Document Management and Record Keeping Policy and Procedure
(CG2)

Policy Statement
The purpose of the Document Management and Record Keeping Policy is to define Health United’s approach to the development, review, naming and version control of all documents including tools, forms, resources, policies and procedures and others. It is designed to ensure that as an Allied Health organisation, we collect, store, and secure the personal information and records we hold regarding individuals in a manner that meets the legal requirements of the Australia Privacy Act 1988 (Cth) and its associated 13 Australian Privacy Principles (APPs) and maintains the privacy of all staff and patients.

Scope
This policy applies to patients, staff, management, medical professionals, students and visitors of Health United.

Background
A robust document and record-keeping policy and procedure is fundamental to delivering high-quality, safe, and effective healthcare in allied health settings. It supports legal compliance, continuity of care, quality improvement, communication, risk management, research, education, and financial operations.

Legislative Requirements
· Privacy and Personal Information Protection Act 1998 (NSW)
· Health Records and Information Privacy Act 2002 (NSW)
· Privacy and Personal Information Protection Regulation 2019 (NSW)
· Privacy Code of Practice (General) 2003 (NSW)
· Health Records and Information Privacy Regulation 2022 (NSW)
· Health Records and Information Privacy Code of Practice 2005 (NSW)
· National Registration and Accreditation Scheme (NRAS)
· Health Practitioner Regulation National Law (NSW)
· Private Health Facilities Act 2007
· Health Services Regulation 2013

Principles that Inform our Policy
All decision-making about our Document and Record Keeping Procedure is carried out in accordance with the principles of our Document and Record Keeping Policy.
1. Legal Compliance: Health practitioners are legally required to maintain accurate and up-to-date patient care records. This ensures compliance with healthcare laws and regulations, such as privacy laws and professional standards.
2. Patient Care Continuity: Accurate and detailed records ensure continuity of care for patients. When multiple healthcare providers are involved in a patient’s treatment, thorough documentation helps each provider understand the patient’s history, current status and treatment plan.
3. Quality Improvement: Documenting patient care processes allows Health United to assess and improve the quality of care provided. By analysing records, we can identify areas for improvement, track outcomes, and implement changes to enhance patient care.
4. Communication: Records serve as a means of communication between all our services and external providers. They allow for the exchange of information between different members of the Health United team, facilitating collaboration and coordination of care.
5. Risk Management: Comprehensive documentation can help mitigate legal risks by providing evidence of the care provided and the decisions made. In case of disputes or legal claims, thorough records can support our actions and decisions.
6. Research and Education: Health records are valuable sources of data for research purposes and medical education. An organised record-keeping system enables Health United to contribute to medical research and train future healthcare professionals.
7. Billing and Reimbursement: Accurate documentation is essential for billing and reimbursement purposes. Properly maintained records help ensure that insurance providers or government healthcare programs appropriately billed and reimbursed all services.

Key Terms
	Term
	Meaning
	Source

	Confidentiality
	The non-disclosure of information, particularly related to the patient, except to another authorised person. It is seen as the patient’s right and is enshrined in Article 8 of the European Convention on Human Rights.
	The legal dictionary

	Consent
	Voluntary agreement to some act, practice or purpose. Consent has two elements: knowledge of the matter agreed to and voluntary agreement.
	Australian Law Reform Commission

	Records
	The state or fact of being recorded:
Something that records: such as something that recalls or relates past events, an official document that records the acts of a public body or office, an authentic official copy of a document deposited with a legally designated officer, the official copy of the papers used in a law case, a body of known or recorded facts about something or someone especially with reference to a particular sphere of activity that often forms a discernible pattern.
	Merriam Webster Dictionary

	Personal information
	Personal information means information or an opinion (including information or an opinion forming part of a database) about an individual (Office of the Federal Privacy Commissioner, 2001). It may include information such as names, addresses, bank account details and health conditions. The use of personal information is guided by the Privacy Act 1988 (Cth).
	Privacy Act 1988

	Disclosure
	The act of making something known or the fact that is made known
	Cambridge Dictionary

	Version Control
	Version control is a method of managing multiple variations of the same document, particularly when it is important to keep a clear record of how the document was created, developed and changed over time.
	University of Aberdeen



Links to other Policies and Documents
· Whistleblowers Policy and Procedure
· Code of Conduct Policy and Procedure
· Complaints Policy and Procedure
· Patient Consent Policy and Procedure
· Privacy and Confidentiality Policy and Procedure
· Communication Policy and Procedure

Induction and Ongoing Training
Health United requires that induction and ongoing training of all staff include the Document and Record Keeping Policy and Procedure to enable staff to fulfil their roles effectively. In addition, Health United promotes information sharing at staff meetings, sharing of information received from industry trends or changes in legislation, and consultation at policy review sessions.

Policy Created/Reviewed
	Policy Created/Reviewed
	Modifications
	Next Review Date

	Implemented February 2024
	New policy
	February 2025




Monitoring, Evaluation and Review
This policy will be reviewed annually or on the occurrence of any relevant legislative change. Management of Health United will conduct reviews in consultation with educators at staff meetings.

