PAGE  
2

PROFESSIONAL INSPECTION QUESTIONNAIRE

If the following information obtained from the Collège des médecins du Québec's official list are erroneous or incomplete, please make the corrections.

Doctor 
# de permis
âge
M
Adresse professionnelle
Sample of your signature and your initials
(As found in your files)

_________________________________________

__________

This questionnaire is addressed to all doctors.

Fill in the questions which only apply to your professional practice.

· The questions 1 to 12 apply to all,

· 13 to 15 to whom practice in establishments,

· 16 to 60 to whom practices in private office and
· question 61 is exclusive for outside establishment medical imaging.

1. DISTRIBUTION OF YOUR PROFESSIONAL ACTIVITIES

 %

· Patient care in a hospital center
· Outpatient clinic


· Emergency


· Ward


· Intensive care


· Others _____________________________


· Patient care in a private office 


· Patient care in long term care


· Patient care in CLSC / CSSS in primary care


· Patient care in CLSC / CSSS in public health


· House calls


· Teaching, excluding patient care


· Research, ____% in establishment,   ____% in a private office, phase ____


· Medical administrative activities : title ___________________________


· Other activities: medical expertise, occupational medicine, coroner, etc.


Describe


2. Indicate the predominance of your professional activities, for family physicians or specialists, if relevant.
	allergies
 FORMCHECKBOX 

	obstetric
 FORMCHECKBOX 


	anesthesia
 FORMCHECKBOX 

	pediatric / adolescent
 FORMCHECKBOX 


	walk-in clinic 
 FORMCHECKBOX 

	phlebology
 FORMCHECKBOX 


	detoxication
 FORMCHECKBOX 

	psychiatry/mental health
 FORMCHECKBOX 


	Plastic surgery
 FORMCHECKBOX 

	public health
 FORMCHECKBOX 


	Geriatric
 FORMCHECKBOX 

	long term care
 FORMCHECKBOX 


	gynecology
 FORMCHECKBOX 

	palliative care
 FORMCHECKBOX 


	family medicine
 FORMCHECKBOX 

	emergency in establishment
 FORMCHECKBOX 


	sport medicine
 FORMCHECKBOX 

	house calls
 FORMCHECKBOX 


	obesity
 FORMCHECKBOX 

	others _______________________
 FORMCHECKBOX 




3. Are you part of a Family Medicine Group (GMF) or a Clinique-Réseau?






Yes
 FORMCHECKBOX 

No
 FORMCHECKBOX 

4. Do you practice alone?
 FORMCHECKBOX 

In a group?

 FORMCHECKBOX 

If you practice alone, specify the replacement modalities during vacations, holidays or other absences
5. Do you have an agreement with a practicing nurse specialized in primary care ? 
  


Yes
 FORMCHECKBOX 

No
 FORMCHECKBOX 


If yes, provide a copy
6. Have you ever written a collective prescription? 





Yes
 FORMCHECKBOX 

No
 FORMCHECKBOX 


If yes, provide a copy
7. For specialists, do you practice outside of your specialty? 




Yes
 FORMCHECKBOX 

No
 FORMCHECKBOX 


If yes, _______ %
Specify or complete Q # 2: 
PLACE OF PRACTICE
8. For each place of practice, please provide complete information :

	Place of Practice
(office, establishments, etc.)
	Address 
(street, city, postal code)
	Telephone
	Hours/
Week

	
	
	(    )
	

	
	
	(    )
	

	
	
	(    )
	

	
	
	(    )
	

	
	
	(    )
	

	
	
	(    )
	

	
	
	(    )
	


9. Describe a typical work week, indicating the place, the number of hours and the type of professional activities, and the time of the day : AM, PM, evening, night.
	DAY
	PLACE
	NUMBER OF HOURS

	MONDAY
	
	

	
	
	

	
	
	

	TUESDAY
	
	

	
	
	

	
	
	

	WEDNESDAY
	
	

	
	
	

	
	
	

	THURSDAY
	
	

	
	
	

	
	
	

	FRIDAY
	
	

	
	
	

	
	
	

	SATURDAY
	
	

	
	
	

	SUNDAY
	
	

	
	
	


	On-call frequency
	

	
	

	
	


10. Resume your activities and the number of patients
	Activities
	# hours/    week
	# patients / week

	Office practice activities
	
	

	House calls
	
	

	Short term care activities in establishment
	
	

	Long term care activities in establishment
Total number of patient under your care________
	
	


CONTINUING PROFESSIONAL DEVELOPMENT ACTIVITIES (CPD)

· I take part in a self-managed CPD approved plan (CMQ, FMOQ, others).
 FORMCHECKBOX 

· I take part in the Maintenance of Certification program of the Royal College of Physicians and Surgeons of Canada (RCPSC). 

