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Practice Advisory #8 

Contents of Practice Records 

DRAFT FOR REGISTRANT FEEDBACK 

Practice Issue 

The proper maintenance of practice records is an important aspect of the professional responsibilities and the 
accountability of registrants. A question has arisen regarding whether practice records must include reports and test 
results from other registrants or professionals which a registrant has relied on in providing psychological services to 
a client. 

Rationale 

The Code of Conduct requires that registrants appropriately document their scientific and professional work by 
maintaining practice records. These records must be “clear and understandable” (Standard 3.20), and “complete and 
legible” (Standard 13.7).  Standard 13.6 sets out a non-exhaustive list of what these records must contain. 

The rationale behind these requirements is twofold.  

First, records are an important part of the services offered to a client. They document the case history of a client and 
may be relied on for a variety of purposes, including facilitating future psychological services by the registrant or by 
other professional service providers, and being used as evidence in a court of law. 

Second, records are an important part of the regulatory and quality assurance scheme of the profession itself, in that 
they permit accountability by allowing the College to monitor how registrants deliver services. Properly maintained 
records can also assist registrants in defending against complaints.  

Selected Relevant Standard in the Code of Conduct 

13.6 Content of records 

A registrant rendering professional services to a client or billing a third party for professional 
services must maintain records that include the following: 
 
(a) the name of the client and other identifying information; 
(b) the presenting problem or problems or the purpose of the consultation; 
(c) the fee arrangement; 
(d) the date and substance of each professional service, including relevant information on 

interventions, progress, any issues of informed consent or issues related to termination; 
(e) any test results or other evaluative results obtained and any basic test data from which the 

results were derived; 
(f) a copy of all test or other evaluative reports prepared as part of the professional 

relationship; 
(g) notations and any results of formal consults with other service providers;  
(h) any releases or consents executed by the client; and 
(i) a copy of all documents relied on the course of providing psychological services, 

including but not limited to reports, evaluations and test results generated by other health 
professionals. (Emphasis added.) 
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Advisory 

 Registrants must create and maintain complete, accurate, and accessible files. Standard 7.19 specifies 
requirements for documentation of professional activities and the rationale for this requirement.  Standard 
13.6 of the Code specifies records a registrant must maintain, but this list is not exhaustive.  Standards 13.1, 
13.2, 13.3, and 13.7, which specify requirements regarding length of record retention, do not differentiate 
between different types of documents in a practice record. 

Registrants are advised, and Standard 13.6(i) requires, that a registrant retain copies of all documents on 
which the registrant has relied in the course of providing psychological services, including any reports, 
evaluations, and test results generated by other health care professionals. Apart from the need to comply 
with the Code, a registrant who fails to keep copies of such documents bears the risk of prejudice in 
responding to any complaint during an investigation or a hearing. 

Note that the Supreme Court of Canada has held, in McInerney v. McDonald, [1992] 2 S.C.R. 138, that in 
the absence of legislation, a patient is entitled, upon request, to examine and copy all information in her 
medical records which the physician considered in administering advice or treatment, including records 
prepared by other doctors that the physician may have received. The duty to provide access is also 
expressed in Standard 6.12 of the Code of Conduct. 

 For discussion on the requirements for legibility of practice records, see Practice Advisory #6. 