Document and Record Keeping Procedure
Health United is committed to maintaining accurate, complete, and secure documentation and records to ensure the highest standard of patient care, regulatory compliance, and organisational efficiency. This policy outlines the guidelines and procedures for creating, managing, storing, and retaining documents and records within Health United.
· Documentation Standards: All documentation and records must be accurate, legible, timely, and complete. Documentation should adhere to professional standards, including relevant regulatory requirements and organisational policies.
· Confidentiality and Privacy: Health United is committed to protecting the confidentiality and privacy of patient information. When handling patient records, employees must adhere to all applicable privacy laws and organisational policies. Access to patient records should be restricted to authorised personnel only.
· Record Creation and Management: Employees are responsible for promptly and accurately documenting all patient care activities, including assessments, treatments, medications, and communications. Records should be maintained to ensure their integrity, security, and accessibility.
· Retention and Disposal: Health United will establish and maintain retention schedules for different types of records in accordance with legal requirements and organisational needs. Records should be retained for the required duration and securely disposed of when no longer needed, following established procedures for document destruction.
· Access and Security: Access to organisational documents and records should be granted on a need-to-know basis and restricted to authorised personnel. Health United will implement appropriate security measures, such as user authentication, encryption, and physical safeguards, to protect the confidentiality and integrity of records.
· Training and Compliance: Health United will train employees on document and record-keeping policies, procedures, and best practices. Employees are expected to comply with this policy and report any concerns or violations to management or the designated compliance officer.

Management will:
· Be responsible for establishing and enforcing document and record-keeping policies, procedures and controls within Health United.

Employees are:
· Responsible for adhering to document and record-keeping policies, accurately documenting patient care activities, and safeguarding confidential information.

The designated compliance officer is:
· Responsible for overseeing compliance with document and record-keeping policies, investigating complaints or violations, and implementing corrective actions as necessary

All Health United staff will ensure the following:
· Record all assessments of clients.
· Develop Individual Care Plans for every patient.
· Complete medical records, progress notes, and any other clinical records.
· Record any letters from referred healthcare providers.
· Record agreements between the client, Health United, and other healthcare providers.
· Ensure details of any representatives of patients are recorded and kept up to date.

In relation to the Collection of Information:
· In general, personal information (including health information) may be collected from a patient and their family; any person or organisation that assesses health status or care requirements, for example a division of Health United; other facilities; family members or significant persons of a client; and from a legal advisor of a patient and their family.
· Health United will collect personal information directly from a patient unless: we have their consent to collect the information from someone else; or we are required or authorised by law to collect the information from someone else; or it is unreasonable or impractical to do so.
· The types of personal information collected include:
· personal information provided by the client, including their name, date of birth, telephone number and next of kin
· health and financial information, in the event that they accept our services
· government identifiers such as Medicare, pension or Veteran’s Affairs numbers
· information that we obtain about a patient in the course of their interaction with our website, including their internet protocol (IP) address, the date and time of their visit to our website, the pages they have accessed, the links on which they have clicked and the type of browser that they were using; and
· aggregated statistical data which is information relating to their use of our website and our services, such as traffic flow and demographics.

In relation to Storage and Use of Information:
· Health United will store all records containing personal information.
· Health United will only use the personal information held about clients to enable the efficient administration of services provided, report data to provide information about trends and opportunities and maintain accurate and detailed records of business interactions and outcomes.
· Health United may use the personal information provided by a patient to market other internal services to them. A patient may opt out of being contacted for marketing purposes at any time by contacting our office. Information will not be passed onto any third-party marketing companies without the client’s prior written consent.

Electronic Storage:
· All documents, including drafts, must be saved on Health United’s secure server.
· The location of saved files must be easily identifiable by others within the organisation.
· The server has folders set up for each area of the business. Files must be saved in the folder most appropriate to their business area.
· Documents from ‘Archived’ folders are not to be used under any circumstances. These are used for archival purposes only.
· If a required document cannot be found, contact the Compliance Manager immediately.
· No files are ever to be deleted from the server by anyone other than a person appointed to do so by the CEO.

Hard Copy Storage:
Health United will retain records in a manner that safeguards them against unauthorised access, fire, flood, termites or any other pests, ensuring that copies of records can be produced if the originals are destroyed or inaccessible. This may be via backup server or hard copy.

In relation to Disclosure of Information:
· Health United will not disclose a client’s personal information to another person or organisation unless they are aware that information of that kind is usually passed to that person or organisation.
· Health United may use or disclose personal information for statistical, regulatory and research purposes.

In relation to Access to and Correction of Records:
· Clients have the right to access or obtain a copy of the information that Health United holds about them, including personal details, next of kin, and any other information.
· Requests to access or obtain a copy of the records held about a patient must be made by contacting our office using the Request to Access Records Form. The patient must prove their identity to be able to access their records.
· There is no charge for a patient to access the records that Health United holds about them; however, there may be a charge for any copies made. Arrangements will be made within 10 days for the individual to access their records.

In relation to Accessing Records:
· Individuals may request to access their records by using the Request to Access Records Form. Written requests should be sent to an administrative assistant in the Client and Relationships Team.
· Upon receiving a completed form, confirm the request is valid and has been made by the patient to which the records relate – check identification documents.
· Arrangements for the provision of records should be made as suitable – mailing copies, providing a time for records to be viewed, etc.
· Arrangements should be made verbally and confirmed in writing within 10 days of receiving the request.
· Keep a note of how the records were accessed on the client’s file.

In relation to the Amendment of Records:
· When a patient request is made for an incorrect record held about them to be corrected, they can do so by filling out an Amendment to Records Request Form.
· If it is a change of contact person or mobile phone, they can use the Change of Details Form.
· Upon receipt of a request form, consider whether the records held are correct or not. If the request is valid and the records are incorrect, update the records accordingly.
· Do not update records if they are found to be correct already.
· Advise the patient or family member accordingly of the actions taken to follow up on their request.

Version Control:
· Whenever an update is made to a file, a new version of the file with the same name is created.
· Versions must increment by 0.1 for minor changes to layout, grammar, spelling, typing errors, etc.
· Versions will increment by 1.0 where major changes are made to content.
· Version control should be shown on file names and also in the footers of all documents.
· “Date” will reflect the date the last change was made.
· Store previous versions of all documents in the ‘Archived’ folder within each electronic folder.
· Upon the approval of a new version of a document, move superseded files into the “Archived” folder.