 FORMCHECKBOX 

· I take part in the Maintenance of Certification program of the College of Family Physicians of Canada (CFPC). 

 FORMCHECKBOX 
 
Provide your plan or profile and go to question # 14. 
If No, answer questions 11 to 13.

11. Indicate all your CPD activities, and for activities accredited by a recognized organism, specify the number of hours allowed for each one or the number of credits. Provide attestations of attendance.
	Continuing professional development activities
	Year
	Hours or Credits

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


12. Indicate which medical journals and web sites you read/consults the most.
If you do not practice in an establishment, go to question 16
PRACTICE IN ESTABLISHMENT
13. In establishment, you are : attending physician _____% consulting physician _____%

14. Specify the number of days per month devoted to your activities in establishment :

15. Do you do :
· Surgical assistance?
Yes 
 FORMCHECKBOX 
 
No
 FORMCHECKBOX 

· Diagnostic and therapeutic procedures?
Yes 
 FORMCHECKBOX 
 
No
 FORMCHECKBOX 

	Indicate the most frequent technique that you perform the most :
Examples:  Stress echocardiography. echocardiography, epidural, biopsy/excision, EMG, bronchoscopy, cystoscopy, arthroscopy, marrow puncture, anaesthesia, etc.

Enumerate the type of surgical interventions which you perform the most : 

Examples : 
Endocholecystectomy, Moore prosthesis, hysterectomy


	DESCRIPTION
	NUMBER / MONTHS

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	
	


If you do not practice outside an establishment,
You do not have to answer the questions of the following pages
Comment and Sign. Thank you!
COMMENTS
[image: image1.wmf]
	Planned unavailable periods for the upcoming months

	

	

	


Date : 

Signature : 

Fill in the questions #16 to 61
Only if you practice outside an establishment
OUTSIDE ESTABLISHMENT PRACTICE
16. If you practice exclusively or partially outside an establishment (office, consulting room, clinic or polyclinic) are you?

Owner
 FORMCHECKBOX 


Tenant
 FORMCHECKBOX 

17. If you are a tenant, do you have a written agreement with the owner?





Yes
 FORMCHECKBOX 

No
 FORMCHECKBOX 

Articles of the Code of Ethics for Physicians of Quebec

73. A physician must refrain: 

1°  from seeking or obtaining undue profit from the prescription of apparatus, examinations, medications or treatments; 

2° from granting, in the practice of his profession, any benefit, commission or rebate to any person whatsoever; 

3° from accepting, in his capacity as a physician or by using his title of physician, any commission, rebate or material benefit with the exception of customary presents and gifts of modest value. 

73.1 Specifically constituting a material advantage as contemplated by subparagraph (3) of section 73 is the enjoyment of a building or a space at no charge or at a discount for the practice of the medical profession granted to a physician or to a partnership or corporation of which he is a partner or shareholder by: 

1°  a pharmacist or a partnership or corporation of which the pharmacist is a partner or shareholder; 

2° a person whose activities are linked, directly or indirectly, to the practice of pharmacy; 

3° another person in a context that may present a conflict of interests, whether real or only apparent. 

Whether a rent is fair and reasonable is determined as a function of local socio-economic conditions at the time it is fixed.

18. If you have a written agreement, does it respect the Code of Ethics, specifically the articles 73. and 73.1?






Yes
 FORMCHECKBOX 

No
 FORMCHECKBOX 

19. Outside establishments, do you consider yourself the “primary care physician” of the patients who consult you?

Always
 FORMCHECKBOX 

Most of the time
 FORMCHECKBOX 

Rarely
 FORMCHECKBOX 

Never
 FORMCHECKBOX 

20. How many patients, in average, do you see in consultation in your office during a typical working week?
With appointment ________      Without appointment _________

21. How many new patients, in average, do you see each week?

22. On an average, what is the delay to obtain an appointment in your office for a non urgent consultation?  ___________________
23. Do you do pregnancy follow-up?
Yes
 FORMCHECKBOX 
   _________/year       No
 FORMCHECKBOX 



· Up to how many weeks of pregnancy: _______/weeks
24. Do you do deliveries?
Yes
 FORMCHECKBOX 
  _______/year
No
 FORMCHECKBOX 
  
Alone?   FORMCHECKBOX 

In a group?
 FORMCHECKBOX 

· In which hospital center?



