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Warning about distressing information

This guide contains information that some people may find distressing. If you experienced abuse as a child or young person in an institution mentioned in this guide, it may be a difficult reading experience. 

Guides may also contain references to previous views, policies and practices that are regrettable and do not reflect the current views, policies or practices of the department or the State of Victoria. 

If you find this content distressing, please consult with a support person either from the Department of Health and Human Services or another agency.

Disclaimer

Please note that the content of this administrative history is provided for general information only and does not purport to be comprehensive. The department does not guarantee the accuracy of this administrative history. For more information on the history of child welfare in Australia, see Find & Connect.

	Patient information

	Admission and Discharge

	Patient index cards
Unappraised, 1893-1993

Content: Cards providing summary descriptions of patients admitted to the hospital. 

Arranged alphabetically by patient surnames and detail: patient admission details, movement, physical and mental condition, date of discharge or death.

Cards of “Recommended and Approved” patients are double-sided. The front contains personal details and reception details. The reverse provides for notes on patients’ mental and physical condition, and their movements (whether/where transferred, discharged, or died). The earlier card system is titled “Hospital for the Insane”: the subsequent system, “Mental Hospital”.

Cards of “Voluntary Boarders” are single-sided with personal details and reception/discharge information. 

The pink Statistical Record Cards were from a system introduced in 1961 by the Mental Health Research Institute to provide data on mental disorders in Victoria for administrative and epidemiological purposes. Yellow cards for males and white for females were completed for every patient admitted. The pink copies were retained for each facility.

These Statistical Record Cards are folded with one page containing personal information, two pages with movement details (admission and discharge dates), and in most cases “Superintendent’s Report” sheets.

Regardless of the category, the cards include patient admission numbers (separate numerical sequences for “Recommended” male and female patients, as well as “Voluntary Boarder” admissions).

	Patient Master Index Cards 

Unappraised, 1960-95

Content: Printed pink cards 20 x 12.5 cm (MH 27A Form) folded in half creating four faces. One face records identifying information: name, date and place of birth, nationality, religion, education, occupation next of kin etc. Two faces provide admission and discharge details. The fourth contains diagnosis notes and records of outpatient attendances. 

Whichever way they are folded, inside is pasted one or more “Report of Superintendent as to Physical and Mental Condition of the Patient”, showing the patient’s condition at different times during their stay, or upon different admissions.

In 1962, the format of Warrants changed although remained based on the existing individual inpatient card index. 
One of the five main forms used to collect system statistics was the 'Statement of Personal Details of Patient' (MH2), completed on patient admission and attached to the Warrant. This form is coded for computer input.
The cards are arranged in alphabetical order by patient names. Male and female patients are mixed together.

	Register of Patients: Voluntary Boarders

Permanent (VPRS Number 17800 / P0001), 1914-63

Content: Volumes detailing voluntary male and female patient admissions to Ballarat Hospital for the Insane (1914–34) and Ballarat Mental Hospital (1934–69) (VA 2844). 

The Register of Patients: Voluntary Boarders volumes include: 

· Admission number 

· Name 

· Date of reception 

· Marital status 

· Age 

· Occupation 

· Address 

· Form of mental disorder 

· Period of residence agreed 

· Discharge / Death details 

A remarks field indicates religion, and some have information regarding costs and details of relatives. 

Recordkeeping System

Entries are made chronologically by reception date. Separate sequential admission numbers are assigned to male and female patients from 1914–43. Between 1943–53, admission numbers are not allocated. After 1953, a new sequence of admission numbers is assigned to both male and female voluntary boarders. 

Records of patients in asylums were well controlled. 

Mostly, patient records are arranged by the date of admission or date of discharge (including death). Some asylums, however, maintained a nominal register by patient surname. 

Patient admissions were recorded in date order and each was allocated an admission number. An index of surnames was often created to provide access to the entries. Admission warrants authorising patients’ committal were filed by admission number and arranged by admission date. 

Case histories were recorded on each patient, initially entered in bound volumes, (case books) in order of admission date (admission number order). A separate index to the case books was sometimes maintained, and from 1912 used loose-leaf folios for patient clinical notes.

Folios were transferred with patients when they moved between asylums, and the notes filed alphabetically by surname according to the year of final discharge or death. 

In 1953, clinical notes became patient files, and were controlled and arranged the same way. 

Routine examinations of patients were recorded in annual and quinquennial (five-yearly) examination registers, usually by date of examination or date of admission. The volumes are often self-indexing. 

The discharge, transfer or death of patients was initially recorded in separate discharge registers as well as in the register of patients and the case histories. From 1962, separate discharge registers were phased out.

	Nominal Register

Permanet (VPRS 8235 / P0001), 1877-1903

Content: A volume created at the Sunbury  Asylum to record the names of patients admitted in chronological order for each letter of the alphabet. Males are listed on the left of each folio: females on the right, with patients’ names, admission dates, age on admission, and discharge dates. 

