
RHIT Compliance Domain 3
Practice Test (Sample)
Study Guide

Everything you need from our exam experts!

Sample study guide. For the full version with hundreds of questions, visit:
https://rhitcompliancedomain3.examzify.com



Copyright © 2026 by Examzify - A Kaluba Technologies Inc. product.

ALL RIGHTS RESERVED.

No part of this book may be reproduced or transferred in any form or by any
means, graphic, electronic, or mechanical, including photocopying,
recording, web distribution, taping, or by any information storage retrieval
system, without the written permission of the author.

Notice: Examzify makes every reasonable effort to obtain accurate,
complete, and timely information about this product from reliable sources.

Sample study guide, visit https://rhitcompliancedomain3.examzify.com
for the full version with hundreds of practice questions 1

SA
M

PLE



Table of Contents
Copyright 1.......................................................................................
Table of Contents 2..........................................................................
Introduction 3..................................................................................
How to Use This Guide 4..................................................................
Questions 5.......................................................................................
Answers 8.........................................................................................
Explanations 10................................................................................
Next Steps 16...................................................................................

Sample study guide, visit https://rhitcompliancedomain3.examzify.com
for the full version with hundreds of practice questions 2

SA
M

PLE



IntroductionIntroduction
Preparing for a certification exam can feel overwhelming, but with the
right tools, it becomes an opportunity to build confidence, sharpen your
skills, and move one step closer to your goals. At Examzify, we believe
that effective exam preparation isn’t just about memorization, it’s about
understanding the material, identifying knowledge gaps, and building
the test-taking strategies that lead to success.

This guide was designed to help you do exactly that.

Whether you’re preparing for a licensing exam, professional
certification, or entry-level qualification, this book offers structured
practice to reinforce key concepts. You’ll find a wide range of
multiple-choice questions, each followed by clear explanations to help
you understand not just the right answer, but why it’s correct.

The content in this guide is based on real-world exam objectives and
aligned with the types of questions and topics commonly found on
official tests. It’s ideal for learners who want to:

• Practice answering questions under realistic conditions,
• Improve accuracy and speed,
• Review explanations to strengthen weak areas, and
• Approach the exam with greater confidence.

We recommend using this book not as a stand-alone study tool, but
alongside other resources like flashcards, textbooks, or hands-on
training. For best results, we recommend working through each
question, reflecting on the explanation provided, and revisiting the
topics that challenge you most.

Remember: successful test preparation isn’t about getting every question
right the first time, it’s about learning from your mistakes and improving
over time. Stay focused, trust the process, and know that every page you
turn brings you closer to success.

Let’s begin.
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How to Use This GuideHow to Use This Guide
This guide is designed to help you study more effectively and approach
your exam with confidence. Whether you're reviewing for the first time
or doing a final refresh, here’s how to get the most out of your Examzify
study guide:
1. Start with a Diagnostic Review

Skim through the questions to get a sense of what you know and what
you need to focus on. Your goal is to identify knowledge gaps early.
2. Study in Short, Focused Sessions

Break your study time into manageable blocks (e.g. 30 – 45 minutes).
Review a handful of questions, reflect on the explanations.
3. Learn from the Explanations

After answering a question, always read the explanation, even if you got
it right. It reinforces key points, corrects misunderstandings, and
teaches subtle distinctions between similar answers.
4. Track Your Progress

Use bookmarks or notes (if reading digitally) to mark difficult questions.
Revisit these regularly and track improvements over time.
5. Simulate the Real Exam

Once you're comfortable, try taking a full set of questions without
pausing. Set a timer and simulate test-day conditions to build confidence
and time management skills.
6. Repeat and Review

Don’t just study once, repetition builds retention. Re-attempt questions
after a few days and revisit explanations to reinforce learning. Pair this
guide with other Examzify tools like flashcards, and digital practice tests
to strengthen your preparation across formats.