25. Do you do diagnostic or therapeutic procedures (ex. : lesion excision, biopsy, scopy) in your office?
Yes
 FORMCHECKBOX 
      No FORMCHECKBOX 
   
If yes,
number by week


Procedure being done


· Do the specimens undergo pathology analysis? 
Yes   FORMCHECKBOX 
  No  FORMCHECKBOX 
   
· If yes, in which hospital center?


If not, why?



26. Do you do infiltrations in your office? 
Yes   FORMCHECKBOX 
  No  FORMCHECKBOX 
   
If yes,
specify
Anatomical sites


Number by week


27. In your patient’s treatment, do you use alternative medicine?


Yes   FORMCHECKBOX 
  No  FORMCHECKBOX 
   
If yes,
specify
	acupuncture
 FORMCHECKBOX 

	hypnosis
 FORMCHECKBOX 


	biofeedback
 FORMCHECKBOX 

	osteopathy
 FORMCHECKBOX 


	homeopathy
 FORMCHECKBOX 

	Others  _________________________
 FORMCHECKBOX 



28. Outside your usual office hours, specify how you ensure care for problems that your patients consider urgent?
Specify


29. How do you manage your telephone calls?
· During office hours?
Specify


· Outside office hours?

Specify


30. How do you manage conveying the results of complementary exams to your patients?
Specify


KEEPING OF CONSULTING ROOMS
31. Do you own the following instruments or apparatus?
· Sphygmomanometers
Mercury column type?
Yes   FORMCHECKBOX 
  No  FORMCHECKBOX 

Aneroid type?  Calibration date ____/____/______
Yes   FORMCHECKBOX 
  No  FORMCHECKBOX 

*
Indicate the dimensions of the cuffs you use:
· Electrocauterization apparatus?

Yes   FORMCHECKBOX 
  No  FORMCHECKBOX 

· Electrocardiograph? 


Yes   FORMCHECKBOX 
  No  FORMCHECKBOX 

· Monofilament? 


Yes   FORMCHECKBOX 
  No  FORMCHECKBOX 

· Spirometry or peak expiratory flow rate?  

Yes   FORMCHECKBOX 
  No  FORMCHECKBOX 

· Echocardiograph apparatus? endoscopy? 
Yes   FORMCHECKBOX 
  No  FORMCHECKBOX 

If yes, specify


· Others


32. Specify your procedure for disinfecting and sterilizing instruments:
· Do you clean them? 
Yes   FORMCHECKBOX 
  No  FORMCHECKBOX 

· Specify


· Do you use soaking? 
Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 



Solution(s) used


· Duration of soaking


· Turn over of solutions



· Do you use a sterilizer? 
Yes   FORMCHECKBOX 
  No  FORMCHECKBOX 

· Type (dry or moist heat) and duration? ________________
· Wrapping? 
Yes   FORMCHECKBOX 
  No  FORMCHECKBOX 

· Use of physical markers? 
Yes   FORMCHECKBOX 
  No  FORMCHECKBOX 

· Use of biological markers? 
Yes   FORMCHECKBOX 
  No  FORMCHECKBOX 

33. Specify the procedure used for the following instruments, if applicable:
· Surgical instruments


· Endoscopic instruments


· Metal vaginal speculums


· Thermometers


· Otoscope speculums


34. Specify your method of disposing of the following products:
· Needles


· Syringes



· Vaccine vials


· Used compresses


· Liquids sucked up (blood, suction liquid, etc.)



Name and address of the company, if applicable:
35. Do you perform the following examinations in your office:
· Pap smear? 
Yes   FORMCHECKBOX 
  No  FORMCHECKBOX 

· Examination of fresh vaginal smears? 
Yes   FORMCHECKBOX 
  No  FORMCHECKBOX 

· Samples of bacteriological examination? 
Yes   FORMCHECKBOX 
  No  FORMCHECKBOX 

If yes,
Method of transportation

Conservation methods?



