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INTRODUCTION
The purpose of this manual is to document the policies and procedures of this practice, ensuring the consistent provision of services to patients.

Its objective is to inform staff (and in particular new staff) of accepted guidelines within this practice. It covers a variety of subjects and is to be used in conjunction with the practice’s Infection Control Manual.

All of the practice team – doctors, nurses and administrative staff - should be familiar with the contents of this manual and contribute to the maintenance of information.

This manual should be regarded as a living document and is to be reviewed every <frequency> by <position>.

[image: image2.wmf]
Disclaimer

Whilst every effort has been made to ensure the accuracy and relevance of information at the time of the writing of this manual, the Hornsby Ku-ring-gai Ryde Division of General Practice does not accept responsibility for any errors or omissions.

PRACTICE PROFILE
Practice Details

	Description of type of practice
	<type>

	Name of practice
	<name>

	Address
	<address>

	Phone number(s)
	<phone>

	Fax number
	<fax>

	Email address
	<email>


Consulting Hours

	Monday to Friday:
	<times>

	Saturday:
	<times>

	Sunday:
	<times>


Practice Background

<background>

Medical Staff

	Principals
	<name>

	Partners
	<name>

	Associates
	<name>

	GP Registrars
	<name>

	Other medical staff
	<name>


Non-Medical Staff

	Practice manager
	<name>

	Nursing staff
	<name>

	
	<name>

	Administrative support staff
	<name>

	
	<name>

	
	<name>


Services Offered by this Practice

	<name>
	<name>

	<name>
	<name>

	<name>
	<name>

	<name>
	<name>


PRACTICE SERVICES

All new patients will be given a copy of the Practice Information Sheet.

At least one member of staff (besides the doctor) will be present at all times during surgery hours.

** A Practice Information Sheet template is included in the back of this manual **

Appointments

This practice offers a flexible appointment system in order to accommodate patients who need a longer consultation, those requiring urgent medical care and those requiring external visits.
Note: 

· Whenever possible, the system must allow for patients to see the practitioner of their choice within two working days. 

· It should also be designed so that no practitioner sees more than six patients each hour on average.

· The system must be capable of accommodating; a set number of home and hospital visits each week and allows time to be set aside for the doctors to take or return calls.
(Include your practice’s policy for appointment making, including alternatives if a patient’s doctor of choice is not available).
Longer Consultations

Patients are to be advised that if a longer consultation time is needed, then this needs be stated at the time of making the appointment.

Follow-Up Appointment for Results
In cases where a patient is returning to collect test results, reception staff must ensure that full details of the results have been incorporated into their file.

Urgent Medical Problems

All staff within this practice are required to be competent to recognise patients who may require urgent medical attention and have sufficient knowledge to deal with them.  Knowledge of basic First Aid and resuscitation is required.

In the event of an emergency, staff must:

· contact a doctor

· assist with resuscitation

· call an ambulance

· advise patients who are waiting of a delay - they may need to see another doctor in the practice, or have their appointment rescheduled.
In the event of a phone call regarding an emergency, the person receiving the call is to identify: 

· the person involved

· nature of problem 

· put the call through to the doctor (if available)

If there is no doctor on the premises, the following information should also be sought:

· address and phone number from which the person is calling 

· name, address and phone number of nearest hospital 

· phone number for the ambulance

· notify the doctor on-call immediately

It may be necessary for practice staff to call and direct the ambulance to the person involved.

Telephone and Electronic Advice
Patients of the practice are able to obtain advice or information related to their clinical care by telephone or electronic means where the General Practitioner determines that this is clinically safe and that a face-to-face consultation is unnecessary. 

Note: Reception staff should be able to describe how they receive or return electronic messages from patients. 

Emergency Phone Numbers

· Poisons Information Centre
13 11 26

· Ambulance / Police / Fire
000

Note: Reception staff should be aware of and be able to describe the practice’s triaging policy.

<Include your triage system or flow-chart here>

Patients in Severe Distress 

It is not uncommon for patients to arrive at the surgery in severe physical and/or emotional distress.

