be much easier for in reimbursing care services like medication or drugs, care management plan and billing to the client (Kärkkäinen, Bondas & Eriksson, 2005).  
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