· Capillary measure of glucose level? Yes   FORMCHECKBOX 
  No  FORMCHECKBOX 
   Calibration date ____/____/______ 
· Stick urinalysis? 
Yes   FORMCHECKBOX 
  No  FORMCHECKBOX 

· Blood tests? 
Yes   FORMCHECKBOX 
  No  FORMCHECKBOX 

Specify



· Others? 
Yes   FORMCHECKBOX 
  No  FORMCHECKBOX 

Specify



36. How far is your office from a hospital center? 
 Km

37. Do you own the following resuscitation equipment:
· Semi-automatic external defibrillator
Yes   FORMCHECKBOX 
  No  FORMCHECKBOX 

· Laryngoscope? 
Yes   FORMCHECKBOX 
  No  FORMCHECKBOX 

· Endotracheal tube? 
Yes   FORMCHECKBOX 
  No  FORMCHECKBOX 

Which size? 



· Cuffed double lumen oesophageal tracheal tube (Combitube®)? 
Yes   FORMCHECKBOX 
  No  FORMCHECKBOX 
 
· Guedel tube? 
Yes   FORMCHECKBOX 
  No  FORMCHECKBOX 

· Suction machine? 
Yes   FORMCHECKBOX 
  No  FORMCHECKBOX 

· Ambu or other ventilation mask? 
Yes   FORMCHECKBOX 
  No  FORMCHECKBOX 

Specify


· I.V. solution? 
Yes   FORMCHECKBOX 
  No  FORMCHECKBOX 
 
Specify the type



· Oxygen? 
Yes   FORMCHECKBOX 
  No  FORMCHECKBOX 

Specify



38. Do you keep these emergency medications in your office?

· Adrenaline 
Yes   FORMCHECKBOX 
  No  FORMCHECKBOX 

· Atropine 
Yes   FORMCHECKBOX 
  No  FORMCHECKBOX 

· Diphenhydramine (Benadryl R ) 
Yes   FORMCHECKBOX 
  No  FORMCHECKBOX 

· Acetylsalicylic Acid (ASA R) 
Yes   FORMCHECKBOX 
  No  FORMCHECKBOX 

· Others



39. Do you keep controlled drugs (methylphenidate, barbiturates, amphetamines, diethylproprion, phentermine) or narcotics (codeine, morphine, hydromorphone, hydrocodone, pentazocine, propoxyphene, etc.) or parenteral use of benzodiazepines?


Yes   FORMCHECKBOX 
  No  FORMCHECKBOX 

· Are they under lock and key?
Yes   FORMCHECKBOX 
  No  FORMCHECKBOX 

40. Do you keep volatile drugs (liquid nitrogen, ether, ethyl chloride, etc.) or toxic?Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

      If yes which ones? _____________________
41. Do you keep medication samples ? 
Yes   FORMCHECKBOX 
  No  FORMCHECKBOX 

· How often are they inventoried?



· Who is responsible for the?


· What use do you make of them ?


42. Do you admnister vaccines? 
Yes   FORMCHECKBOX 
  No  FORMCHECKBOX 

If yes, which ones?


43. Are the vaccines kept in a separate refrigerator from the one used to keep food?
Yes FORMCHECKBOX 
No FORMCHECKBOX 

44. Do you process in a continuous monitoring of the refrigerator temperature? Yes   FORMCHECKBOX 
  No  FORMCHECKBOX 
 
45. How do you dispose of your expired medications and vaccines?

Specify



46. Do the patients who consult you have access to a washroom?
Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 
   
· Where is it located?


47. How do you ensure privacy for the patients who consult you?

48. Are there any access facilities for person with mobility impairment? Yes   FORMCHECKBOX 
  No  FORMCHECKBOX 
   
49. Do you maintain these records or registry for your patients? 
Time keeping
· Consultations 
With appointments:
Yes   FORMCHECKBOX 
  No  FORMCHECKBOX 
   

year
Without appointment:
Yes   FORMCHECKBOX 
  No  FORMCHECKBOX 
   

year
House calls:
Yes   FORMCHECKBOX 
  No  FORMCHECKBOX 
   

year
· Patients undergoing a surgical procedure or invasive diagnostic intervention :


Yes   FORMCHECKBOX 
  No  FORMCHECKBOX 


year                          
· Patients followed as part of a research project: 




Yes   FORMCHECKBOX 
  No  FORMCHECKBOX 
                      
year
· The use and monitoring of controlled drugs, narcotics and 
benzodiazepines (substances given or administered to a 
patient, destroyed or in your possession)
Yes   FORMCHECKBOX 
 No   FORMCHECKBOX 
 
   year
50. Who are the employees working for you?

