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DOCUMENTATION OF PATIENTS AND FILMS

Reception Patient Log Book:

The “Daily Patient Log” must be printed on a daily basis from our RIS system (MediExpress) this will be kept in a binder and provide us with written documentation with the following information:  Date of examination, examination number, patient name, examination performed, referring physician name, reporting radiologist, report received at the clinic, and report sent to the physician(s).

Signing Out X-rays:

When films are requested by a physician or a patient, a log must be made including the date that the films are taken, the case number, patient name, where the films are being sent, and a signature of the person taking the films. (See sample page   OPQA6). When films are mailed, the receptionist should initial this last column. A Release Letter (OPQA7) must be enclosed, and the outside of the bag stamped with the clinic stamp.

It is mandatory that original film bag, requisition, and report remain on-site. A copy of the report is to be included only if requested by the physician.

At law, a patient's medical records, including X-ray films, belong to the patient. Therefore, in order for a clinic to release any part of the patient's medical records to a Third Party or Medical Third Party, the facility requires the patient's consent. When films are picked up I. D. is required.

· If a patient requests a film in person, their signature in the sign out logbook is sufficient. I.D. is required.

· If a parent/legal guardian requests a film in person, a Film Release Form (page OPQA10) must be completed and signed. They must also sign the sign out logbook. I.D. is required.

· If a person comes into the facility with a written note signed by the patient/legal guardian, which includes: patient’s name, name of person picking up films, type of examination, and destination, a Film Release Form (page OPQA10) must be completed and signed. The written note must be attached to this form. The Third Party must also sign the sign out logbook and show I.D..

·  If the original referring physician telephones to authorize release of a patient’s films to a Medical Third Party, the phone call must be documented on the Authorization Form (page OPQA11) including details of the patient’s name, birth date, date and time of call, and identity of the True North Imaging staff member who took the call. This is to be filed in the original film bag. The True North Imaging staff member must also sign the sign out logbook.

· If  the patient/legal guardian calls to request their films be forwarded to a Medical Third Party (i.e. Hospital, Physician, or another I.H.F.), they must be instructed to have the Medical Third Party contact us.

When the films are requested by  a (the) Medical Third Party, a completed Undertaking Form must be faxed to us BEFORE releasing the films. If the Medical Third Party does not have one, ours (page OPQA9) can be faxed to them for completion. Note: the Medical Third Party will have to change the facility name.

SIGN OUT LOG

   CLINIC NAME:  _________________________________

	DATE
	CASE #
	PT NAME
	DESTINATION
	PT SIGNATURE

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	



USE YOUR OFFICE LETTERHEAD
RELEASE LETTER
To Whom It May Concern:

In the interest of patient care, we are happy to loan these records to you. These are original films and as such, we are required to maintain these original films as part of the patient's health record.

To this end, it would be greatly appreciated if you would return these films immediately after you have finished with them to the above address.

Thank you.

TRUE NORTH IMAGING
UNDERTAKING FORM

TO:







 [insert name of facility]

DATE:







This will confirm that on  




, 20 ______  at __________[time] we received






[date]

verbal/written authorization from 





 [patient] _____________[DOB]  to release any previous X‑ray or mammography films and reports in your possession for comparative purposes. The films will be returned as soon as possible.

Thank you very much for your co-operation with respect to this matter.

TRUE NORTH IMAGING
per: ____________________________________________

[name of employee] 

Patient Signature: _________________________________
          Date: ______________________

[clinic address stamp]

USE YOUR OFFICE LETTERHEAD

FILM RELEASE FORM

TO:
TRUE NORTH IMAGING 

RE:
________________________________________

D.O.B.: ______________________

[Insert patient name]

I represent that I have the following relationship to the Patient/Legal Guardian ________________________ 











[mother/father, daughter/son, etc.]


and that the Patient/Legal Guardian has specifically requested that his/her images (CD/Film)  be released to me.


DATED at ________________ this _________ day of _______________, 20______.  

NAME: ____________________________ 

SIGNATURE: ________________________________




[print]

USE YOUR OFFICE LETTERHEAD

AUTHORIZATION FORM

TO:
TRUE NORTH IMAGING
RE:
________________________________________

D.O.B.: ______________________

[Insert patient name]

Case # or Type of Exam: ____________________

A verbal request has been received for the release of the images (CD/Film) relating to the above-reference study.  The subject 

Images (CD/Film)  are being taken/sent to: 

FACILITY/PHYSICIAN: __________________________________________________________.

