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1. Introduction  

1.1 The pa tient s trea tment rec ord is lega lly regarded as hea lth information and is an 
integral part of the provision of dental care. A record of each encounter with a patient 
will improve d iagnosis and trea tment p lanning and will a lso assist with effic ient, sa fe 
and c omplete delivery of c a re c onsidering the often c hronic na ture of denta l d isease. 
The treatment record will also assist another c linic ian in assuming tha t pa tient s c a re.  

1.2 The trea tment rec ord may a lso form the basis of self p rotec tion in the event of a 
d ispute assoc ia ted with any trea tment p rovided and it may a lso form the basis for 
some types of self monitoring or audit systems used in quality review systems.  

1.3 Add itiona lly, the trea tment rec ord may assist in pa tient identific a tion or other aspec ts 
of forensic dentistry.  

1.4 The management of a ll persona l information in New Zea land is c overed by the Privac y 
Ac t 1993. Where the information c onc erns a pa tient s hea lth, the Hea lth Information 
Privac y Code 1994, a spec ia l c ode of p rac tic e issued under the Privac y Ac t, app lies.  
The Hea lth Information Privac y Code 1994 ( HIPC ) c a rries the same forc e of law as the 
Privac y Ac t. It p rovides rules for a ll dentists whether they a re in their own p rac tic e, 
assoc ia ted with or emp loyees of others, on the hand ling of hea lth informa tion rela ting 
to identifiable patients.   

1.5 The HIPC defines hea lth information in rela tion to an identifiable individual as:  

(a)  Information about the hea lth of tha t ind ividua l, inc lud ing tha t ind ividua l's 
medical history.  

(b)  Information about any disabilities that individual has, or has had.  

(c)  Information about any servic es tha t a re being p rovided , or have been 
provided, to that individual.     

(d)  Information p rovided by tha t ind ividua l in c onnec tion with the dona tion, by 
that individual, of any body part, or any bodily substance, of that individual.  

(e)  Information about tha t ind ividua l whic h is c ollec ted p rior to or in the c ourse of, 
and inc identa l to, the p rovision of any hea lth or d isab ility servic e to tha t 
individual.  

1.6 The Code of Practice: Patient Information and Records is a review of the rules of the 
HIPC and an exp lana tion of how these rules spec ific a lly rela te to denta l p rac tic e.  The 
Code of Prac tic e is not intended as a substitute for the HIPC.  Where this Code of 
Prac tic e is inc onsistent with the HIPC, the HIPC preva ils.  The HIPC is ava ilab le a t the 
web site of the Offic e of the Privac y Commissioner (www.privacy.org.nz).  The Offic e of 
the Privac y Commissioner will a lso p rovide on request a c opy of the HIPC with a 
commentary for assisting in interpretation.    

1.7 Part 2 of this Code of Prac tic e sets out the na ture of hea lth information and the 
trea tment rec ord . Part 3 sets out and reviews the spec ific Rules from the Hea lth 
Information Privac y Code 1994. Part 4 p rovides a c hec klist to assess c omplianc e with 
this Code of Practice.        

http://www.privacy.org.nz
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2. Health information and the treatment record  

2.1 There a re many fea tures whic h make hea lth information a unique and spec ia l form of 
information. Most hea lth informa tion is c ollec ted in a situa tion of c onfidenc e and trust 
in the c ontext of a dentist/ pa tient rela tionship , and therefore must be regarded as 
highly confidential.  

2.2 Some hea lth information is a lso highly sensitive and c an inc lude deta ils about an 
ind ividua l s body, lifestyle and p rac tic es whic h a re pa rtic ula rly intimate or whic h c ould , 
if improperly d isc losed , be misused . Hea lth information may a lso be required long a fter 
it has c eased to be needed for the orig ina l purpose, and ac c ord ing ly a minimum 
period for retention of the record is an important consideration.  