There’s no single right way to study, but consistent, thoughtful effort
always wins. Use this guide flexibly, adapt the tips above to fit your pace
and learning style. You've got this!
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Questions
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1. To determine if the closure of a hospital is warranted,
which occupancy indicator is most significant?
A. Percentage of occupancy
B. Daily census
C. Inpatient service days
D. Average length of stay

2. According to AHIMA's retention standards, which type of
health information does NOT require permanent retention?
A. Register of deaths
B. Register of surgical procedures
C. Register of births
D. Physician index

3. What type of data quality issue is present when patient
gender is inconsistently recorded?
A. Data precision
B. Data granularity
C. Data accuracy
D. Data validity

4. What does the term "protected health information" (PHI)
refer to?
A. Only physical health information
B. Any individually identifiable health information
C. General health statistics
D. Only mental health disclosures

5. How often must healthcare staff participate in HIPAA
training to stay compliant?
A. Once every five years
B. Continuously without a set timeframe
C. Annually or when new policies are introduced
D. Only during onboarding of new staff
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6. Define Secondary Use of Health Information.
A. The use of PHI for purposes other than treatment, payment,

or healthcare operations, often for research or analytics
B. The use of health information strictly for emergency services
C. The sharing of data for marketing purposes
D. The routine access of PHI by all healthcare staff

7. What is expected to be documented when a patient leaves
against medical advice?
A. A formal complaint to management
B. The event in both progress notes and discharge summary
C. A detailed incident report
D. A notification to the risk management department

8. Who is responsible for enforcing compliance with
state-specific health information laws?
A. Federal regulators only
B. State regulatory bodies and agencies for healthcare oversight
C. Healthcare providers alone
D. Insurance companies

9. What is the role of the Risk Management Committee in an
organization?
A. To assess and manage potential risks related to patient

safety, privacy, and security
B. To oversee patient billing processes
C. To conduct technology assessments for patient services
D. To evaluate employee performance and training

10. How does the Joint Commission view the necessity of
documentation on operative patients?
A. It is optional
B. It is critical, prior to surgery
C. It should be documented after surgery
D. Only if requested by the patient
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Answers
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1. A
2. D
3. C
4. B
5. C
6. A
7. B
8. B
9. A
10. B
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Explanations
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1. To determine if the closure of a hospital is warranted,
which occupancy indicator is most significant?
A. Percentage of occupancy
B. Daily census
C. Inpatient service days
D. Average length of stay

The percentage of occupancy is the most significant occupancy indicator when assessing
whether the closure of a hospital is warranted. This metric provides a clear indication of
how effectively a hospital is utilizing its available beds. A low percentage of occupancy
suggests that the hospital is not seeing enough patients to justify its operational costs,
which could lead to financial instability.   When occupancy rates drop significantly, it
may indicate an oversupply of hospital beds in the area or a shift in patient care practices
that do not necessitate hospitalization as frequently. Conversely, a high percentage of
occupancy may suggest that the hospital is operating efficiently and meeting community
needs. Therefore, monitoring this particular metric is crucial for decision-makers when
evaluating the viability of maintaining or closing hospital services.   Other indicators,
such as daily census, inpatient service days, and average length of stay, provide valuable
information but do not encapsulate the overall capacity utilization as comprehensively as
percentage of occupancy. These metrics can help inform about trends and patient flow
but do not alone determine the hospital's operational effectiveness the way occupancy
percentage does.

2. According to AHIMA's retention standards, which type of
health information does NOT require permanent retention?
A. Register of deaths
B. Register of surgical procedures
C. Register of births
D. Physician index

The physician index does not require permanent retention according to AHIMA's
retention standards. This is because the physician index is generally used for
administrative and clinical purposes, mainly to identify which doctors provided care to
patients and to aid in the organization of health information. While important for
record-keeping and reference, the physician index does not contain information that is as
critical as the other options listed, which are linked to significant legal, statistical, or
public health records.  In contrast, the register of deaths, register of surgical procedures,
and register of births are all vital records that must be kept permanently due to their
importance in legal matters, public health management, and demographic statistics.
These records can have long-term implications for assessments of health trends and for
ensuring continuity of care and accurate medical history over time. Therefore, they
necessitate a longer retention period compared to the physician index.
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3. What type of data quality issue is present when patient
gender is inconsistently recorded?
A. Data precision
B. Data granularity
C. Data accuracy
D. Data validity

When patient gender is inconsistently recorded, it directly relates to data accuracy. Data
accuracy refers to how correctly and reliably the data reflects the real-world condition it
is meant to represent. In the context of patient gender, if one record states a patient is
male and another claims they are female, this discrepancy indicates that the data does
not accurately portray the patient’s actual gender.  Maintaining accurate data is
fundamental in healthcare as it can influence treatment decisions, demographic
analyses, and overall patient care. If healthcare providers cannot trust the accuracy of
gender data, it may lead to inappropriate assessments or actions related to patient care. 
The other concepts such as data precision, granularity, and validity address different
attributes of data quality. Precision refers to the level of detail within the data,
granularity pertains to the granularity of the data points captured, and validity relates to
whether the data fits the intended purpose. However, none of these concepts directly
address the issue of inconsistency in how patient gender is recorded, making accuracy
the most relevant answer in this scenario.