In these circumstances, staff members should:

· inform the doctor and/or practice nurse immediately

· if necessary, call an ambulance

· provide reassurance to the patient
· provide a quiet, private area <location>, for the patient 

· if the patient is aggressive, avoid touching the patient and be prepared to call the police

External Consultations
All consultations outside the surgery must be noted in the patient’s medical record and on the doctor’s appointment schedule.

Patients are also able to obtain visits from a doctor away from the surgery.

Home

<include specific policy>
Nursing Home

<include specific policy>
Hospital

<include specific policy>
After Hours Service

A practice must make provision for after-hours care for its patients. Formal collaboration with an after-hours care provider must take the form of a written agreement. The agreement should clearly state that the deputising doctor is prepared to contact the patient’s usual doctor when necessary.  There is the expectation that there is a direct ongoing relationship between the practice doctors and those who facilitate the after-hours care on their behalf.

The provider of after-hours care must:

· Have a defined means of access to the practice doctors and to the medical record if necessary

· Make a timely report of the after-hours consultation back to the patient’s nominated practice

· Be staffed by qualified health professionals

When the practice is closed, the answering machine, with an appropriate message, is to be operating.

(alternatively, the practice has call diversion, a paging system or a mobile phone).
A telephone number for after-hours care is to be displayed in the waiting room and front entrance.

(the after-hours telephone number must be visible from outside the practice).
After hours services are provided by: 
· the on-call doctor within the practice or on the roster of local doctors

· the <name of Medical Deputising Service> on <telephone number>

· <name of Public Hospital Emergency Department> on <telephone number>

· <name of Private Hospital Emergency Department> on <telephone number>
(change to suit practice)
Interpreter Services

Patients who are unable to speak English should be encouraged to use the services of an interpreter or friend/family member during the consultation.

· The Telephone Interpreter Service Priority Doctor’s Line is 1300 131 450.

The service is available anytime from anywhere in Australia. The following information is necessary to provide to the interpreter service:

·  The name of the doctor  using the service

·  The TIS Client Code or Medicare Provider Number

· The language required to interpret & dialect (if appropriate)

·  A booking time, if required in future.

· For contact with the Deaf Society telephone: 9893 8555

Other Health Services

Information is available to enable the doctor/s of this practice to inform their patients of organisations and support groups that may be beneficial to them. These are listed in the Hornsby Ku-ring-gai Ryde Division of General Practice Health Services Directory located <location>.
Local Phone Numbers

<insert local phone numbers>

State/ National Phone Numbers (ensure phone numbers are updated regularly)
	· AIDS Council of NSW

	1800 063 060 or 9391 9970

	· Alcohol and Drug Information Service

	9361 2111

	· Anxiety Disorder Foundation
	9716 0416

	· Arthritis Foundation
 
	9281 1611

	· Asthma Foundation

	9906 3233

	· Better Health Centre
	9816 0452

	· Cancer Council NSW
	9334 1900

	· Child Abuse Prevention Service

	716 8000

	· Childhood Immunisation Register
	1800 653 809

	· Consumer Medicines Information
	1800 020 613

	· Diabetes Australia
	9552 9900

	· Down Syndrome Association 
	9683 4333

	· Epilepsy Association

	9856 7090

	· Family Drug Support

	9818 6166

	· Handicapped Children’s Centre
	9521 2966

	· Heart Foundation 
	9219 2444

	· Hepatitis C Council
	9332 1853

	· Mental Health Association

	9816 5688

	· Multiple Sclerosis Society

	9287 2929

	· Quadriplegic Association 
	9661 8855

	· QUIT

	13 18 48

	· Royal Blind Society

	9334 3333


Health Promotion

This practice is committed to the ongoing education of patients.  The practice provides educational information to patients on their rights, their medical conditions, and the various treatments and options available to them.

It is the responsibility of <name of position> to source different health related brochures, leaflets, posters etc and ensure that they are regularly updated.

The practice provides health information for patients via: (change to suit practice)
· health promotion leaflets

· health information (computer generated)

· consumer product information

· practice notice boards

· health information videos 

Health care publications in different languages are available on the Internet at the Multicultural Health Communication Service’s website: www.mhcs.health.nsw.gov.au.

Note: The practice should be able to illustrate in patient health records that patients are referred to local health promotion services and programs. There should also be documented evidence that the practice participates in local health promotion programs.

