
 
 

BLUE CROSS BLUE SHIELD OF NEBRASKA ON-SITE REVIEW PROGRAM 
MEDICAL RECORD STANDARDS FOR PHYSICIANS (MD/DO) 

 
 
 

GOAL:  Each physician office/facility shall maintain the medical records of members in a manner that is current, detailed 
and organized and permits effective and confidential patient care and quality review. 
 
The standards are based on the National Committee for Quality Assurance (NCQA) “Guidelines for Medical Record 
Review”.  Each standard has a relative weight assigned to it.  The standards and weight assignments have been 
approved by the Blue Cross Blue Shield of Nebraska Credentialing Committee and Quality Improvement Committee. 
 
The selection of records for review should be representative of care provided in the physician’s office/facility during the 
previous two years or from the date of the last review.  Each record is reviewed against each applicable standard.  A 
score is calculated based on the numbers of records reviewed for each standard.  A final score based on the score and 
the relative weight of each standard is then calculated.  Blue Cross Blue Shield of Nebraska compliance score for 
medical record review is 85%. 
 
 
 
 
Effective Date: January, 1995 
Revision Date:  June, 1997; October, 1997; August, 1998; October, 1999; September 2000, January 2007. 
 
 

 
 
 
 
 
 
 
 
 
 
 
 



BLUE CROSS BLUE SHIELD OF NEBRASKA   
 ON-SITE REVIEW  PROGRAM 

MEDICAL RECORD STANDARDS FOR PHYSICIANS (MD/DO) 
 
ORGANIZATION OF THE MEDICAL RECORD STANDARDS 
STANDARD MET NOT MET 
1.   All pages in the medical record shall 

contain patient identification.   
 
 
 
 
 
 
 
 

The front or back of every page in the record 
contains: 

• patient’s first and last name, OR 
• patient’s first initial and last name, OR 
• patient’s social security number, OR 
• any physician office generated number 

that remains unique to that patient as 
designated. 

(If family charts are used, medical 
documentation for each family member will be 
located in a distinctly separate section of the 
medical record). 

If the front or back of every page in the medical 
record does not contain patient identification 
as stated in the “Met” column, or if patient’s 
initial only, or patient’s birthday only are used 
for identification. 
 
If all information within a family chart is not 
separate for each family member. 

2.   All pages in the medical record shall be 
fastened securely. 

 
 

All pages in the medical record are secured by 
fasteners or pockets to keep all pages 
contained within the medical record file. 

Pages within the medical record are not 
secured. 

3.   All entries in the medical record shall be 
legible.   

 
 

All entries in the medical record are legible to 
the reviewer. 

The medical record is illegible. 

4.   All entries in the medical record shall be 
dated by month, day, and year. 

 
 
 
 
 
 
 
 

All entries in the medical record are dated by 
month, day and year.  The entries include any 
personnel in the office/facility authorized to 
enter information in the medical record, e.g., 
progress notes, patient examination forms, 
prescription requests/refills, patient telephone 
calls, etc. 
 
Reports generated by separate agencies are 
not considered entries, e.g., radiology reports, 
laboratory reports, emergency room reports, 
etc. 

All entries are not dated as described in the 
“Met” column. 



 
STANDARD MET NOT MET 
5.   All entries in the medical record made by 

the physician shall contain author 
identification. 

 
 
 
 
 
 
 
 
 
 

All entries in the medical record by the 
physician contain author identification as 
follows: 

• author initials and/or signature typed, 
handwritten or stamped, OR 

• a number assigned by that office that 
remains unique to that physician. 

This number may be used by the office for 
dictation identification, and should be available 
to the reviewer upon request. 
 
Note:  Handwritten notes that are on a 
separate page from the dictation for a specific 
date of service must be author identified. 

All entries by the physician do not contain 
author identification as stated in the “Met” 
column. 
 
  

6.   All entries in the medical record by 
authorized personnel shall contain author 
identification. 

 
 
 
 

All entries in the medical record by authorized 
personnel contain author identification, e.g., 
nursing assessments, vital signs.  Reports 
generated by separate agencies are not 
considered entries, i.e., radiology reports, 
laboratory reports, emergency department 
encounter forms, etc. 

All entries in the medical record do not contain 
author identification as stated in the “Met” 
column. 

7.   Medication allergies and adverse reactions 
are prominently noted in the medical 
record.  If the patient has known allergies 
or history of adverse reactions, this is 
appropriately noted in the medical record.   

 
 
 
 
 
 

If there is a notation in the medical record on: 
• the outside cover of the chart OR 
• the inside cover of the chart OR 
• a tab/division in the record that 

indicates allergies or drug allergies 
handwritten in the medical record in a 
uniform place, e.g., on problem list, 
progress notes OR 

• a form in the record that addresses 
allergies and is recorded using the 
following abbreviations: NKA, NKDA, 
NKMA, “O” neg. allergies, no allergies. 