DATED at _____________  this ______ day of ______________, 20_____.




[time]




[month]

STAFF SIGNATURE:  __________________________________________

PHYSICIAN REFERRALS AND REQUISITION PROTOCOL:

NO PATIENT IS TO BE EXAMINED WITHOUT A REQUISITION

Every examination that is to be done must have a signed requisition to accompany it.

Booking Appointments:

Referring physicians should already have requisition pads and will telephone, or have their secretary’s telephone for appointments. The receptionist must confirm that the referring physicians have requisition forms and, if not, a supply must be sent to them. In the case of a new referring physician, the doctor’s information should be added into the computer database. Endeavour to establish and maintain a good rapport with the referring physician and his/her secretary.

Telephone manner in dealing with these calls plays a very important role and must positively reflect our professionalism, efficiency and willingness to co-operate.

Appointments will be made in our RIS System (MediExpress) and the following fields will need to be completed: Patient's name, DOB, HIN, referring physician's name, the nature of the examination and the telephone number where the patient can be reached. 

The referring physician's office or patient should be asked, "Does this patient have any special requirements that we should be aware of?” "Has the patient been reminded of the required preparation?”  Confirm the day, time, exam and instructions for the examination.

Mammography Appointments:

Obtaining previous studies is paramount in the diagnosis of mammography. At True North Imaging we make every reasonable attempt to obtain previous mammogram films for comparison.

When booking a mammography appointment, ask if the patient has ever had any previous breast X‑rays taken, OR IF SHE HAS IMPLANTS.  If a previous outside mammogram has been performed, ask the patient to bring these X‑rays to their appointment, explaining that comparison views offer valuable diagnostic information. 

If it is not possible for the patient to retrieve the films/CD, obtain the correct spelling of the patient's name – at the time of the previous examination, date of birth and clinic name with the telephone number where the previous images were taken.

 If the patient cannot remember, call the referring physician for details. Obtain verbal authorization from the patient to release the films to True North Imaging and sign the Undertaking Form  (page OPQA9) on behalf of the patient. Keep this consent form for their appointment date. Telephone the other facility and arrange for the films to be sent to your office; fax or mail the release form to them. 

When the patient arrives for their appointment, have the patient sign and date the Undertaking Form. To be scanned into PACS/RIS.

If the X-rays/CDs are not received before the examination, write a note on the bag label that previous studies have been requested but are not yet available. An attempt should be made to obtain a copy of the previous report prior to examining the patient. It is the technologist’s responsibility to ensure that every attempt has been made to obtain the previous films/CD, however, after 3 documented attempts (over a 1 week period) images are to be reported. When the X-rays/CD are received, record the patient name, date of birth, where the films came from and the date in the “Outside Comparison Film log book”. Films are to be sent for reporting, CD as to be downloaded into our PACS for Rad to view. When returning the films to the original clinic, note the date and method of return beside the patient's name, in the “Outside Comparison Film Log Book” (page OPQA13).

OUTSIDE COMPARISON FILM LOG
	PATIENT

NAME
	D.O.B.
	TYPE OF 
EXAM
	FACILITY NAME & PHONE #
	DATE

RECEIVED
	TECH.

INIT.
	DATE
RETURNED
	METHOD
SENT

*
	TECH.

INIT.

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	


* M = MAIL
C = COURIER

D = DELIVERED

OTHER = SPECIFY


Types of Appointments, Preparations and Time Requirements:

The following are types of examinations booked, the necessary preparations and the time required.

Abdominal Ultrasound:

The patient MUST NOT eat or drink anything for 12 hours prior to the

 (excluding Kidneys)

appointment time, with the exception of medication. The minimum                    time booked is 30 minutes.

Abdominal & Pelvic Ultrasound
(when both are required):
The patient MUST have a full bladder for this examination. Follow the above instructions for abdomen, but one hour before the appointment the patient must have completed drinking 40 oz (1.2 Litres) of WATER ONLY. The minimum time booked is 45 minutes.

Pelvic or Obstetric U/S:

The patient MUST have a full bladder for this examination. The patient must drink 40 oz (1.2 Litres) of water or juice. This must be finished one hour before the appointment time period. The patient may eat normally. The minimum time booked is 15-30 minutes. 

Genito-Urinary Tract

(GUT) U/S or Kidney U/S:
Follow instructions for a Pelvic Ultrasound. The minimum time booked is 30 minutes.

Transvaginal (TV) Ultrasound:
Empty bladder. The minimum time booked is 15 minutes.