Health Summaries

Health Summary sheets are used within the practice to prompt GPs about the need for preventive activities in a succinct manner. Health Summary information may be recorded either as a computerised entry in patients files or as a paper sheet within the patient’s files. Health summaries should include the following information:

1.  adverse medicines events

2.  current health problems

3.  allergies and sensitivities

4.  risk factors (eg smoking, alcohol, nutrition, physical activity status)

5.  medication, immunisations and management

6.  pertinent social and family history

7.  past health problems

Note: Practice staff and doctor should be able to describe where a practice uses both an electronic and paper-based system of recording a patient’s health summary, the practice can describe the ways in which all the patient’s health information is made accessible. 

Patient-Held Records

As part of patient education, this practice provides patients with ‘patient-held’ records.

These records help to promote better knowledge about prevention and illness, contribute to increased patient responsibility for their health by providing personalised information and promote both continuity and quality of care.

Examples of patient-held records created in this practice include: (change to suit practice)

· diabetic diary

· asthma management plans

· child personal health record

· personal vaccination card

Reminder Programs

This practice adopts a pro-active, preventative approach to the maintenance of every patient’s general health and wellbeing.

The practice uses the following strategies:

· case note stickers

· At-Risk Register

· Disease Register

· Prevention Register

· Patient Reminder Register

(change to suit practice)

The patient reminder system requires that, with the consent of patients, notices are to be issued by the practice to remind the patient that preventative treatment is due.

It is the responsibility of <name of position> to:

· update the Patient Reminder Register which is located <location>
· ensure that patients are notified either phone/mail every <state frequency>
The preventative programs involved in the reminder system include:

· childhood immunisation

· pap smears

· blood pressure testing

· cholesterol testing

· annual medical tests

(add or delete as appropriate)
QUALITY IMPROVEMENT
This practice is committed to quality improvement.

This practice has a planned approach for improvements. <Practice to document their example of planned approach to Quality Improvement>

PATIENT RIGHTS

Anti-Discrimination

This practice does not discriminate against patients because of sex, age, gender, religion, ethnicity, sexual preference or medical condition.

Every effort will be made to ensure that new patients are given appointments to see the doctor of their choice, however, if this is not possible, they will be offered an appointment with other available doctors.

(document here if the doctors have special skills and focus on specific medical issues)
No patient will be turned away in an emergency situation.

Continuity of Care

To encourage continuity of care, staff will:

· where possible, encourage patients to consult with the same doctor

· have arrangements in place to see patients after-hours when necessary

· ensure that accurate patient medical records are kept

· provide ongoing health programs such as screening or immunisation

· offer patients the opportunity to register in reminder programs

(change to suit your practice)

Culturally Appropriate Care

This practice provides culturally appropriate care for its patients. 

The practice staff and doctors identify patients from a cultural and linguistically diverse background by patient’s records, asking the patient if they require an interpreter, recognising the need for assistance (if new patient). <please modify to suit your practice>

Note: General Practitioners at the practice should be able to explain how they can access guidelines for specific clinical care of patients of Aboriginal and Torres Strait Islander status. 

Privacy

Every effort is made within the practice to ensure that privacy is a top priority, both within the consulting area and the waiting room.

Privacy considerations apply during: contact with practitioners, telephone conversations, discussions with other staff and patient medical records.

To ensure privacy, staff are not to enter a consultation room without knocking or otherwise communicating with the doctor.

Consulting rooms all have a screen/curtain to ensure patient’s privacy.

The practice has available an area <location> where persons (patients or family) can go when in obvious distress. (change to suit practice)
Patient Medical Records

Confidentiality

Patient medical records/files are to be securely stored and not left in areas where unauthorised persons can have access to them.

No information concerning a patient may be given out other than with the direct authority of a doctor and with the written consent of the patient.

Patients new to the practice are to be informed that the practice normally allows access to patient records by other doctors in the practice, by locums and by general practice registrars attached to the practice. 

Patients have the right to limit access to their records. This will need to be noted in their file.

Patient access to medical records

It is practice policy that all patients have access to the health information contained in their file.  Access may be denied if access is deemed to present a serious threat to the individual’s health, or when the privacy of another individual may be compromised.