2.3 In the denta l setting , hea lth information is genera lly mainta ined in the pa tient s 
trea tment rec ord .  The pa tient s trea tment rec ord is:  

An account in any permanent form collected methodically and preserving 
information of oral health and any associated financial transactions that serve 
as legal evidence of that information.   

2.4 The pa tient s trea tment rec ord therefore enc ompasses two parts:   

 

those parts relating to the service or treatment provided; and   

 

those relating to the associated financial transactions.  

2.5 The pa tient s trea tment rec ord inc ludes (but is not limited to):  

- Clinical notes including any charting made by a dentist  

- Completed medical history questionnaires 

- Documents relating to informed consent 

- Copies of any correspondence relating to a patient 

- Radiographs and/or any tracings or measurements relating to these 

- Study models and other models used in the construction of orofacial prostheses  

- Any spec ia l tests inc lud ing histopa thology and / or mic rob iology reports, b lood 
sc reens, sa liva testing , CAT or MRI sc ans and reports from any other rad iolog ic a l 
investigation. 

- Digital information relating to computer assisted restoration design processes 

- Clinical photographs or digital images 

- Records of any financial transactions  

2.6 The pa tient s trea tment rec ord must c onta in a rec ord of any and a ll trea tment or 
servic e p rovided within a denta l p rac tic e, whether it is p rovided by the dentist or any 
other health practitioner or other employee of the dentist.  

2.7 This record must include:  

(a) The name, gender, da te of b irth, add ress and telephone numbers of the 
patient;  

(b) If the pa tient is under 16 years of age, or does not otherwise have lega l 
c apac ity, the name and add ress of the pa tient s representa tive (see Rule 2 
part (b) of this Code for the definition of representative in this context);  

(c) A c onc ise and relevant signed med ic a l history whic h is upda ted a t 
appropriate intervals; 
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(d) The da te of any visit and a lso of any appointment made for whic h the pa tient 

has failed to attend;  

(e) Reason for the attendance;  

(f) Deta il of any p resenting c ompla int, relevant history, c linic a l find ings, d iagnosis, 
treatment options given, and final treatment plan agreed upon;  

(g) A concise description of any and all treatment or services provided;  

(h) Any med ic ines p resc ribed or d ispensed inc lud ing the quantity, dose and 
instructions.    

2.8 The record should, in the interests of best practice, also include:  

(i) A desc rip tion of any p roc edure, inc lud ing any ma teria ls used , va ria tion from 
any standard or usua l tec hnique, and any genera l c omments on the 
p roc edure undertaken. The deta il of the desc rip tion should reflec t the 
complexity of the treatment or the seriousness of the potential outcomes; 

   
(j) Any treatment advised by the dentist that the patient has declined;  

(k) Consents obtained for treatment;   

(l) Advic e g iven to the pa tient on any p re- and postopera tive instruc tions and 
any likely treatment outcomes and/or complications;  

(m) Unusual responses to treatment reported by the patient;  

(n) Estimates or quotes for fees involved;  

(o) Relevant comments by patients on concerns regarding treatment offered;  

(p) Any complaints made regarding treatment provided.  

2.9 Entries into the trea tment rec ord a re the responsib ility of the dentist p rovid ing the 
trea tment and should be identifiab le to tha t c linic ian if more than one c linic ian is 
involved in the p rac tic e or p rovid ing for tha t pa tient s c a re. All entries must be 
indelible.   

2.10 Written rec ords must be leg ib le and any abbrevia tions used should be standard . They 
must be read ily understood by any third parties who ac c ess these rec ords. The 
information held regard ing ind ividua l pa tients must be ac c ura te, up to da te, 
c omplete, relevant and not mislead ing. Information whic h is sub jec t to c hange over 
time should be c hec ked for ac c urac y and upda ted a t appropria te interva ls. Dentists 
should keep a list of standard abbrevia tions and their meanings for use by others who 
may access these records.  

