
 

Page 1 of 4 
 

Q&A: Record-Keeping Webinar 
The questions and answers from the Record-Keeping Webinar held on October 10, 2018. 

Information in Records 
What if a patient does not want to provide a health history, can we still provide 
treatment?  
If a patient refuses to provide a health history, you must use your professional judgement to determine 
if it affects your ability to make a proper diagnosis and prescribe treatment. There may be situations 
where you can continue with care. For example, a patient refusing to provide their occupation or marital 
status may not be relevant. Health history is important to knowing underlying conditions, previous 
responses to treatments, family history, etc. If you do not have sufficient information, you should 
consider refusing to provide care (only in non-emergency situations) as the patient may receive an 
incorrect diagnosis or have a serious condition undiagnosed. 
 
 
Do I need a follow up treatment record if the patient is returning for the same treatment 
and has no changes? 
Yes. You must document this information to demonstrate professional accountability. The record should 
detail the member’s assessment of the patient for changes, response to and continued suitability for 
treatment, etc. 
 
Do we have to give the patient a list of all the herbs in their prescribed formulas? 
Yes. Full details must be provided to the patient and recorded in the patient health record. This remains 
true with patented herbal formulations. 
 
If a patient comes for their appointment alone, who is the witness signature? 
The witness could be you or another person in the clinic such as your receptionist. 

Methods to Record Information 
Can I make my own forms or do I have to use the College’s templates? Does the College 
recommend any specific software for record-keeping? 
The College’s templates are not mandatory. A member can create their own forms or use electronic 
software systems as long as it meets the legislation and Record Keeping Standards, Guidelines and 
Policies of the College. The College does not recommend any specific software for record-keeping. 

Can I ask a receptionist to write a treatment note based on my draft and voice recording, 
and then I sign the treatment note? 
Yes. The receptionist or anyone involved in making entries to the patient health record should be noted. 
You still have a responsibility to ensure that the information recorded is accurate of the patient visit and 
the recording. 
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Record Retention 
How long must we retain patient files after a patient is deceased? 
Members are required to maintain patient records for a period of 10 years from the last patient visit or 
if a patient was a minor, 10 years after the patient turns or would have turned 18 years of age. This 
obligation remains when a patient passes away. If the death occurs before the patient-practitioner 
relationship has ended, you should retain the records for 10 years from this date in the event that the 
trustee requests access. 
 
Do I need to keep a paper copy of a patient file if it has been transferred to an electronic 
record? 
Once a patient file has been transferred to an electronic record, you do not need to keep the paper file. 
You have a responsibility to ensure the integrity of the information transferred before you destroy the 
paper file. Records must be destroyed in a secure manner that prevents its reconstruction. 
 
What is the College’s standpoint for online/skype consultations? 
Must be done in a manner that permits privacy and security. Patients must consent to the consultation 
being held online. Requirements remain the same for record-keeping whether the appointment was 
held in person or online. 
 

Consent and the Personal Health Information Protection Act, 2004 
A previous clinic refuses to give the records of my patients, what should I do? 
It’s important to remember that practitioners are only health information custodians. Patients are the 
sole owners of their patient files. As per the Personal Health Information Protection Act (PHIPA), 2004, 
patients have a right to access their personal health information. If a clinic refuses to provide this 
information, a complaint may be filed with the Information Privacy Commissioner. See more information 
at: https://www.ipc.on.ca/health/phipa-complaint-process/  
 

Do patients need to sign consent to treatment forms every year? Do we need to provide 
special forms for treating intimate areas? 
Consent is mandatory, and must be continuous, informed and documented. As per PHIPA and the 
Health Care Consent Act, 1996, consent can be implied or express. Implied is the assumption that a 
patient consents based on the circumstances, i.e. they arrive at your clinic for follow-up treatment. 
Express consent is explicit, you verbally asked a patient if you could proceed with treatment or they 
signed a form. Consent forms are not mandatory but strongly recommended, especially when intimate 
areas are being treated. If a consent form is not signed, the consent, whether implied or verbal consent, 
must be documented into the patient health record. 

https://www.ontario.ca/laws/statute/04p03
https://www.ipc.on.ca/health/phipa-complaint-process/
https://www.ontario.ca/laws/statute/96h02
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Multi-Disciplinary Practices 
Can we share a patient health summary with other practitioners, i.e. massage therapy, 
physiotherapist? 
If a patient has provided consent to collect, use and disclose personal health information in accordance 
with PHIPA, you may share personal health information with other regulated health professionals for 
the provision of healthcare. This is often referred to as “Circle of Care”. Please see the Information 
Privacy Commissioner’s resource on Circle of Care. 
 