4. What does the term "protected health information" (PHI)
refer to?
A. Only physical health information
B. Any individually identifiable health information
C. General health statistics
D. Only mental health disclosures

The term "protected health information" (PHI) refers to any individually identifiable
health information. This encompasses a wide range of information that can be linked to
an individual, including details about their physical and mental health, healthcare
services they have received, payment for healthcare, and other personal details that can
be used to identify them.   PHI is governed under regulations such as the Health
Insurance Portability and Accountability Act (HIPAA), which establishes the privacy and
security standards for handling health information. The broad definition of PHI allows
for the protection of variables that combine personal identifiers (like names or social
security numbers) with health-related data.   In contrast, focusing solely on physical
health information, general health statistics, or only mental health disclosures does not
encompass the full range of what is considered protected health information, which can
include a variety of health-related details regardless of the type of care. Thus,
understanding PHI as inclusive of all individually identifiable health information helps
ensure comprehensive compliance with regulations and policies aimed at protecting
patients' privacy and rights.
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5. How often must healthcare staff participate in HIPAA
training to stay compliant?
A. Once every five years
B. Continuously without a set timeframe
C. Annually or when new policies are introduced
D. Only during onboarding of new staff

Healthcare staff must participate in HIPAA training annually or whenever new policies
are introduced to ensure compliance with the regulations. This approach helps maintain
awareness of the constantly evolving standards and practices related to patient privacy
and data security. Annual training serves as a refresher to keep employees informed
about their responsibilities under HIPAA, reinforcing the importance of safeguarding
protected health information (PHI).  Additionally, requiring training when new policies
are introduced allows for timely updates on changes that may affect how staff manage
patient information. This responsiveness ensures that employees have the most current
knowledge and tools to comply with HIPAA requirements, minimizing the risk of
violations and enhancing overall organizational compliance.  The other options do not
adequately address the ongoing nature of HIPAA compliance. For instance, training only
during onboarding or at infrequent intervals, such as every five years, could lead to
knowledge gaps and an increased vulnerability to breaches of confidentiality. Continuous
training without a set timeframe lacks defined structure, making it challenging for
organizations to enforce compliance consistently. Therefore, the annual training
requirement, along with updates during changes in policies, effectively supports a
proactive compliance strategy within healthcare organizations.

6. Define Secondary Use of Health Information.
A. The use of PHI for purposes other than treatment, payment,

or healthcare operations, often for research or analytics
B. The use of health information strictly for emergency services
C. The sharing of data for marketing purposes
D. The routine access of PHI by all healthcare staff

The secondary use of health information refers to the utilization of protected health
information (PHI) for purposes that fall outside the primary functions of treatment,
payment, or healthcare operations. This often includes applications in research,
statistical analyses, public health monitoring, and quality improvement initiatives. In
these cases, the data may be analyzed to discover trends, improve healthcare outcomes,
or develop new treatments, thereby contributing to advancements in medical knowledge. 
This concept is significant in the healthcare field as it highlights the potential benefits of
leveraging existing health data to improve not just individual patient care but also
population health management. Such uses must, however, comply with regulations like
HIPAA to ensure that patient privacy is maintained and data is handled responsibly. The
secondary use must adhere to rules about de-identification and may also require
additional patient consent depending on the nature of the data and its intended use.  
The other choices provided do not sufficiently capture the essence of secondary use.
Using health information strictly for emergency services refers to a primary use situation
rather than secondary. Sharing of data for marketing purposes does not align with
ethical standards governing health information and is usually not permitted without
explicit patient consent. Lastly, the routine access of PHI by all healthcare staff is also
not a secondary use; this essentially relates
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7. What is expected to be documented when a patient leaves
against medical advice?
A. A formal complaint to management
B. The event in both progress notes and discharge summary
C. A detailed incident report
D. A notification to the risk management department

When a patient leaves against medical advice, it is crucial to document the event in both
progress notes and the discharge summary to provide a comprehensive record of the
circumstance and the patient’s specific decision. This documentation serves several
important purposes.   First, it captures the clinical rationale and the discussions that
occurred before the patient’s departure, including any risks that were communicated to
the patient about leaving without the care recommended by the healthcare team. This
documentation helps protect the healthcare provider and the organization by
demonstrating that they took appropriate steps to inform the patient of potential
consequences, thereby ensuring that the patient's choice was made with an
understanding of the associated risks.  Additionally, thorough documentation in the
patient's medical records ensures continuity of care should the patient return to the
facility in the future. Other healthcare providers reviewing the patient's history will have
a clear understanding of their prior treatment and decisions made.   While incident
reports, formal complaints, or notifications to risk management may be relevant in
certain situations, they do not directly fulfill the requirement of accurately documenting
the patient’s exit from care and the associated clinical decision-making process.
Therefore, the most essential and appropriate response regarding documentation when a
patient leaves against medical advice is to include it in both the progress notes and
discharge summary.