2.11 Dentists or their staff must not alter or delete information recorded at an earlier date.  

2.12 The p rinc ip les app lying to rec ords extend to c omputerized rec ords. They should be of 
the same standard and identifiab le to a spec ific c linic ian. Computer rec ords must be 
time logged so tha t a ltera tions made to them a t a la ter da te c annot be hidden. If 
c odes a re used , this information must be read ily c onverted to p la in language whic h 
can easily be understood by an outside observer.   

2.13 In add ition to the Privac y Ac t 1993, some other laws a re app lic ab le to the 
management of the pa tient s trea tment rec ord . These will be identified where 
appropria te under the review of the ind ividua l rules of the Hea lth Information Privac y 
Code.   
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3. Interpreting the Rules of the Health Information Privacy Code 1994   

This sec tion is a p la in language interp reta tion of the rules of the HIPC, adap ted to the 
denta l setting.  Where any c la rific a tion is required , the reader should c onsult the HIPC 
and / or the assoc ia ted c ommentary (go to www.privacy.org.nz).     

Rule 1  Purpose of Collection of Health Information  

(a) Hea lth information about an ind ividua l must be c ollec ted for the purpose 
of the c are and trea tment of tha t pa tient or to assist in the administra tive 
aspec ts of c a re g iving or trea tment. Hea lth information must not be 
c ollec ted for any other purpose.  A dentist may be asked to justify the 
collection of certain items of information.   

Rule 2  Source of Health Information  

(a) When hea lth information is c ollec ted it should be c ollec ted d irec tly from 
the individual concerned. The exceptions are:   

(i) in situa tions where the ind ividua l authorises c ollec tion from 
someone else:   

(ii) where the c ollec tion from the ind ividua l p rejud ic es their own 
interests, for example a patient with a severe mental disability:  

(iii) where c ollec tion is not reasonab ly p rac tic ab le, for example when 
the individual is unconscious.   

In these situa tions the person from whom the information is c ollec ted is 
known as their representa tive .  

(b) The Health Information Privacy Code defines a representative as:  

 

Where tha t ind ividua l is dead - tha t ind ividua l s persona l 
representative;  

 

Where the ind ividua l is under the age of 16 years - tha t ind ividua l s 
parent or guardian;   

 

Where the ind ividua l, not being an ind ividua l referred to above, is 
unab le to g ive his or her c onsent or authority, or exerc ise his or her 
rights 

 

a person lawfully ac ting on the ind ividua l s beha lf or in his or 
her interests.  

(c) The dentist should take due c are to asc erta in whether someone c la iming 
to be an ind ividua l s representa tive has lega l authority to do so. If a dentist 
has ob ta ined hea lth information from someone other than the ind ividua l 
concerned it is appropriate to record the source of such information.   

Rule 3  Collection of Health Information  

(a) When hea lth information is being c ollec ted from an ind ividua l or their 
representa tive the dentist should take reasonab le measures to ensure tha t 
those involved a re aware tha t the information is being c ollec ted , its 
purpose and the c onsequenc es if a ll or part of the requested information 
is not provided. Measures may include:  

http://www.privacy.org.nz
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a verbal explanation;  

 
a notice on display;  

 
explanatory notes on standard forms; 

 
an explanatory brochure.   

(b) In most c ases the fac t of c ollec tion, and the purpose, will be obvious from 
the c ontext. The first time information is c ollec ted from a pa tient the 
dentist must p rovide a full exp lana tion of the purpose of the c ollec tion.  
Exp lana tion may not be nec essa ry on subsequent oc c asions unless the 
information sought subsequently perta ins to a d ifferent c irc umstanc e, 
treatment or purpose of collection.    

(c) The pa tient has the right not to supp ly any requested information. The 
consequences of not supplying information might include, for example:  

 

That a particular treatment cannot effectively be continued; 

 

That a claim cannot be granted or processed.  

The pa tient must be made aware of the c onsequenc es of not supp lying 
information that has been requested by the dentist.  

(d) The pa tient or their representa tive should be made aware of their rights of 
ac c ess to, and any subsequent c orrec tion of, c ollec ted information (see 
also Rule 6 and Rule 7).   

