Saskatchewan Athletic Therapists Association

PATIENT RECORDS GUIDELINES

1. 
The S.A.T.A. recognizes the Supreme Court of Canada’s ruling that clients are entitled to their medical information.  The S.A.T.A also recognizes the Saskatchewan Health Information Protection Act (as of Sept. 1/2003).  Clients may request transfer of any, or all information pertaining to their treatment.  Appropriate client consent is required for any release of information to another individual or group

2. 
Unless otherwise instructed by the client, records kept by the treating Certified Athletic Therapist are considered to be private and confidential between the patient, the Certified Athletic Therapist, and the client’s referring health care professional. 

3. Certified Athletic Therapists shall keep clinical records on every one of their clients. These records should include the name, address, date(s) seen, adequate patient history, physical examination findings, as well as the treatment(s) provided.

4. A signed, dated and witnessed document should be provided to the treating Certified Athletic Therapist for the release of information as so specified by the client.  The client should clarify if they request a written or verbal transfer of information.  If the information is to be transferred via fax, the client should also provide consent prior to this method of transfer.

5. Medical records maintained by Certified Athletic Therapists may be made and maintained in an electronic computer system providing the system meets the following minimum requirements: 

· The system provides a visual display of the recorded information. 

· The system provides a means of access to the record of each patient by the patient’s name and if the person has a Provincial Health Care Number, by the health number. 

· The system is capable of printing the recorded information promptly. 

· The system is capable of visually displaying the recorded information for each patient in chronological order. 

· The system maintains an audit trial that: 

	o record the date and time of each entry of information for each patient;
o indicates any changes in the recorded information;
o preserves the original content of the recorded information when changed or updated; and
o is capable of being printed separately from the recorded information of each patient.


· The system includes a password or otherwise provides reasonable protection against unauthorized access. 

· The system backs up files and allows the recovery of backed up files or otherwise provides reasonable protection against loss of, damage to and inaccessibility of information



S.A.T.A., Revised July 2004

1