Their treating doctor will provide them with an up-to-date and accurate summary of their health information on request.

Suggested procedure for processing a request for information (change to suit practice):
· Check identity of person and acknowledge request.

· inform person access will be provided within <days> of request and state if a administration fee applies

· collate information

· check whether information should be withheld

Content

Each patient is to have a separate medical record. The notes must not contain any derogatory comments or statements not supported by evidence.

Patient medical records should contain:

· summary health history

· reason for attendance

· diagnosis

· management plans

· allergies and drugs to avoid

· significant family history

· known risks

· current medications

· all contacts (consultation, phone, home, out-of-hours visits etc)

A copy of all significant referral letters as well as all reports from specialists, pathologists, and others, including action taken, should be kept in the file.

There should be a note in the record of health interventions - health advice and leaflets, BP checks, pap smears etc.

** A Medical Records Checklist is included in the back of this manual **
Storage

Medical records are not to be placed in view of any unauthorised person, or left in any public or semi-public areas of the practice.

When not in use, they must be stored in a secure environment eg lockable filing cabinet, cupboard, compactus or storage room.

Inactive Records

An inactive patient health record is a record of a patient that has not attended the practice for more than 2 years.

The practice has a process of identifying, culling and retrieving inactive medical records.

 (include your practice policy)

Retention of Records

Individual patient medical records are kept for a minimum of seven years from the time of last contact with the patient or until the patient has reached the age of 25 years, whichever is the longer.

Disposal of records

This practice uses <method of disposal> for the confidential destruction of patient medical records.

No record will be destroyed at any time without the permission of the treating doctor or of another doctor if the treating doctor is no longer involved in the practice.

Bins used for general waste must not be used as a method of disposal for private and confidential information. Records must be disposed of as confidential waste. 

Transfer of Records
Patients’ medical records or health summaries may only be transferred to, or accessed by, another party with the prior written consent of the patient.

1. The practice acknowledges the right of patients to transfer their care to another doctor in the same practice and/or in another practice. When a patient changes to another doctor, a medical history summary with details of current medications and active problems will be provided to their new doctor. The actual patient medical record will be placed in safe storage.

2. The patient’s doctor also has the right to discontinue treatment of a patient.  The practice should provide assistance in locating an alternative doctor if the patient requests help to do so.

Should either situation occur, a Transfer of Medical Records form must be completed and signed by both the patient and the doctor. A record of this is kept in the patient file and a copy is sent to the requested practitioner.

** A Medical Records Release Form is included in the back of the manual **

Referrals Documents

Autonomy of Care

Each doctor is free to choose the consultant or service of their choice. It is accepted practice that it will be someone who has given good service and is reliable.

Copies of referral letters, from all health professionals, whether received or to be sent out, must be retained and filed in the patient file. 

All referral letters are to: 

This practice ensures that all relevant sufficient information is provided within referral letters:

· Are legible (and preferably typed)
· Include purpose of the referral

· Contain relevant back ground material

· Contain present problem, relevant history and examination findings and    current management

· Allergies and current medication list

· Contain relevant health problems and social information

· Are on appropriate practice stationary; and 

· Are documented in patient’s health record

Results

All incoming pathology results, before being placed in a patient’s file, must be marked or stamped with:

· date received

· reviewed and signed by the requesting doctor

· follow-up action required

If the requesting doctor is unavailable, results are given to the doctor on duty for appropriate action.

Recalls

Recall system – for following up and recalling patients with abnormal test results.
The following procedures are in place within this practice for recalling patients requiring action or review:

· phone call from the doctor or the receptionist asking the patient to come in

· after several <state number of calls> failed telephone attempts, a letter is to be sent to the patient at their last known address asking that they contact the practice as soon as possible

· the process is to documented in the patient’s file, and each entry is to be initialled by the doctor

(change to suit practice)

Costs

Prior to treatments, investigations and procedures due to be carried out in this practice, patients are informed by their doctor of potential additional costs to the consultation.

The consultation fees and the billing policy of the practice are displayed in the waiting room and similar information is in the Practice Information sheet.  When patients are referred to external health services, they will be informed by the doctor that there may 

be extra charges for such services.  The patient should also be encouraged to inquire about charges and payment requirements for these services when they make their appointment.

