
FORM G
Statement of Clarification of Information 

Instructions:

1. Complete all fields in the form

2. Information provided should be factual and based on the information available at the time of open disclosure
3. Where information is not available, please state 
4. Where there are multiple options, delete those which do not apply as indicated on the form by “(*delete as appropriate)”

5. Form must be signed by health practitioner providing the information to the patient/relevant person.

6. Signed form to be provided to patient/relevant person


7. Copy of the form to be maintained by the health services advisor 

Health Services Provider

	Name of Health Services Provider
	

	Address 
	

	Contact Information
	Name of key contact person:

Telephone (Direct line number):

Email


Patient
	Name
	

	Medical Record Number
	

	Address 


	

	Date of Birth
	

	Contact Information
	Telephone number of patient:

Email address:


Relevant Person*
	Name
	

	Address 


	

	Contact Details
	Telephone number:

Email address:


                                                                                                                                        (* delete as appropriate)

	1. The following information was provided to - 

	(a) patient*;

	(b) relevant person*;

	(c) patient and relevant person*

Insert information provided:

                                                                                                                      (* delete as appropriate)




	2. The clarification was provided on _____/_____/_______ by:

                                                              [insert dd/mm/year]

a) The principal health practitioner*

b) The health practitioner referred to in section 19 (3) of the Civil Liability (Amendment) Act 2017*

	                                                                                                                                           (* delete as appropriate)


Signed: …………………………………

Print Name in Block Capitals: ………………………………

Principal health practitioner* on behalf of …………………………………………………………..

                                                                               [name of health services provider]:

Health practitioner referred to in section 13(1)* of the Civil Liability (Amendment) Act 2017* on 
behalf  of ……………………………………………..

                 [name of health services provider]:

                                                                                                                               (*delete as appropriate)
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Regulation 6


Part 2


Civil Liability (Amendment) Act 2017





Clarification of information


Statement for purposes of section 19(5) of Civil Liability (Amendment) Act 2017