Prominent and uniform documentation of 
allergy status and/or adverse reaction status is 
not present.   
 
 
 
 
 
Note: When environmental allergies, e.g., 
grass, pollen, dust, etc., are documented with 
no reference to drug allergies, the indicator is 
considered “Not Met”. 



 
STANDARD MET NOT MET 
8.   The medical record shall contain 

documentation of each patient’s personal 
and biographical data. 

 
 
 
 
 

If there is a form or designated place in the 
record initiated at any time and kept current 
(within the past two (2) years) that contains but 
is not limited to the following non-medical 
information: 

• address, employer (if applicable), 
home/work telephone number (if 
applicable), marital status (if applicable) 
OR 

• the same information is maintained in 
the computer, with print out available 
prior to the patient examination each 
time the patient is seen (reviewer may 
request current print out), AND 

• a policy (written or verbal) stating the 
procedure utilized by the office/facility, 
e.g., if and when form is placed on 
chart. 

Note:  Computer Patient Record’s will be 
reviewed on an individual basis.  

The medical record does not include a form or 
computer generated print-out that contains the 
patient’s personal, non-medical information as 
stated in the “Met” column. 
 
If a computer print-out cannot be generated, 
the standard is not met. 
 
 

9.   The medical record shall contain the name 
and telephone number of a person(s) to be 
notified in case of an emergency. 

 

The medical record contains a form or a data 
element exists within a computerized system 
that includes the name and telephone number 
of a person(s) to be notified in case of an 
emergency. 

The name and telephone number of an 
emergency contact is not included on the 
patient personal information form or available 
in a computerized system. 
 

 
For the following Standards, Number 10 through 13, a single patient visit from each record is selected for review. 
CLINICAL STANDARDS  
STANDARD MET NOT MET 
10. The reason for the patient’s visit shall be 

clearly documented. 
 
 
 
 
 
 
 

There is documentation of the pt.’s subjective 
complaint, e.g., “I have had a headache for 3 
days,” pt. states he fell and hurt his back, “I 
have been depressed for several months,” or “I 
am here for follow-up of cold and cough,”, etc., 
OR 
If the pt. is unable to communicate his/her C/O 
another party may do so, 
OR 
When no other party is available, the 
physician’s objective assessment is 
acceptable. 

There is no clear documentation of the reason 
for the patient’s visit as described in the “Met” 
column. 



 
STANDARD MET NOT MET 
11.  There shall be documentation that the 

history and physical exam identifies 
appropriate subjective and objective 
information pertinent to the patient’s 
presenting complaints recorded for each 
visit. 

 
 
 

There is documentation by the physician of an 
History & Physical (H&P) exam related to the 
pt.’s complaint(s), i.e., if the patient came in 
with a complaint of a sore throat, there is 
documentation that the throat was examined, if 
the chief compliant was cough, cold, difficulty 
breathing, documentation that the temperature 
was taken, lungs examined, etc. 

There is no documentation of the physician’s 
objective findings as described in the “Met” 
column. 
 
 
 
 
 

12. There shall be a medical 
impression/working diagnosis (behavioral 
health assessment for behavioral health 
providers) recorded for each visit. 

 
 

There is a medical impression/working 
diagnosis and/or behavioral health 
assessment clearly documented for each 
patient visit, e.g., otitis media, R/O strep throat, 
mental status stable, reality based and gaining 
insight, etc. Etiology unknown … diagnostic 
studies pending, 
OR  
When diagnostic codes are used in lieu of a 
narrative diagnosis, the Diagnostic/Statistical 
Manual of Mental Disorders, (DSM-IV) codes 
and/or the International Classification of 
Diseases, Clinical Modification (ICD-9-CM) 
codes are acceptable. 

There is no medical impression/working 
diagnosis and/or mental status assessment 
clearly documented as described in the “Met” 
column. 

13. There shall be a clear plan of 
action/treatment consistent with the 
diagnosis(es) including specific 
documentation of therapeutic interventions 
and/or scheduled or performed procedures 
at each patient visit. 

 
 

There is documentation of a clear plan of 
treatment, e.g., “plan x-rays of spine, if (+) will 
consider CAT scan.” “Pt. is to cont. on the 
same treatment,” “will get lab and go from 
there,” “will remove mole in office today,” Pt. 
will be referred for psychological testing,” etc.   

There is no documentation of a clear plan of 
treatment as described in the “Met” column. 

14. There shall be documentation of an 
appropriate patient problem list which 
includes significant illnesses/medical 
conditions.  If the patient has no known 
medical illness or conditions, there is 
documentation of a flow sheet for health 
maintenance. 

 
 

There is a patient problem list (initiated after 
the patient has been seen three (3) or more 
times by the same physician) that includes but 
is not limited to significant illnesses/medical 
conditions and/or a flow sheet for health 
maintenance. 