· Nurse?
Number:



Specify duties?





· Secretary?
Number:



Specify duties?





· Receptionist?
Number:




Specify duties?





· Others?


Specify





51. Does your staff have special instruction with regards to:
· Confidentiality?
Specify





· Renewal of drug prescriptions?


Specify





· Results of complementary exams?

Specify





· Are they trained for basic resuscitation procedures?
Specify:











RECORD KEEPING
52. Do you use electronic medical records? Yes   FORMCHECKBOX 
  No  FORMCHECKBOX 
   Provider: ____________
53. If in a group, do you keep common records?
Yes   FORMCHECKBOX 
  No  FORMCHECKBOX 
  
54. Do you keep medical records?
Individual  FORMCHECKBOX 
  Family  FORMCHECKBOX 

55. Are all documents concerning a patient kept


together in one medical record?
Yes   FORMCHECKBOX 
  No  FORMCHECKBOX 
  
56. Have you proceeded to the destruction of medical records?
Yes   FORMCHECKBOX 
  No  FORMCHECKBOX 
  
If yes, how?





57. Preservation of medical records
· How long do you keep an inactive medical record?




· How do you keep your medical records?




58. Does your medical record contains the following items:

· Summary?
Yes   FORMCHECKBOX 
  No  FORMCHECKBOX 
  
· Consultation request?
Yes   FORMCHECKBOX 
  No  FORMCHECKBOX 

· Consultation reports?
Yes   FORMCHECKBOX 
  No  FORMCHECKBOX 

· Request for complementary exams ?
Yes   FORMCHECKBOX 
  No  FORMCHECKBOX 

· Reports of complementary exams?
Yes   FORMCHECKBOX 
  No  FORMCHECKBOX 

· List of medications?
Yes   FORMCHECKBOX 
  No  FORMCHECKBOX 

· Follow up sheet for chronic diseases?
Yes   FORMCHECKBOX 
  No  FORMCHECKBOX 

59. Do you write in your medical record the following items:
· Reason of consultation?
Yes   FORMCHECKBOX 
  No  FORMCHECKBOX 

· History of the actual disease?
Yes   FORMCHECKBOX 
  No  FORMCHECKBOX 

· Diagnosis or differential diagnosis?
Yes   FORMCHECKBOX 
  No  FORMCHECKBOX 

· List of the requested complementary exams?
Yes   FORMCHECKBOX 
  No  FORMCHECKBOX 
  
· List of drug prescription?
Yes   FORMCHECKBOX 
  No  FORMCHECKBOX 

· List of other prescriptions (diet, exercise, etc.)?
Yes   FORMCHECKBOX 
  No  FORMCHECKBOX 

· Suggested follow-up?
Yes   FORMCHECKBOX 
  No  FORMCHECKBOX 

· Other elements? Yes   FORMCHECKBOX 
  No  FORMCHECKBOX 
  Specify:



60. Provide the following documents:

· a copy of a record of a patient under regular care, including the first visit and follow-up visits;
· a copy of a record of a patient who consulted you without appointment;
· your business card;
· a cancelled copy of the form used for medication prescriptions;
· a copy of your agreement with a specialized nurse in primary care, if relevant;
· a copy of the collective prescriptions that you have written, if relevant;

· your self-managed plan of continuing professional development (CPD),

· or your profile of the Maintenance of Certification program of the Royal College of Physicians and Surgeons of Canada. 
· or your profile the Maintenance of Certification program of the College of Family Physicians of Canada.
· or a copy of attestations of attendance to your CPD activities.

61. Outside establishment medical imaging
	
	Or attach the last report of the controller physicist

	
	
	

	
	
List of the imaging equipment of the clinic

	
	Description :
	

	
	Age :
	

	
	Posted technique chart used:
	

	
	Date of the last update of equipment:
	

	
	
	

	
	
Radio protection
	

	
	-
Premises, staff, patients
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
File management
	

	
	-
Record, index, classification, storage of films and reports:

	
	
	

	
	
	

	
	
	

	
	
	

	
	
Staff
	

	
	-
Technologists (number, details) :
	

	
	
	

	
	
	

	
	
	

	
	
	


COMMENTS

	Planned unavailable periods for the upcoming months

	

	

	



Date :


Signature :

