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ACCESS TO CLINICAL RECORDS
Purpose:
To ensure confidentiality of clinical record information through authorized access to clinical records.

Definitions: 
Not applicable

Procedure:


1. Access to clinical records is limited to authorized personnel only.  The Center Director or designee is responsible for maintaining a list of staff by name or by title who are authorized to view the records.  This list is posted in the records area and updated regularly.

2.
Authorized personnel minimally include:

a. Clinical Record Administrator for internal audits and release of information

b. Clinical record clerks for purposes of performing their normal work duties related to clinical records

c. Chief Executive Officer and Chief Operating Officer

d. MH & DD Directors

e. Center/County Directors

f. Service Coordinators

g. Nursing Staff

h.   Physicians

i. Occupational/Physical Therapists

j. Psychologists

k. Department Heads

l. Vocational Staff

m. Residential Staff

n. Program Coordinators

o. HCS Supervisors

p. Quality Management Staff for audit purposes

q. Other staff with permission by Department Heads, Center Directors or MH/DD Directors

2. The above staff will access records and client information only necessary to the performance of their job.

3. When an unfamiliar person asks to see a record, their identity if verified by a picture I.D. and their name appearing on the master employee list at the program site.  When in doubt about the authenticity of the request, notify the supervisor of the person requesting the record or your supervisor.  

4. Consumers are informed of their right and the method of accessing information contained in their clinical record.  The consumer or legal guardian may have access to the records and the Service Coordinator, Center Director, Records Administrator or Client Rights Officer will remain with them when reviewing the record to answer any questions. Before access is granted, a physician for MH or professional for DD,  must review the record first to determine if there is information which may be harmful to the consumer..  If there is any portion of the record which is considered detrimental to the consumer , if viewed, the physician shall:

a. provide the consumer with a signed and dated written statement explaining that having access to the specifically denied portion would be harmful to the consumer’s physical, mental or emotional health:

b. state what specific portion of the record is being denied;

c. state the reason for the denial; and

d. state the duration of the denial.

Consumers may then be denied access to these parts of the records 

5. The consumer or family member requesting copies of the record signs a consent for release of information.  Consumers and family members will pay for copies requested.  Under no circumstances will the consumer or family be allowed to take possession of documents from the record or the record itself.  The staff person writes a progress note, which documents the request, problems (if applicable), and the outcome of the consumer’s examination of the record.

6. Records are not removed from the center except when in the custody of a staff member

for consumer appointments or for audits.  The individual taking the record from one location to another is responsible for its safety and contents.