Rule 4  Manner of Collection of Health Information  

(a) Hea lth information must be c ollec ted in a manner whic h is lawful, fa ir and 
whic h does not unduly intrude on an ind ividua l s persona l a ffa irs. This 
means tha t the dentist must not g ive a mislead ing impression of the 
purpose of c ollec tion or offer any inappropria te induc ements or threa ts to 
ob ta in information. Hea lth information must not be c oerc ed from 
individuals.   

Rule 5  Storage and Security of Health Information  

(a) It is the responsib ility of the dentist to ensure tha t they themselves and their 
sta ff keep a pa tient s information c onfidentia l.   

(b) Information tha t has been ob ta ined for one purpose sha ll not be used for 
any other purpose unless the dentist c onsiders tha t use for tha t other 
purpose has been p roperly authorized by the pa tient or their 
representa tive, or the information is used in a form in whic h the pa tient is 
not personally identified.   

(c) The exc ep tion to this rule is where use of the information is nec essary to 
p revent or lessen serious and imminent threa t to pub lic hea lth or sa fety, 
the life or health of the individual concerned or another individual.   

(d) Ac c ord ing ly, informa tion should be d isc losed only with the permission of 
the pa tient exc ep t when the law requires otherwise.  Dentists should 
ensure that:   

 

all sta ff a re familia r with the grounds for d isc losure of pa tient 
information; and   

 

these grounds of d isc losure should be in written form and ava ilab le to 
patients. 
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(e) The dentist must ensure the adequa te physic a l sec urity of the pa tient s 

record when that record is in use and when in storage.   

(f) For physic a l rec ords this inc ludes simple p rec autions suc h as loc king filing 
cabinets and locking unattended rooms where records are stored.   

(g) For c omputerized rec ords, c ontrol must be exerc ised over storage, 
ava ilab ility and use. Computer monitors should be positioned so tha t they 
c annot be seen by unauthorized persons. Bac k-up d isc s and / or tapes 
should be stowed remotely from the main c omputer system, p referab ly 
off-site, and they should be rotated within the back-up protocol daily.  

(h) In respect of computer records, the dentist and/or staff should ensure that:  

 

an ind ividua l s rec ords a re not ab le to be viewed , c op ied or 
downloaded via the internet if the p rac tic e has a c onnec tion to the 
internet. This may involve the use of some form of computer  firewall;   

 

If an internet c onnec tion is p resent the rec ord should be p rotec ted 
from malicious damage or corruption by using antivirus software;  

 

all electronic correspondence remains confidential;   

 

the  back up system is reliable and regular.  

(i) Any telephone c onversa tions about the rec ords, with the pa tient or their 
representa tive, or with a c olleague, must be c onfidentia l and any rec ently 
c ompleted med ic a l history questionna ires wa iting to be viewed by the 
dentist are not able to be viewed by unauthorized persons.        

Rule 6  Access to personal health information  

(a) Pa tients, inc lud ing c hild ren, have the right of ac c ess to their rec ord and 
the information c onta ined therein. An ind ividua l c an make a request to 
ac c ess their rec ords in writing or verba lly.  Pa rents or guard ians may make 
requests on a c hild s beha lf but only in the c hild s interest, not in their own 
interest.   

(b) In p rac tic e very few pa tients seek ac c ess to their trea tment rec ord .  
Requests for ac c ess a re usua lly in rela tion to a c ompla int.  The dentist in 
mainta ining the trea tment rec ord should a lways do so assuming tha t the 
record may be read by the individual concerned at a later date.  

(c) When a request for access is made, the practitioner must:  

(i) be satisfied as to the identity of the individual making the request;  

(ii) ensure the information sought is received only by that individual or 
their representa tive. This may involve having the ind ividua l or 
representative sign a receipt for the information;  

(iii) ensure tha t a representa tive has c urrent authority and is p roperly 
authorized to obtain the information.  