Accounts

All patient accounts are treated and stored in a confidential manner.

Any accounts released to employers, ‘debt collectors’, insurance agencies or any other third party are not to contain any clinical information.

Patient Consent

Third Party

Consent from the patient, for the presence of a third party during the consultation, must be obtained diplomatically and not in earshot of other patients in the waiting room. When permission has been given, the third party must be introduced, their status revealed and the reasons for their presence explained.

Patients are to be given the opportunity to refuse if they desire.

Participation in Research

Patients identified for projects that require personal health data must first sign a written consent form.  The form, once signed by the patient, is filed in their medical record.

Patient Complaints

This practice has a process whereby complaints can formally be made:

· to a designated staff member <state position>

· via the suggestion box

Practice staff should endeavour to listen to the patient’s complaint and must remain impartial. The staff should acknowledge the complaint and pass them on to the <name of position> as soon as possible.

All complaints need to be documented:

· nature of the complaint

· complaint’s name

All serious complaints should be received in writing.

All patient complaints and follow-up information should be noted in their patient files.

This practice attempts to address any grievances internally, but in the event of a complaint not being dealt with appropriately by this practice, patients are entitled to forward their complaint to:

Health Complaints Commission

NSW Health Care Complaints Commission

Locked Bag 18

Strawberry Hills NSW 2012

Phone: (02) 9219 7444
PRACTICE ADMINISTRATION
Staff Meetings

This practice holds a regular staff meeting <state frequency>.
As there is only one doctor within this practice regular meetings are not held.  Issues that need discussing will be informal and during a coffee break.

(change to suit practice)
Use of the Telephone

Answering the telephone

Staff are given training on commencement of employment regarding what is expected in answering the telephone.

Staff are asked to answer the telephones as promptly as possible.

It is important to identify the practice name and the name of the person answering the call.

Care should be taken when answering the phone to limit identifying details audible to persons in the waiting room or close to the counter.

Doctors receiving calls

If a patient/person requests to speak to a doctor, staff need to assess if the call is urgent enough to be put through to the doctor.

If the call is non-urgent then information needs to be obtained along with a contact number for the doctor to return the call when appropriate.

The purpose and date of clinically significant phone calls need to be documented in the patient’s medical record along with the name of the doctor who was notified of the call.

No ‘medical advice’ is to be offered except by the doctor or as specifically authorised by a doctor.

(change to suit your practice - your policy must describe the doctors’ policy on receiving and returning calls from patients and how phone calls and patients are triaged. Also state which situations are suitable for phone advice).
Filing System

The practice has the following filing systems:

· Current files : <system>

· Culled files: <system>

· Deceased files: <system>

Stock Control

<Name of position> is responsible for ensuring that there is adequate supplies of stationery, medical and non-medical equipment and drugs, and that equipment is in good working order.

A separate stocktake is to be conducted for:

· drugs

· medical equipment

· non-medical equipment

· stationery

Stationery Storage

Official practice documents should:

· be stored away from waiting areas and consulting rooms 

· not be kept on the reception desk or areas that are in view of patients 

This includes medical records, prescription pads, letterheads, and administrative records.

Drugs Storage

<Name of position> is responsible for the checking of the expiry date of drugs and for the safe storage of all pharmaceuticals, vaccines and medical consumables. 

Stocktakes are carried out <frequency>.
Drugs are to be kept in an area that is safe and unable to be accessed by patients especially children, who may wander.

Schedule 8 Drugs

Any dangerous drugs or Schedule 8 drugs must be in a locked dedicated safe, cupboard or drawer, with the keys being in the possession of <name of doctor>. This is to comply with the NSW Poisons and Therapeutic Goods Regulation 1994- Section 76. 

Entry to the Schedule 8 drug storage facility is restricted to doctors within office based facilities.

The acquisition and disposal of Schedule 8 drugs must be entered into the record book by <name>. The record book must be kept for at least two years from the date of the last entry.

· Details of each transaction must be entered into the record book on the same day.

· Date of transaction.