There is no patient problem list or health 
maintenance flow sheet initiated after the 
patient has been seen three (3) or more times 
by the same physician. 



 
STANDARD MET NOT MET 
15.  For patients 14 years and over, having 

been seen three (3) or more times, there 
shall be documentation of: 
a.  tobacco use 
b.  history of alcohol use 
c.  history of substance abuse  

 

There is documentation of tobacco use, history 
of alcohol use and substance abuse for 
patients 14 yrs and over after they have been 
seen three (3) or more times.  This 
documentation may be recorded separately, or 
together on progress notes, problem lists, 
H&Ps, medical history forms, etc.  

There is no documentation of tobacco use, 
history of alcohol use or substance abuse as 
described in the “Met” column. 

16.  There shall be documentation of a past 
medical history for patients seen three (3) 
or more times to include: 

 
a.   serious accidents/illnesses, or if under 

18 years, prenatal records, birth 
records and  childhood illnesses, 
operations  

 
b.  current medication list 

 

There is a patient past medical history 
documented for patients seen three (3) or 
more times to include serious 
accidents/illnesses, or if under 18 yrs, 
prenatal/birth records and childhood illnesses, 
operations, and current medications.  This 
documentation may be recorded in the 
progress notes, H&Ps, problem lists, an initial 
exam form, consultations, letters, etc.  The 
items may be recorded together or separately. 

There is no documentation of a past medical 
history as described in the “Met” column. 

17.  There shall be documentation of a 
completed immunization record for 
pediatric ages 13 years and younger.  
(This applies to FP, IM, & Peds) 

 

There is a completed immunization record in 
the chart, e.g. a form or reference to where the 
information is recorded.   

All recommended immunizations are not 
documented in the medical record. 

18.  There shall be evidence that Preventive 
Health Services are used appropriately. 

 
 
 
 
 
 

There is documentation of appropriate health 
service screenings as recommended by the 
Blue Cross Blue Shield of Nebraska 
Preventive Health Guidelines for the 
appropriate age group, i.e., Pap Smear, breast 
exams, mammograms, blood pressure checks, 
cholesterol level, testicular exam, 
immunizations and well child visits, etc.  

There is no documentation of Preventive 
Health Services documented in the chart as 
described in the “Met” column.  

19.  There shall be documentation of a 
patient’s family medical history after the 
patient has been seen three (3) or more 
times. 

  
 
 
 
 

There is documentation of a patient’s family 
medical history after the patient has been seen 
three (3) or more times.  This may be recorded 
in the progress notes as “non contributory”, or 
“unremarkable” or on the problem list, medical 
history form filled in by the patient, H&Ps, 
physical exam forms/or annual physical 
exams, etc. 

There is no documentation of a patient’s family 
medical history as described in the “Met” 
column. 



 
STANDARD MET NOT MET 
20.  All consultation summaries, laboratory and 

imaging studies filed in the chart, shall 
reflect physician review. 

 
 
 
 
 
 
 
 
 

All consultation summaries/letters, laboratory 
and imaging reports, are initiated by the 
physician, stamped "reviewed”, or some other 
electronic method used to signify review  
AND/OR, a letter to the patient with the date of 
the test and results (normal or abnormal) with 
follow-up care plan communicated 
AND/OR, documentation of telephone call to 
the patient to communication findings and 
follow-up care, 
AND/OR, documentation of test results 
discussed with patient in progress notes at a 
patient visit. 

There is no method to reflect physician review 
as described in the “Met” column. 

21.  There should be documentation that any 
unresolved problem(s) from the previous 
office visits (episodic care) are addressed 
in subsequent visits. 

 
 
 

There is documentation that any unresolved 
problem(s) from previous visits are addressed, 
e.g., “the last time you were here you had a 
back ache, how is it now?” “how is your weight 
loss program going? Let’s weigh you.”  Is the 
antibiotic working for your sinus infection?” 
“you’re here for your BP check?”, etc. 

There is no documentation that any 
unresolved problem(s) from previous visits 
were addressed as described in the “Met” 
column. 

22. There shall be documentation of follow-up 
care noted in weeks, months or PRN. 

 
 
 
 
 
 

There is a notation of follow-up care for each 
patient visit, noted in weeks, months, or PRN.  
May see recorded as: “give me a call in 48 
hours and let me know how you are.”  
“Recheck one (1) week, or RTC 1 week,” “call 
if problems persist,” “continue same 
medications, see one (1) month.”  “Recheck 
PRN.” 

There is no notation of follow-up care for each 
visit as described in the “Met” column. 

23.  When medications are administered on-
site during an office visit, the medication, 
the dosage, route given, and the person 
who administered the medication shall be 
documented.  

 

This standard is not applicable if medication 
is not administered during the office visit. 