(d) The information requested c an be made ava ilab le in a number of ways 
including:  

 

inspection of a document;  

 

copy of documents;  

 

an excerpt or written summary;  

 

provided verbally.  
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(e) The information should be made ava ilab le in the form tha t the ind ividua l 

has requested . However, ac c ess c an be made ava ilab le in a d ifferent 
form if the form requested would impa ir effic ient administra tion, or be 
c ontra ry to any lega l duty of the dentist or p rejud ic e the interests of 
sec tions 27, 28 and 29 of the Privac y Ac t 1993. When information is not 
supplied in the form requested a reason must be given.  

(f) If there is good reason for withhold ing some of the information in the 
rec ord a c opy of the rec ord may be made ava ilab le with appropria te 
deletions and / or a ltera tions.  An example of suc h a situa tion is where the 
rec ord c onta ins information about another ind ividua l. When rec ords a re 
made ava ilab le with deletions, reasons for withhold ing the information 
must be provided.  

(g) In ac c ordanc e with the requirements of the Privac y Ac t 1993, it is the duty 
of the dentist to g ive reasonab le assistanc e to an ind ividua l making a 
request for access to their record.   

(h) When a request is made, the dentist must dec ide in wha t form to release 
the information and to notify the ind ividua l c onc erned . Dec isions must be 
made as soon as is reasonab ly p rac tic ab le and no la ter than 20 working 
days a fter rec eip t of the request. In tha t time the dentist must dec ide 
whether the request is to be granted.   

(i) Where the time limit is to be extended the ind ividua l c onc erned must be 
informed as to the period and reason for the extension, and tha t they 
have the right to make a c ompla int to the Privac y Commissioner about 
the extension.  

(j) A request for access may be refused if:   

(i) the information is not read ily retrievab le. This must not be on the 
grounds of administra tive inc onvenienc e. In refusing ac c ess on 
these grounds the dentist may need to demonstra te tha t 
reasonable endeavors have been made to retrieve the record.  

(ii) the information does not exist or c annot be found . Before refusing 
a request on these grounds it is advisab le to d isc uss with the 
requester exactly what information is being sought.  

(k) A payment sha ll not be demanded for c omplying with requests for ac c ess 
to rec ords and the information c onta ined therein, exc ep t in the 
c irc umstanc e where an ind ividua l makes a request from a dentist in 
respec t of the same or substantia lly the same hea lth information more 
than onc e within a period of twelve months.  In this c irc umstanc e the 
dentist may make a reasonab le c harge for making the information 
ava ilab le on the sec ond or subsequent requests. Any c harge sha ll be 
based on administra tive time and p rinting , postage, and other ac tua l 
c osts and if this is to exc eed the sum of $30 the dentist must p rovide the 
individual with an estimate of the charge before dealing with the request.    

(l) In a group where there a re assoc ia ted dentists p rac tic ing , and in the 
absenc e of an agreement to the c ontra ry, the p rinc ipa l owner of the 
practice is responsible for compliance with the Privacy Act.  

(m) The dentist must not d isc lose any aspec t of the pa tient s trea tment rec ord 
unless they a re sa tisfied tha t the person making the request is the pa tient 
or the pa tient s representa tive, and tha t they have the authority to make 
suc h a request. The dentist should use due d isc retion as to whether it is 
appropria te under the c irc umstanc es for a pa tient s representa tive to 
receive the record.   
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Rule 7  Correction of Health Information  

(a) An ind ividua l pa tient or their representa tive may request tha t information 
in their trea tment rec ord be c orrec ted . If this request is denied , the rec ord 
should c onta in a sta tement of the c orrec tion sought but not made. 
Reasons for refusing to c orrec t information may inc lude, but a re not 
limited by, the following:  

(i) The dentist believes that the original information is correct;  

(ii) The information is c learly identified as op inion materia l and 
represents correctly the opinion held at the time;  

(iii) The information is believed to be c orrec t a t the time it was made, 
c irc umstanc es have c hanged and there a re no means of 
verifying correctness.  