Nuchal Translucency (only):
Empty bladder. The minimum time booked is 15 minutes.

Ultrasound of Thyroid,
Scrotum or Breast:

There is no preparation for these examinations. The minimum time booked is 15 minutes.

Vascular Ultrasound:

There is no preparation for these studies. The minimum time booked will vary with the specific vascular study and technologist's experience. The booking should be clarified with the technologist who will be performing the examination. In general allow 30-60 minutes.

Follicular Monitoring:

Day 3 patients must have a full bladder for the first cycle day. All other cycle days have no preparation. The minimum time booked is 10 minutes.

Mammography:


On the day of the examination the patient should not use underarm deodorant or powder. The minimum time booked is 15 minutes; implants 30 minutes.

Sonohysterography:

Empty bladder. The minimum time required is variable and should be confirmed with the physician performing the study.

Transrectal (TR) U/S:

Follow preparations for pelvic ultrasound. The minimum time required is 45 minutes.

Muskulo-Skeletal U/S:

There is no preparation for this study. The minimum time booked for uni-latera is 15 minutes and for bil-lateral is 30 minutes.

Bone mineral Density:

There is no preparation for this study. The minimum time booked is 20 minutes.

PATIENT RECEPTION:
It must be emphasized that the receptionist is the patient's first contact with the office. Hence, a warm, friendly, reassuring approach is necessary to welcome the patient and to allay any fears they may have. You must always address the patient with respect and use Mr., Mrs., Ms., or Miss. where appropriate. Do not call the patient by their first name unless requested to. 

Obtain the patient's requisition. A complete requisition must include patient’s name and 1 other identifying factor (i.e. DOB or HC#), type of examination, and referring physician’s signature.  

Ask for all information necessary to complete the billing. This includes the correct spelling of the patient's name, their address, date of birth, and their health card number. The health card must be shown by the patient so that it may be swiped and to verify validity and check for a version code.

Ascertain whether the pre-examination preparations have been followed for patients with ultrasound or special procedures appointments. If not, consult the technologist. After obtaining all the information, the patient should   be turned over to the appropriate technologist.

When an examination has been completed, answer the patient's queries to the best of your ability.

Be reassuring, confident, and ALWAYS address the patient by name.

When a Patient Arrives for the Examination Without a Requisition:
The receptionist will have to phone the referring physician to obtain their authorization to perform the examination. When confirmation is obtained then fill out a requisition form on behalf of the referring physician. Be sure to include clinical information obtained either from the doctor or the patient. The requisition should indicate, "telephone referral" if the appointment was made by the doctor's office and should display your own initials "as per Dr.         ".  If the referring physician's office cannot be reached, refer to sections USPRO4 or RP1 or MP1 or BD1. 

If there is any doubt as to the reason for this examination, 

If there is any doubt as to the reason for this examination, the referring physician must be contacted. 

When a Patient Arrives for an Examination Without their Health Card:

Remind the patient that it is their responsibility to carry their health card at all times. Every effort must be made to obtain the health card number while the patient is on site. The referring physician's office will release the number if you call for it. If the referring physician's office is closed, ask the patient if there is anyone that they could call who would have, or have access to their number. Failing this, have the patient fill out a Health Card Release Form.  Explain to the patient because they do not have their card, when they sign this form, the Ministry of Health will release their Health Card number to us.  The Release Form is forwarded to head office for processing.  NEVER refuse service to a patient because they do not have their health card with them. If you ascertain that the health card presented is fraudulent, you have the authority to confiscate the card. You may ask the patient to pay cash for the services performed.

When a Patient Arrives for an Examination and they have lost their Health Card or it has expired:

Have the patient fill out the Health Card Release form and give them the address of the nearest Ministry of Health branch so that they may obtain a new card.

When a Patient Arrives for their Appointment on the Wrong Day:

Explain to the patient that there are other patients booked, however, if they would like to wait, they will be accommodated when possible. Be honest with the patient in your estimation of the time they may have to wait to be seen.

When a Patient Arrives for an Examination and has Out-of-Province Health Insurance:

The patient must produce a valid Health Insurance Card from their home province.

If the card cannot be presented or if the card is expired, the patient is responsible for payment directly. Inform the patient of the total cost; payments can be made by Visa, ATM, cash or cheque with proper identification. In order for the patient to be reimbursed, the patient should submit the receipt to their provincial health ministry.