8. Who is responsible for enforcing compliance with
state-specific health information laws?
A. Federal regulators only
B. State regulatory bodies and agencies for healthcare oversight
C. Healthcare providers alone
D. Insurance companies

The enforcement of compliance with state-specific health information laws is primarily
the responsibility of state regulatory bodies and agencies that oversee healthcare. Each
state has its own set of laws and regulations that govern health information privacy and
security, often reflecting the unique needs and values of the community it serves. These
state bodies are tasked with ensuring that healthcare providers, insurers, and other
entities comply with these regulations.  State regulatory agencies have the authority to
investigate complaints, conduct audits, and impose penalties for noncompliance. They
play a crucial role in upholding state legislation designed to protect patient privacy while
also balancing the interests of public health and safety.  While federal regulators
establish baseline standards through laws such as HIPAA (Health Insurance Portability
and Accountability Act), enforcement of state-specific laws often falls under the
jurisdiction of state authorities. Healthcare providers and insurance companies do play
important roles in the compliance landscape; however, their primary responsibility is to
adhere to these regulations rather than enforce them. Thus, the state regulatory bodies
are the key agents of enforcement in this context.
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9. What is the role of the Risk Management Committee in an
organization?
A. To assess and manage potential risks related to patient

safety, privacy, and security
B. To oversee patient billing processes
C. To conduct technology assessments for patient services
D. To evaluate employee performance and training

The Risk Management Committee plays a vital role in identifying, assessing, and
managing potential risks within an organization, particularly those related to patient
safety, privacy, and security. This committee is responsible for establishing policies and
strategies that help mitigate these risks, ensuring that the organization complies with
regulations and maintains a safe environment for both patients and staff.  By focusing on
patient safety, the committee can implement measures to prevent adverse events, which
ultimately enhances the quality of care provided. Additionally, managing privacy and
security risks is crucial in protecting sensitive patient information and preventing
breaches that could lead to severe legal and financial consequences for the organization. 
The other options, while important functions within a healthcare organization, do not
directly align with the primary responsibilities of the Risk Management Committee.
Overseeing patient billing processes, conducting technology assessments, and evaluating
employee performance are specialized tasks that typically fall under different
departments or committees focused on operational efficiency, technological
advancement, and human resources, respectively.

10. How does the Joint Commission view the necessity of
documentation on operative patients?
A. It is optional
B. It is critical, prior to surgery
C. It should be documented after surgery
D. Only if requested by the patient

The Joint Commission emphasizes the importance of thorough documentation for
operative patients as a critical component of patient safety and quality of care. Prior to
surgery, detailed documentation serves multiple purposes, such as ensuring that all
necessary information regarding the patient's health status, surgical history, and
informed consent is properly captured. This documentation is essential for facilitating
effective communication among healthcare providers, aiding in the surgical team's
understanding of the patient's needs, and ultimately contributing to successful surgical
outcomes.  Comprehensive documentation prior to surgery aligns with the standards
established by the Joint Commission, reflecting a commitment to high-quality patient
care and minimizing risks associated with surgical procedures. Well-documented
preoperative assessments help verify that all pre-surgical protocols, evaluations, and
necessary preparations have been carried out, supporting a safer surgical environment. 
In contrast, the other choices suggest varying levels of necessity or timing for
documentation that do not align with the Joint Commission’s emphasis on strict
documentation standards prior to surgery.
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Next StepsNext Steps
Congratulations on reaching the final section of this guide. You've taken
a meaningful step toward passing your certification exam and advancing
your career.

As you continue preparing, remember that consistent practice, review,
and self-reflection are key to success. Make time to revisit difficult
topics, simulate exam conditions, and track your progress along the way.

If you need help, have suggestions, or want to share feedback, we’d love
to hear from you. Reach out to our team at hello@examzify.com.

Or visit your dedicated course page for more study tools and resources:

https://rhitcompliancedomain3.examzify.com

We wish you the very best on your exam journey. You've got this!
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