(b) In taking reasonab le steps to c orrec t pa tient rec ords the dentist must be 
sure the information is ac c ura te, up to da te, c omplete and not 
mislead ing. When a c hange is made it should be identifiab le to the 
dentist, patient or other person authorizing the change.  

(c) No payment may be sought for requests for c orrec tion of the rec ord or 
attaching additional information to the record.   

Rule 8  Accuracy of Health Information   

(a) The dentist must not use hea lth information without first taking reasonab le 
steps to ensure tha t it is ac c ura te, up to da te, c omplete, relevant and not 
mislead ing. The steps taken depend on the importanc e of the information 
with regard to the p roposed use.  The more important the information is to 
the proposed use, the more rigorous should be the steps to ensure that the 
information is ac c ura te, up to da te, c omplete, relevant and not 
misleading.     

Rule 9  Retention of Health information  

(a) A dentist sha ll not reta in hea lth information for longer than required for the 
purposes for whic h the informa tion may lawfully be used but is not 
p rohib ited from reta ining any hea lth information as long as is nec essary or 
desirab le for the purpose of p rovid ing ora l hea lth servic es. As hea lth 
information is often used for future d iagnosis and c are this rule does not 
limit the maximum duration of retention.  

(b) The Hea lth (Retention of Hea lth Information) Regula tions 1996, however, 
requires tha t the dentist reta ins hea lth informa tion for a minimum of 10 
years from the da te shown in the trea tment rec ord as the last da te for 
whic h denta l hea lth servic es were p rovided for an ind ividua l. It is therefore 
unlawful for a dentist to permanently dispose of health information relating 
to an individual treated within the last 10 years.  

(c) The ob liga tion to reta in hea lth information does not p revent a dentist from 
transferring tha t information to another dentist, to the ind ividua l 
c onc erned , or tha t ind ividua l's persona l representa tive. Where a dentist 
transfers health information in these cases, the dentist ceases to be subject 
to the ob liga tion to reta in the information. Where hea lth information is 
transferred to another dentist, tha t dentist holds the information sub jec t to 
the ob liga tion to reta in the information as imposed by the Regula tions 
under Rule 9(b) above.  
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(d) A dentist may, with the permission of the pa tient or the representa tive, 

transfer records to another practitioner and in doing so the dentist transfers 
any ob liga tions rela ting to retention of rec ords to tha t p rac titioner. Where 
records are transferred in this manner it is prudent for the dentist to retain a 
c opy of the rec ord for situa tions suc h as a future c ompla int regard ing the 
qua lity of c a re p rovided . An outstand ing ac c ount is not an exc use for any 
refusal or delay to transfer the information.   

(e) Dentists in sole p rac tic e should make advanc e a rrangements for the 
transfer of rec ords p rior to c easing p rac tic e. Dentists p rac tic ing in a group 
a rrangement do not have automatic right to ownership of any rec ord 
should the p rac tic ing a rrangement c ease. All dentists p rac tic ing in a 
group environment should g ive some c onsidera tion as to what should 
happen to an ind ividua l s trea tment rec ord should this situa tion a rise. 

    

Rule 10  Limits on use of Health Information  

(a) Hea lth information ob ta ined for one purpose c annot be used for another 
purpose unless the individual concerned has authorized that use.   

(b) Rule 10(a ) does not app ly where the information is to be used for hea lth 
research and the information does not identify a partic ula r ind ividua l.  
However if hea lth information regard ing an ind ividua l is to be d isc losed for 
the purposes of a researc h p rogram, the c onsent of the ind ividua l 
c onc erned should be ob ta ined unless it is not p rac tic ab le or desirab le to 
obtain that authorization.    