NOTE:
The Provinces of Quebec and The North West Territories do not pay for examinations performed in private clinics outside Quebec and The N.W.T. Residents of Quebec and The N.W.T. must pay at time of procedure.
To register out-of-province patients on the computer - go to Patient Registration Screen, enter all required fields except for the Health Card Number.  Continue following the regular steps, when you reach “Step 2” click on RMB; in the pop up box enter the province code and the out-of-province Health Card Number. 
When a Patient Arrives for an Examination and has Out-of-Country Health Insurance:

All out-of-country patients must pay for their examinations at the time of service, either in cash, credit cards or travellers cheques. Use the current out-of-country fee schedule provided by Head Office to determine the fee.

Follow the above instructions for registration except in”Step 2” click on “Cash”.

Calling Patients to Confirm Their Appointment:

If a patient has booked an appointment for the following day there is no need to call to remind them of this appointment.  If it is more than one day since the booking, the receptionist must call the patient to remind them of their appointment time and any required preparation.   To ensure confidentiality only speak to the individual who is scheduled for the procedure.  Do not leave a message on the answering machine.  When booking the appointment ask the patient for a number where they may be contacted.  If the patient does not wish to give a number or indicates that they are not to be contacted then in the patient registration screen click on the “Do Not Call “box. 

BILLING:
Computer Billing:

After entering the patient information, locate desired appointment date and time and follow steps 1-5.

All procedures are billed on the service date.  All added procedures must be added in the computer.

Billing Code Protocols:

All physicians are responsible to make sure that the proper OHIP codes are correct when reporting their cases.
It is expected that regional supervisors and billing supervisors do routine checks to make sure codes are billed correctly.
Should a staff member have any questions regarding billing or proper use of OHIP codes, they are implored to call their supervisor or billing supervisor.

Direct Billing (uninsured patients):

For direct billing for uninsured patients (not in an infertility program), determine the fee from the fee schedule provided by head office and collect the fee from the patient.  Enter all required fields except for HIN proceed to “Step 2” and click on “Cash” Fill in the Guarantor information. Print 2 invoices:

1. for head office

2. for patient’s receipt. Mark paid.

Put the money, debit receipt or the Visa slip along with a copy of the receipt in an envelope marked head office supervisor. Send it to Head Office. If payment is by cheque, include Driver’s License number and a Major Credit Card number. 

Note:  include expiry date and person’s name as written on the front of the credit card.

REFUGEE STATUS CLAIM DOCUMENTATION:

The Interim Federal Health Program provides health care coverage for refugee claimants who lack financial resources (page OPQA19)

In order to bill refugee status claims, the IFH program requires the following documentation:

1.  Determination of Eligibility form

2.  An invoice stating the date, the examination, and the patient’s information.

3.  A completed requisition stating the medical problem (if not for immigration).

If any of the above is not available, the patient must pay cash.

Once all of the necessary documents have been received, the billing procedure is as follows:


1. Enter all of the patient information in – Patient Registration.

· In “Step 2” click on the “Third Party” box. 

· Type “Interim Federal Health” this is the Guarantor
· OHIP fees are billed, system does this automatically. 

· Print one invoice for Head Office.  

2. Send a photocopy of the eligibility form, and an invoice with the IFH program standard claim form to head office supervisor.
[image: image1.emf]
INTERNATIONAL VISITORS HEALTHCARE PLAN CLAIM/

Sun Life Assurance Company or U.H.I.P. (University Health Insurance Plan)

The I.V.H.P. provides health care coverage for university students who lack financial resources.

In order to bill, the patient must bring in their own form (see example page OPQA22). Sections #1, 2, and 3 must be complete.

Once all of the necessary documents have been received the billing procedure is as follows:


1. Enter all of the patient information in – Patient Registration.

· In “Step 2” click on “Third Party”. 

· Type “Sunlife Assurance Company” as the Guarantor. 
· OHIP fees are billed, system does this automatically. 

2. Print an invoice for head office Billing Supervisor.
3. Send a photocopy of the requisition, a photocopy of the claim form, and an invoice with the I.V.H.P. claim form to head office Billing Supervisor.
[image: image2.emf] 

[image: image3.emf]
CHIROPRACTOR
A contract MUST be in place prior to the examination. If the chiropractor is not presently in the computer system, the head office supervisor MUST be contacted for further instructions.

Once all of the necessary documents are in place the billing procedure is as follows:

1. Enter all of the patient information in – Patient Registration.

· Make sure patient has a valid Health Card as the “Technical” portion will be billed to OHIP. 
· Follow steps 1 to 4.  
· In step “5” click on the “Billing” tab.