· Name and address of the person who supplied the controlled drug and to whom the controlled drug was supplied.

· Quantity of the controlled drug obtained or used.

· Progressive balance of each drug on hand at the conclusion of each transaction.

· Initials of the authorised person who administered the controlled drug.

Note: A doctor’s bag is accepted as a secure place provided it is kept in the personal possession of the doctor.

Expired drugs are disposed by <procedure>.

NSW Pharmaceutical Services Department: 9879 3214

OCCUPATIONAL HEALTH AND SAFETY
All staff members receive education relating to infection control procedures. 

The practice has an occupational health & safety policy to deal with issues such as manual handling. This is located <location>.
Counselling and information is also available within the surgery or through <state name of applicable organisation>.

Smoking

The practice has a non-smoking policy.

‘No Smoking’ signs are displayed within the surgery.

Lifting

Staff must not lift heavy items e.g. sterilisers.

No weight greater than 16kg should be lifted by one person unaided.

Incidents and Accidents

If there is an incident/accident within the practice it is to be reported to the <name of position>.
An incident form is to be filled in, signed and a copy kept by the person involved in the incident. The other copy is to be put in the person’s file, and another forwarded to the insurers.

Insurers must be notified.

If the staff member is unable to continue to work, arrangements may be needed for a replacement.

** An Incident/Injury form is included in the back of this manual **

Hazards and Risks

This form is made available to staff and patients to complete if they feel that there is a hazard/risk within the practice boundaries. 

The form is to be filed and action taken documented.

** A Harzard/Risk Form is included in the back of this manual **

Sterilisation and disinfection

This practice implements the appropriate sterilisation and disinfection of instruments. 

Note: Please provide brief explanation of process and refer to the infection control manual for more specific information. 

HUMAN RESOURCES
Staff Recruitment and Selection 

Confidentiality

All new staff are informed about the requirements of patient confidentiality and that breach of this is grounds for termination of employment.

Medical confidentiality applies to all information acquired during employment or arising from it. This includes refusing to supply information concerning a patient to other family members or friends, and refusal to discuss a patient with other persons outside the practice.

Position Requirements

The <position title> is responsible for the recruitment of medical staff.

The <position title> is responsible for the recruitment of nursing staff.

The <position title> is responsible for the recruitment of administrative staff.

A detailed job specification and description is drawn up before any recruitment activities take place. In order to do this, the following questions are addressed: <list questions>.
(include practice’s policy on determining position requirements)
Recruitment

Applications are sought by:

· advertising

· approaching employment agencies

· contacting principals of suitable schools and training colleges

· personal introductions

(include practice’s recruitment procedures)
Selection

Interviews are conducted by <position>.

(include practice’s selection procedures)
Appointment

On appointment, each new employee will be given a contract outlining the terms and conditions of their employment, including: hours, pay, career prospects, holidays, sick leave, dress code, lines of authority etc. (include practice’s appointment procedures)
Orientation

All new staff members, including locums, have a brief, informal orientation conducted by <name of position>.
This orientation covers (change to suit your practice):
 <list>. 
Terms and Conditions of Employment

Basis

These are the agreements that determine rights and obligations between an individual staff member and this practice: 

<list>.

Payment

All staff members will be paid on a regular <frequency> basis. Payments will be made by <payment mode>.
Payment will only be made if a signed and accurate time sheet has been submitted.
(change to suit practice)
Performance Reviews

All staff members will have their performance reviewed <frequency>.

They will be documented, undertaken in privacy and will remain strictly confidential.

<Position> is responsible for reviewing the performance of administrative staff.

<Position> is responsible for reviewing the performance of nursing staff.

<Position> is responsible for reviewing the performance of medical staff.

At the conclusion of each performance appraisal, new goals will be set for the next appraisal period.

In the case of a staff member’s performance being found marginal or unsatisfactory the following procedure will be undertaken: <list>.
Excellent performance will be rewarded by <list>.

(change to suit practice)
Roster Changes

All questions regarding rosters, or roster changes should be directed to <position>.

(include practice’s policy regarding roster changes)
Probationary Period

All staff of this practice will be subject to a mandatory three-month probationary period before ratification of their employment.