Rule 11  Limits on Disclosure of Health Information  

(a) There may be many c irc umstanc es where requests a re made by other 
dentists or other regula tory bod ies or ind ividua ls, for d isc losure of 
information regard ing identifiab le ind ividua ls. The most c ommon situa tion 
is where another health care professional makes such a request in order to 
p rovide hea lth or d isab ility servic es to an ind ividua l. Suc h d isc losure is 
permitted by sec tion 22F of the Hea lth Ac t 1956 and there a re only limited 
c irc umstanc es where suc h a request c an be refused . The hea lth c a re 
p rofessiona l making the request does not usua lly need the pa tient s 
c onsent to make the d isc losure but one important g round on whic h the 
request may be refused is if the dentist believes tha t the ind ividua l 
concerned would not want the information disclosed to the requester.   

(b) Hea lth information may be d isc losed to a pa tient s representa tive but the 
request may be refused if the dentist has reasonab le grounds to believe 
tha t the pa tient would not want the information d isc losed to tha t 
representative.  

(c) Under other leg isla tion information c an be requested from a dentist by 
authorities or other sta tutory or regula tory bod ies. Prior to d isc losure of any 
information the dentist should request in writing exac tly wha t information is 
required and the sta tutory p rovision whic h requires the dentist to p rovide 
the information in such a situation.  

(d) The Child ren Young Persons and their Families Ac t 1989 a lso has p rovisions 
whic h a llow and p rotec t the release of informa tion to a relevant authority 
or person in cases of suspected neglect or abuse of a young person.     
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Rule 12  Unique Identifiers  

(a) Unique persona l identifiers a re numbers, letters or c ombina tions of these 
and a re c ommonly used in c omputerized trea tment rec ord p rograms or 
for the storage and retrieva l of rad iographs. These a re permitted if they 
are for the use of the particular dental practice only. A dentist is prohibited 
from using the same identifier g iven by another body for an unrela ted 
purpose, for example d river s lic ense number or passport number    

4. Compliance with the Health Information Privacy Code   

(a) The dentist should ensure tha t there a re one or more persons within the 
practice whose responsibilities include:   

(i) ensuring c omplianc e with the Hea lth Information Privac y Code 
1994;  

(ii) dea ling with requests pursuant to the Privac y Ac t 1993;  

(iii) co-ord ina te with the Privac y Commissioner rega rd ing any 
investigations conducted under the Privacy Act.  

(b) Pa tients or their representa tives should be made aware of their right to 
c ompla in d irec tly to the Privac y Commissioner regard ing an interferenc e 
with their p rivac y. It is likely tha t the Commissioner would expec t the 
complainant to have first approac hed the p rac tic e c onc erned asking for 
the matter to be c onsidered . Elements of a sa tisfac tory c ompla ints 
p roc edure should inc lude independenc e, opportunity for both sides to be 
heard, and a prompt response to any concerns raised. 
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4. Checklist   

The following c hec klist p rovides a form of self assessment for c omplianc e with the 
suggested standards for record keeping.  

(a) Confidentiality of health information is guaranteed  

(b) Only necessary information is collected  

(c) Explanation of why information is collected  

(d) Patient or representative is aware that information can be accessed and if 
necessary, corrected  

(e) Records are complete and include   

-correct personal details  
-regularly updated medical history  
-history, observations, diagnosis and treatment  
-advice given and any treatment advised but declined by patient  
-treatment undertaken  
-drugs dispensed or prescribed, dose, quantity and instructions  
-consents obtained  
-unusual responses to treatment reported  
-estimates or quotes of fees  

(f) Entries in permanent form and identifiable to clinician  

(g) Rec ords leg ib le, abbrevia tions standard , c odes read ily c onverted to 
common terms  

(h) Computer records time-logged, secure and reliably backed up  

(i) Storage   

-secure  
-retention for minimum period of 10 years  
-if disposing of records offer to patient  
-d ispose ac c ord ing to pa tient s wishes  
-dispose preserving privacy  

(j) Access   

-check identity of person making request  
-release information only to patient or their representative  
-written authority for representative  
-reply to requests for information within 20 days  

(k) Person in practice designated to deal with privacy complaints  