This standard is not met if medication is 
administered during an office visit and there is 
no documentation of the medication given, the 
dosage, administration route, and the person 
who administered the medication. 

24. When medications are prescribed during 
an office visit, the medication, dosage, and 
the duration of the treatment shall be 
documented.  

 

This standard is not applicable if medication 
is not prescribed during the office visit. 

This standard is not met if medication is 
prescribed during an office visit and there is no 
documentation of the medication given, the 
dosage, and the duration of the treatment. 



QUALITY OF CARE STANDARDS 
STANDARD MET NOT MET 
25a.  Laboratory and other diagnostic testing 

shall be ordered as appropriate for each 
patient visit.  

 
b.   Results of all diagnostic testing are 

incorporated into the medical record. 
 
c.   When diagnostic test results are reported 

as abnormal, there is a notation in the 
progress notes of the physician’s follow 
up plan. 

 
 
 

There is documentation of diagnostic tests, 
e.g., laboratory, x-ray, stress test, etc., ordered 
or performed appropriate to the pt. visit.  This 
standard is not applicable when diagnostic 
testing was not appropriate for the patient visit, 
e.g., pt. presented with cold & flu symptoms 
(medications prescribed), pt. cut self on knife, 
wound sutured, etc. When the reviewer is 
unable to determine if/when a test is 
appropriate, a copy of the medical record 
will be made at the time of the review and 
brought back to Blue Cross Blue Shield of 
Nebraska for review by a Medical Director. 

Medical Director to determine the 
appropriateness of diagnostic/laboratory 
testing. 
 
Laboratory and other diagnostic testing are not 
being incorporated into the medical record. 
 
There was no documentation in the medical 
record regarding abnormal diagnostic/ 
laboratory test(s) including a follow-up plan. 
 
 

26. There shall be documentation of 
appropriate use of consultants. 

 
 
 
 
 

There is documentation of appropriate use of 
referrals to specialists.  If a question arises for 
the reviewer regarding over utilization or 
under utilization, a copy of the medical record 
documentation may be brought back to Blue 
Cross Blue Shield of Nebraska for review by 
the Medical Director. 

Medical Director to determine inappropriate 
use of referrals to the specialists. 

27. There shall be no evidence that the patient 
is placed at inappropriate risk by a 
diagnostic or therapeutic problem. 

 
 
 
 
 
 

There is no evidence that the pt. is placed at 
inappropriate risk, i.e., by testing inconsistent 
with the diagnosis, medical Rx’s written for 
medication inappropriate to the Diagnosis, 
blood tests/ radiology results inappropriate to 
the Diagnosis. If the reviewer has a question 
regarding the documentation, copies of the 
record will be brought back to Blue Cross Blue 
Shield of Nebraska for review by a Medical 
Director. 

Medical Director to determine if the patient is 
placed at risk. 

28. There shall be documentation in the record 
that the patient was provided education 
concerning the prescribed treatment where 
appropriate. 

 
 
 
 

There is documentation in the record that the 
pt. was provided with education concerning the 
prescribed Treatment, either verbally, or in 
form of printed educational material.  This 
standard is not applicable if this is a follow-up 
visit and the condition is not new and/or there 
is documentation that the pt. has received 
previous education on the condition. 

There is no patient education documented as 
described in the “Met” column, or if this is a 
new condition for the patient and there is no 
patient education documented. 



STANDARD MET NOT MET 
29. There is evidence of discussion regarding 

advance directives for all patients 65 and 
older and/or receiving Medicare benefits. 

 
 
 
 

Documentation in medical record that the 
patient has an advance directive and that a 
copy has been requested/provided or 
documentation that advance directives were 
discussed. 

There is no documentation of discussion of 
advance directives. 

 
 
 



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /All
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Warning
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJDFFile false
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile ()
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /Description <<
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000500044004600206587686353ef901a8fc7684c976262535370673a548c002000700072006f006f00660065007200208fdb884c9ad88d2891cf62535370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef653ef5728684c9762537088686a5f548c002000700072006f006f00660065007200204e0a73725f979ad854c18cea7684521753706548679c300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /DAN <>
    /DEU <>
    /ESP <>
    /FRA <>
    /ITA <>
    /JPN <>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020b370c2a4d06cd0d10020d504b9b0d1300020bc0f0020ad50c815ae30c5d0c11c0020ace0d488c9c8b85c0020c778c1c4d560002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken voor kwaliteitsafdrukken op desktopprinters en proofers. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /PTB <>
    /SUO <>
    /SVE <>
    /ENU (Use these settings to create Adobe PDF documents for quality printing on desktop printers and proofers.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /ConvertColors /NoConversion
      /DestinationProfileName ()
      /DestinationProfileSelector /NA
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure true
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles true
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /NA
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /LeaveUntagged
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