(change to suit practice)
Termination of Employment

All staff are required to give notice as detailed in <state document name>.
Notice is to be in writing and directed to <position>.
The practice has a policy of immediate termination of employment under the following circumstances: <list>.
This practice has a policy of staged disciplinary process under the following circumstances: 
<list>.

Staff Training and Education 

It is the policy of this practice to provide opportunities for staff (clinical and non-medical) to attend training and education workshops. 

When appropriate, the following <state> will be negotiated to attend such training.

A record of attendance at workshops etc is kept in the staff member’s personal file.

Assessing Training Needs

Staff training needs are assessed by <list>.
It is advisable that administrative staff have a current Senior First Aid Certificate. 

It is the responsibility of <state> to ensure that these are renewed and remain current.

Nursing staff are expected to meet continuing registration requirements.

The doctors within this practice are required to meet RACGP QA&CE professional development and continuing education standards.

A register is kept <location> of activities attended by doctors.

** A standardised form for recording Quality Assurance and CME activities attended by the doctors is in the back of the manual **

** A Staff Training Record is contained at the back of the manual **

Grievance Procedures

Discipline

1. If disciplinary action is necessary within the practice, the <name of position> will notify the person involved of the reason.

2. The first warning shall be verbal and documented in the person’s file.

3. If the problem continues then the matter will be discussed with the employee and a second warning given in writing. The warning is to be documented in the persons file.

4. If the matter is not resolved then the person will be asked to meet with the doctor/s.

5. In the event of the matter continuing then legal advice may be required.

6. If after a period of twelve months, there have been no further incidences, then any documentation regarding a disciplinary action is to be removed from the file.

(change to suit practice)

Grievances

Practice staff are encouraged to air their grievances. The staff grievance system is designed to ensure that complaints are addressed and resolved without delay.

All staff members have the right to a grievance being dealt by <name of position>.
1. The person involved will seek to resolve the grievance with the other parties involved. If desired, a third party can be called in by either of the two parties involved in the grievance.

2. If the person still feels aggrieved, then the matter is to be brought to the attention of the <name of position> either formally (in writing) or informally (verbally).

3. If the matter remains unresolved then it is to be brought to the attention of the general practitioner/s.

4. As part of this policy steps 1-3 will take place within seven days.

(change to suit practice)

	Practice Name

	Practice Information Sheet


Practice Address
12 Smith Street

Hornsby NSW 2070
Telephone

	Office hours:
	9412 3456

	After hours:
	9412 3478


Doctors

Dr John Brown

MB BS FRACGP

General consulting, minor surgery

Consulting Monday to Friday

Dr Colin Jones

MB BS

Family medicine, acupuncture, sports medicine

Consulting Wednesdays, Fridays

Practice Manager
Lynn

Nursing Staff
Barbara, Tom

Reception Staff

Sally, Rebecca

Practice Hours

	Mon to Fri:
	8.30am – 6.30pm

	Saturday:
	9am - 1pm

	Sunday:
	Closed 


Appointments

Consultations are normally by appointment, but the first available doctor will see urgent cases.

After Hours

If you require medical care after hours, please phone (eg name of service/doctor), on (number). 
In emergencies, ring 000 for an ambulance.

Longer consultations
Please let the receptionist know if you would like to book a long appointment.

Home and nursing home visits

The doctors are available for home visits and local nursing home visits. Please phone the surgery as soon as possible after 8.30am.

Telephoning your doctor

Doctors in this practice may be contacted by phone during normal surgery hours. If the doctor is with a patient a message will be taken and your call returned as soon as possible. If your call is urgent, you will always be put straight through to the doctor.

Range of Services

As well as routine consultations, the following services are available:

· home visits

· family planning, pap smears, pregnancy tests,

ante-natal care

· ECG: heart check

· spirometry: lung test

· vaccination: children and travel

· sports medicine

· acupuncture

Fees

The practice bulk bills.                     OR 
Fees are payable at the time of consultation by cash, cheque, EFTPOS or credit card. A list of usual fees charged is displayed in the waiting room and is available on request. Pensioners are charged Medicare rebate fees only or may be bulk-billed.

Reminder System

Our practice is committed to preventive care. You have the option of registering to receive reminder notices regarding health care services appropriate to your care.