· Click on the box in front of the procedure code.

· Click on the “Payee Type”

· Change “Payee Type” from A to B and save.

· Please follow the above steps for each addition procedure code used.

Please print an invoice and attach the requisition and send to the Billing Supervisor at Head Office. 

If the Chiropractor requests the films to be read by our Radiologist the procedure is as follows:

1. Find the patient in the Patient Registration screen.



- Create a new visit.



- In step two of the booking page choose “third party”



- Type Chiropractors name – this is the guarantor



- Bill A335 – consultation code



- override the Professional Fee to $15 and $0 for the Technical Fee.

      2.
If the Chiropractor is not set up in our system as a guarantor, then the patient will have to pay the consult fee at time of request. 

Please print an invoice and send to the Billing Supervisor at Head Office. 

R.C.M.P. AND ARMED FORCES (Blue Cross)

The Federal Government has appointed Blue Cross as their Guarantor for payment, therefore, the Blue Cross form must be completed and signed by the patient PRIOR to the examination.

Once all of the necessary information has been received, the billing procedure is as follows:

1. Enter all of the patient information in – Patient Registration.

· In “Step 2” click on the “Third Part” box. 

· Type “Blue Cross” this is the Guarantor

· Use OHIP fees. Override the fee in the “Billing” tab. 

2. Print up 1 invoice for head office Billing Supervisor.

3. Send invoice, Blue Cross form, and photocopy of Federal Government Requisition Form to head office Billing Supervisor daily.

VERBAL REPORTS:
THE PROVISION OF A MEDICAL DIAGNOSIS IS THE SOLE RESPONSIBILITY OF THE REPORTING RADIOLOGIST.
True North Imaging does not condone, or promote the practice of "technologist verbals". If the referring physician himself/herself requests such a report, he/she must be informed that the final report will be available on the next business day. If an earlier opinion is required, we can provide such an opinion through various methods authorized by the head office supervisor.

Documentation:

Documentation must be made of the date, time and to whom a verbal is given in all cases.

If a Verbal is Requested Over the Telephone after the Hard Copy has been Sent to the Referring Physician:

In order to verify a legitimate physician request, take a telephone number and ask if you can return their call with the report in a few minutes. Cross-reference this number with your records. If a physician is calling and wishes to hold, give the report right away.

In an effort to maintain confidentiality of patient records the birth date, address, or health card number must be cross-referenced.

ARCHIVING:


According to Ontario Regulation 57/92 under the Independent Health Facilities Act:

Patient Records:

Must be kept and maintained for:

 i) six years following the patient's last visit; or

ii) six years following the patient's 18th birthday

NOTE: A patient record includes the report as well as the requisition for each procedure.

Imaging Media:

Must be kept and maintained for:

 i) three years following the patient's last visit; or

ii) three years following the patient's 18th birthday

All patient records and imaging media are store in PACS and kept indefinitely for the time being. 

THE EXCEPTION IS:
Mammography:

Must be kept and maintained for:

i) Ten years following the patient's last visit. This includes both films and patient records.

GENERAL HOUSEKEEPING:
The office will be cleaned on a daily basis but, in the interests of safety and appearance, every effort must be made to maintain good housekeeping by all True North Imaging staff.

The waiting room area, reading materials and toys should be kept tidy; filing should be up‑to‑date, records placed or returned to their designated areas, and used drapes, towels, etc. placed in the receptacles provided.

Film files must be kept tidy. Positioning aids, lead aprons, etc. must be stored appropriately between patients.

At the end of each shift examination tables and upright chest stands must be wiped with an appropriate disinfecting solution. Ultrasound machines must be wiped at the end of each shift including, probes, cables, probe holders, keyboards and monitors. X-ray tubes, collimators, control panels and reception desks must be dusted weekly.

Staff rooms are to be kept tidy at all times. Where staff rooms are visible to patients, the door is to be kept closed at all times.

CABLE CHECK:
A weekly check of all electrical cables must be made and documented. Office staff are responsible for office equipment (scanners, computers, fax machines, etc). Technologists are responsible for their room(s) and work station(s), patient change room(s) and washroom(s). See chart page OPQA26.

SUPPLIES:
All supplies (other than small emergency purchases) will be ordered in bulk through Head Office. The standard order form should be completed by the 15th of each month and submitted to the purchasing officer. There should be enough supplies for six weeks on site.

The receptionist will be responsible for maintaining office supplies and the technologists for the medical supplies.

PETTY CASH:
There will be a petty cash float for small, immediate cash purchases.