When a provider works in multiple clinics who is the custodian of the files? 
As per PHIPA, the health information custodian can be a health care practitioner or a person who 
operates a group practice of health care practitioners, among other individuals. Before you join a group 
practice, you should establish a written agreement to identify the health information custodian and 
determine how the records will be managed if you were to leave the group practice or if it were to 
dissolve. You must ensure that you have access to your patient files until all obligations ends. 
 
If I stop working in a multidisciplinary clinic, and the clinic owner is the custodian of the 
files, am I still required to keep a copy of the files? 
Even if a member is not the health information custodian of a patient file, they must ensure that they 
can access the files until all obligations ends. It is recommended to obtain a copy of your patient files 
when leaving a practice. 

If the patient requests to take their record, are we allowed to give it to them and not 
keep their records anymore? 
Even if a patient obtains a copy of their patient record, your legal obligation to retain or have access to it 
does not end. You may require information from a patient health record to defend yourself against any 
legal actions, respond to College investigations or insurance providers. 
 
What happens to records in the event that a clinic is closing and not being sold or 
transferred to another practitioner? 
The practitioner continues to have a duty to retain the records in a secure manner for a period of 10 
years from the last patient visit or the death of the patient. Please see the Information Privacy 
Commissioner’s resource on Change of Practice. 
 
Can we use the same record as other health care practitioners in the same clinic or do we 
have to keep separate records? 
There can be one file per patient in a clinic but treatment records should be separated by profession. A 
record should not contain both entries from an acupuncturist and a massage therapist. However, two 
acupuncturists with the same patient can share a record. 
 
 

https://www.ipc.on.ca/wp-content/uploads/Resources/circle-of-care.pdf
https://www.ipc.on.ca/wp-content/uploads/Resources/up-abandonedrec_gdlines.pdf


 

Page 4 of 4 
 

Can I store records in my home or storage unit? If I decide to move to another country 
and stop my practice, what should I do with my patient files? 
Records can be stored anywhere, even outside of Ontario, if a member can ensure that client 
confidentiality, security, prevention of unauthorized access and integrity of information is maintained.  

Fees and Billing 
Is it mandatory to issue receipts after every treatment? 
Yes. Members are expected to provide a receipt after each and every treatment. 

Does the College have a reasonable cost for patient photocopies or is this under the 
member’s discretion? 
It is not under the College’s mandate to set fees. However, it has a duty to ensure that fees are not 
excessive. Costs for patient photocopies should cover the administrative costs and not be cost-
prohibitive to the patient. 
 
Can members provide gift certificates? 
No, members are required to bill per service and are not permitted to accept payment in advance of 
treatment. A member could instead provide a discount for their services as long as it is advertised 
honestly and open to everyone. For example, a member could provide a 50% discount for the 9th and 
10th treatments. The discount must be open to everyone and advertised honestly. 
 
If you provided 45-minutes of service and it involved moxibustion, cupping and 
acupuncture, must it be itemized or can it be indicated as 45-minutes of acupuncture? 
Invoices must accurately reflect the services provided. If modalities were provided, they should be 
indicated. It may not be necessary to distinguish time spent on each modality in an appointment. 
However, if a patient or other relevant individual requests itemization, it is professional misconduct to 
fail to itemize an account for services (see s. 22 of the Professional Misconduct Regulation). 
 
Is it appropriate to include a patient’s personal information on invoices? 
Name and address are common information found on invoices. However, more personal details such as 
date of birth or diagnosis should not be included. 
 
 

https://www.ontario.ca/laws/regulation/120318
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