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-
heal&hthority



REQUEST FORM FOR THE RELEASE OF PATIENT RECORDS VIHA-SI

	Name: ____________________________________________________________________________________

                    Last Name                                                                                                               First Name

Former Name: _____________________________________________ Birthdate: ___________________
                                          (If Applicable)                                                                                                              (yr/mo/dy)

Mailing Address: ___________________________________________________________________________

                                                                 (Including Street, City & Postal Code)

Daytime Telephone: ______________________ Treatment Dates (if applicable): ___________________________

                                                                                                                                         (Approximate date)

Alternate Telephone: __________________ Fax: ____________________ Email: ________________________




SITE:

	( Royal Jubilee Hospital                 

( Victoria General Hospital

( Saanich Peninsula Hospital

(Lady Minto

( Other (please specify)_________________________________________________________________
                                                                                               (Name of facility; caregiver believed to hold records)

                                                                                           (Address)




RECORDS REQUESTED:

	( Discharge Summary                                                                                  ( Emergency Records

( Physician History/Consultation                                                                 ( Results of blood tests & other lab

( Operative/Procedural Reports                                                                    ( X-Ray Reports (MRI/CT Scan, Ultrasound)

( Therapy Assessments (may include Physiotherapy/Occupational Therapy/Nutrition)

( Pathology Reports

Other (please specify) ___________________________________________________________________________

                         (Please see over for an abbreviated listing of what may be contained in your record)




AUTHORIZATION:

I request that the above information be provided to me at the above address or to my representative at the following address:

Name of recipient: _____________________________________________________________________________

Address: _____________________________________________________________________________________

Your Signature or Representative:_________________________________________________________________

(In the case of a personal representative, please provide proof of authority to act on your behalf, e.g. Personal Representative Agreement; signed consent from yourself allowing disclosure to a third party)

Date of Signature:__________________________________

                                                                  (yr/mo/dy)

This authorization will expire six months from the above date.  Requests for further information/records will require a new form.

(Statutory Provisions relevant to this request:  Freedom of Information and Protection of Privacy Act s.4 and s.5)

IDENTIFICATION OF REPORTS THAT MAY BE CONTAINED IN THE PATIENT RECORD

PHYSICIANS’ ORDERS




DIAGNOSTIC REPORTS

( Allergy Records





( Nuclear Medicine

( Encounter Summary





( EEG

( Continuing Care Referral




( Scans

( Admission/Separation Sheet (HIA)



( Pulmonary Function

( Physicians’ Orders

( Booking Card





MISCELLANEOUS

( Admission Assessment Treatment Plan


( Release from Responsibility

( Emergency Room Record




( Transfer Information

INTERDISCIPLINARY RECORDING SYSTEM

( Other Non-Clinical Reports

( Patient Assessment

( Patient Care Flow Sheet




OPERATIVE & PROCEDURE INFORMATION

( Patient Care Plan





( Consents

( Patient Progress Record




( Count Sheet

( 24 Hour Critical Care Record




( Post Anaesthetic Recovery & Discharge Record

( Social Worker Notes





( Patient Preanaesthetic Questionnaire









( Pathology

GRAPHIC MONITORING AND FLOW SHEETS

( Anaesthetic Record
( Vital Signs

( Graphic Record

( Fluid Balance

( Diabetic Record

( Neurological Record

( Anticoagulant Record

( Insulin Injection Record

( Medication Sheets

LABORATORY REPORTS
( Blood Bank

( Biochemistry

( Haematology