All petty cash purchases must be covered by receipts which must be submitted by the 1st and/or 15th of each month for reimbursement. The designated receptionist will be the custodian of the petty cash.

Postage stamps are to be purchased from the petty cash and covered by a post office receipt. Petty cash, with stamps, and receipts for expenditures, should be kept together in a safe place.

CABLE CHECK – To Be Performed Weekly
           Exam Room/Work Station: _____________________________

	Date
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	Comments
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TRANSMISSIONS BY FAX:
All fax transmissions must be preceded by a cover page. In the case of any patient records or other confidential materials, the cover page must state that the transmission is confidential. See page OPQA27.

Fax confirmation sheets and the pages that were faxed are to be stapled together and kept in bankers boxes.  The box must be labelled with the month/year.  All confirmation sheets and faxes are to be kept for 10 years.  

	True North Imaging
7330 Yonge Street, Unit 120
Thornhill, ON L4J 7Y7
Tel: (905) 707-1777
Fax:(905) 707-0616
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HARASSMENT BY PATIENTS:
Should it occur that a patient displays inappropriate behaviour while on the premises or during an examination, the requested examination may be refused or terminated. The patient should then be asked to leave.

Immediate notification must be made to the Medical Director, Head Office Supervisor, or Regional Supervisor. Your area supervisor should be aware of the situation prior to any refusal of examination.

A written report must be completed and submitted to the Head Office Supervisor, with copies to your regional supervisor, Dr. A. Hartman and Dr. J. Hartman.  The written report must be completed before the end of the shift.

INCIDENT REPORT - PATIENT/VISITOR:
Policy:

All incidents involving patients or visitors must be reported and properly documented.

Definition:

An incident is any unusual or unexpected happening involving patients or visitors.

Incidents include, for example, a fall, a contrast error, the loss of property, severe and/or persistent chest pain, hospitalization, etc.

Procedure:

 1) Attend to the patient's immediate needs and get further medical assistance if necessary.

 2) Notify your area supervisor and one of the following people: Head Office Supervisor, Regional Supervisor or Medical Director.

 3) An Incident Report Form must be completed on the same day as the incident occurs. All sections must be completed (see sample copy on page OPQA29).

 4) The staff member involved in or witnessing the incident must initiate the reporting of the incident and describe in a concise but detailed manner, the incident.

 5) If an injury, contrast error or other patient care related incident occurs, a physician must examine the patient and complete the Physician's Report Section of the Incident Report.

(If the RPO is not in attendance, a list of doctors who may be readily available from the building must be maintained. If no physician can be found and the patient is in distress, call 911, give your name and inform the communications operator of the situation.)

6) If you are uncertain as to whether an incident should be reported, discuss it first with the immediate Supervisor.

7) Incidents involving staff members are covered by the policy/procedure "Incident Report" - Staff member.

INCIDENT REPORT
(An incident is any unusual or unexpected happening which involves patients, patient care giver or visitor)

Date and time of incident: ___________________________________________

Clinic:  __________________________________________________________

Location of Incident:  _______________________________________________

1: PATIENT INFORMATION:
□ Patient – Case #: _________________
□ Visitor
□ Other ____________________

Name: ___________________________


Approximate Age: ____________

Address: _________________________


Telephone #: ________________

Pre-incident condition (e.g. Was patient oriented or confused): _________________________________________

Any physical disabilities?
□ No

□ Yes (specify): _______________________________________

Patient referred by:  ___________________________________________________________________________

Procedure to be performed:  ____________________________________________________________________

2: INCIDENT: What happened; what resulted; for example, what part of the body was affected (R or L) cause of incident if know etc…)

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Did anyone else witness the incident?
□ No

□ Yes _____________________________________________

Had any part of the procedure been completed at the time of the incident? 
□ No
□ Yes

State safety device (s) in use: ________________________________________________________________________

Reaction of patient: ________________________________________________________________________________

3: ACTIONS TAKEN (State immediate corrective/preventative measures taken)

X-Ray ordered? 
□ No

□ Yes

Name of physician notified: __________________________________________________________________________

Name of person at TNI Head Office incident reported to or discussed with: ____________________________________

How did the patient leave?

□ Unescorted

□ Escorted by:  _______________________________





□ By Ambulance
□ other (specify) ______________________________

Was patient examined by a physician? 
□ No


□ Yes 

Follow-up recommended?

□ No


□ Yes (when) _________________________________

4: PHYSICIAN’S REPORT

_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
