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WA STATE TRAUMA REGISTRY DATA REQUEST FORM
	SECTION 1:  REQUESTOR DETAILS

	Name
	
	Contact Number
	

	Position
	
	Work Location
	

	Email Contact
	

	Recipient Name 
(if not the same as the requestor)
	
	Contact Number
	

	Position
	
	Work Location
	

	Email Contact
	

	Urgency (Please circle)

(subject to Registry resources and Ethics approval if applicable)
	Urgent: 1-10 Working days
	Semi-Urgent: 11-30 Working Days
	Non-Urgent:  31 + Working Days

	Reason/Purpose (nature of study/audit)
	

	Description of Information Required 
(Please include data items/variables required – available on request)
	

	Specific Business Rules to be applied to the data (e.g. only include AIS scores >2)
	

	Volume of Data/Reporting Period Required
	

	Details as to how the data will be used (where the data will be presented)
	

	List all persons who will have access to the data
	

	Data Retention Period
	
	Date Requested
	

	Frequency 
(Circle as appropriate)
	One off Request
	Fortnightly
	Monthly
	6 Monthly
	Annually
	Ongoing

	
	Other (please specify)  
	

	Requestor Signature
	
	Date
	

	SECTION 2: APPROVAL DETAILS (Office use only)

	Request Number
	
	Date Received
	

	Comments 
(Discussion with requestor – revisions required? Agreement to proceed? Can data be provided?)
	

	Data Custodian Recommendation
(Circle as appropriate)
	Approved
	Not approved

	Data Custodian Signature
	
	Date
	

	Approval Status 
(Circle as appropriate - to be completed by Trauma Committee)
	Approved
	Date
	Not approved

	Trauma Committee Signature 1
	
	
	

	Trauma Committee Signature 2
	
	
	

	Trauma Committee Signature 3
	
	
	

	SECTION 3: COMPLETION DETAILS (Office use only)

	Date Completed
	
	Date Provided
	

	Revisions Required
	



WA  State Trauma Registry Data Release Contract
The following contract is designed to protect the confidentiality and integrity of health information and patient data after its release upon request to an internal (WA Health) or external individual, department or organisation.
OBLIGATIONS OF THE REQUESTOR
By signing the contract, the requestor:
· Agrees to maintain the data in a confidential and secure manner in the location to which it was originally released.

· Acknowledges that the data released remains the property of WA Health.

· Agrees to, under no circumstances, pass on or divulge the released data to a third party without the prior approval of the Data Custodian.

· Agrees not to use the data for any purpose other than that for which it was originally requested.

· Agrees that the source of the data will be properly referenced whenever it is used in publications.

· Agrees not to copy or store parts or the whole of the released dataset in a directory that may be accessible to anyone else.

· Agrees not to leave printouts of datasets in any form in an area accessible to anyone else.

· Agrees to destroy all copies of the data and hard copies upon completion of its use for the purpose intended and inform the Data Custodian of the outcome.
DISCLAIMER
All information/data provided is accurate and up to date at the time of release.  WA Health cannot be held liable for the accuracy of the reports based on the analysis of the data.
CONTRACT
I _____________________________________________________________ (please print)

Of __________________________________________________ department/organisation

Acknowledge that I have read and agree to the above provisions of the contract and indicate the intended use of the information requested as follows:-

__________________________________________________________________________

I agree to retain the data in the following location in a secure manner:-

__________________________________________________________________________

Signed: _______________________________________

Position/Title: __________________________________   Date: ______________________


	Request Number: _____________________  Received by:  ____________________________________




Witnessed by __________________________ Position: ____________________________________





Signature: ____________________________ Date: ________________________________





Please forward completed data request to:


State Trauma Office


Trauma Service, Surgical Division


Level 1 North Block


Royal Perth Hospital


�
Or email to:


� HYPERLINK "mailto:StateTraumaOffice@Health.wa.gov.au"��StateTraumaOffice@Health.wa.gov.au��
�
�
�
�



Level 1 North Block


Royal Perth Hospital
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