Feedback

We always welcome comments and suggestions regarding the care you receive at this practice. Please feel free to talk to the doctor or our receptionist. You may prefer to write to us or use our suggestion box.  

Alternatively you may prefer to contact the Health Care Complaints Commission on (02) 9219 7444.

Medical Records Checklist

Content

Do your medical records contain:

	( Health summaries 
	( current problems

( allergies & sensitivities

( risk factors

( medication

( immunisation and management

( social & family history

( past problems



	( Each encounter
	( date

( reason

( management plan - date of review

( medication - strength, directions, repeats

( preventative care undertaken

( documentation of referral



	( Referral letters
	( relevant social information and history

( problem

( key examination findings

( treatment

( reason for and expectation of referral



	( Reminder system
	( permission

( date

( reason 



	( Transfer of records
	( patient’s permission

( details of where they have been sent



	( Test results
	( doctor’s initial

( action to be taken

( date




( Phone contact details

( Home visits details

( Reports from other health care providers
Basics

Are your medical records

( In individual files for each patient 

( Legible

( Free of prejudicial or irrelevant statements about patients

( Up-to-date

( Comprehensive

Storage and Security

Are your medical records stored:

Please note: it is a legal requirement to keep medical records of a clinical trial patient for 15 years
( Until the patient is aged 25 (if a child) or for 7 years from last contact, whichever is longer

( So that they are not accessible to unauthorised persons

Protocols and Procedures

( Does the practice have a written policy for the management of personal health information in the practice

( Is the policy available on request and/or described on the practice information sheet

Can GPs and staff describe:

( How they ensure confidentiality and security of medical records

( How records may be easily accessed by authorised staff at the time of consultation

( Procedures for incorporating responses into files

( Procedures for accessing patient records held at another branch

( The process of transferring a medical record or health summary to another practice

( The process for culling, storing and retrieving inactive records

Transferring a Patient’s Medical Record

Date: ___________________________

To:

Name of practitioner: _______________________________________________________

Practice name: ____________________________________________________________

Practice address: ___________________________________________________________
Telephone: _______________________

Request by:

I am requesting that a copy of my medical history be forwarded to the doctor listed below.  

Name: ___________________________________________________________________

Address: _________________________________________________________________

DOB: ____________________________

Signature: ________________________

Could you please include other members of my family as listed:

_________________________________________________DOB_______________

_________________________________________________DOB_______________
_________________________________________________DOB_______________
_________________________________________________DOB_______________

Records to be forwarded to

Name: ___________________________________________________________________

Name of practice: __________________________________________________________

Address: _________________________________________________________________

Telephone: ________________________

Signature: ________________________

Incident/Injury Reporting Form

( Incident

( Injury

Person Involved
Staff Member 
(

Patient
(

Visitor
(
	Name:
	

	Position:
	


	Date of injury:
	
	Time:
	


	Location where accident occurred:
	


	Others involved:
	


Description of the incident including the cause, injuries sustained and action taken 

_________________________________________________________________________

_________________________________________________________________________

_________________________________________________________________________

Was the person involved seen by a doctor?              (Yes                        ( No

Names of witnesses: ________________________________________________________

Signature of person reporting incident/accident: __________________________________

Summary by Practice Manager: ________________________________________________
	

	

	


Signature of Practice Manager: ________________________________________________

Date: ___________________________

Hazard Reporting Form

Date: _________________

Person submitting report
Staff Member
(

Patient
(

Visitor
(
Name of person submitting report: ___________________________________________

Nature of Hazard

	

	

	

	


Location of Hazard

	

	

	


Signature of person reporting hazard: __________________________________________

Signature of Practice Manager: _______________________________________________

CME Activities 

DOCTORS NAME___________________________________________________________

	Date
	Activity
	Place
	Number of Points

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Practice Staff Education

NAME____________________________________________________________________

	Date
	Activity
	Place

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


xxvi
	Title: Policy and Procedure Manual 2005
Authorised by: HKR Division of General Practice, CEO                    
	         6                       Version: 1.2

                         Date: 3 January 2006

	THIS DOCUMENT IS CONTROLLED            Printed copy uncontrolled