The Register originally recorded patients’ admission to Ballarat Asylum 1877–79. Most of these entries have "transferred to Sunbury" written against their names. 

Use the register to obtain a patient’s admission date and the location of his/her case history recorded in VPRS 7405 Case Books of Male Patients or VPRS 7406 Case Books of Female Patients.

	Nominal Register of Patients

Permanent (VPRS Number 7426 / P0001), 1893 – 1907

Content: The Nominal Register of Ballarat Asylum patients admitted May 1893 to April 1907 showing admission and discharge dates. 

Nominal Registers recorded the names of all patients on an Asylum’s books, either in residence or absent on trial leave. Details recorded include:

· name of patient

· date of admission

· date of discharge/transfer/death,

· how discharged

Recordkeeping System

The volume was self-indexed. It was arranged alphabetically by the patient's surname and then chronologically by date of admission within the alphabetical listings.

	Nominal Register: Voluntary Boarders

Permanent (VPRS Number 17801 / P0001), 1914-62

Content: A volume listing voluntary male and female patient admissions to Ballarat Hospital for the Insane (1914–34) and Ballarat Mental Hospital (1934–62). 

Nominal Registers usually only record the name of the patient, date of admission and date of discharge (including death). They often comprise a list of patients in care at a particular time. They can be used to access patient records if the date of admission or date of patient’s discharge is not known. 

Recordkeeping System

The records are arranged alphabetically by surname., 

Records of patients in asylums were well controlled. (see above for more information) 

How to Use the Records

Nominal registers are usually self-indexing, i.e. entries were made in alphabetical sections according to patients’ surnames. Each section’s entries are chronological by admission date. 

	Discharge Register

Permanent (VPRS 7553 / P0001, 7553 / P0002), 1893 – 1918 and 1899 – 1988
Content: Within 24 hours of a patient’s discharge, removal or escape, the Lunacy Statute 1867 required the clerk of the asylum to make and sign an entry to record the event in the discharge register – the register of discharges, removals and deaths. Subsequent legislation included similar provisions. An entry was also to be made in the register of patients and a written notice was to be sent to the Chief Secretary. 

The format of the discharge register was specified in the Act and details recorded included: date of death, discharge or removal, date of last admission, number in register of patients, name at length, name of hospital to which patient removed (if applicable), condition on discharge, cause of death (if applicable) and age at death. The entries are arranged chronologically by discharge date. 

Ballarat Discharge Register: to date only one register has been recovered. However, it was likely once part of a larger collection that was arranged chronologically.

Recordkeeping System

The entries are arranged chronologically by discharge date. There is an index by patient name at the front of the volume. There are two separate numerical sequences for male and female patients.

Volume is embossed with volume 1 on the spine

Contents: 28 July 1893 – 30 December 1918.

1-552 (Males) 1-659 (Females)
How to use the Records

Some volumes include an index by patient names with references to the page number for the patient's entry. Where there is no index, researchers need to know the patient’s discharge date, usually recorded in the Register of Patients and sometimes recorded in the Nominal Registers.

	Register of Patients 

Permanent (VPRS Number 17799 / P0001, 1968 – 1990

Content: Volumes detailing male and female patient admissions to Ballarat (Asylum 1877–79; 1893–1905; Hospital for the Insane 1905–34; Mental Hospital 1934–69; Lakeside Hospital 1969–97), including: 

· Admission number 

· Patient name 

· Admission date 

· Marital status 

· Date of birth 

· Form of mental disorder 

· Religion 

· Previous place of abode 

· Date of removal, Discharge or Death  

Entries are chronological by patient admission date. Separate sequential admission numbers are assigned to male and female patients from 1893–1962. 

Registers of Patients

Public asylums and licensed houses were required to maintain a register of patients – the Book of Admissions, or Admissions Register, or Admission And Discharge Register – sometimes stamped on the volumes. (Institutions were also required to maintain a separate register of discharges, removals and deaths: a Discharge Register.)
Immediately upon a person’s admission, the clerk of the asylum had to enter in the register of patients: patient's name; date of admission; admission number; date of last previous admission; age; marital status; occupation; previous place of abode; religion; form of mental disorder; state of physical health. Further details were entered upon death, transfer or discharge.  

After the Mental Health Act 1959, the record then was officially known as the register of patients and discharge register and included information about the five types of admission: 

· Voluntary boarders (V) entered the hospital at their own request or, if under the age of 16, at the request of a parent or guardian and on the opinion of a medical practitioner. 

· Recommended (R) and approved (A) patients were admitted upon the recommendation of a medical practitioner. As soon as possible after admission the hospital superintendent was required to examine the patient and either approve the admission, or discharge the patient. 

· Judicial admissions (J). An order could be made for a mentally ill person to be admitted to/detained in a mental hospital via an oath made before a justice that they were not receiving proper care, or could not support themselves, or had committed an offence, and after examination by two medical practitioners. 

· Security patients (S) were those who were in gaol but were determined to be mentally ill and transferred to a mental hospital. 

The register of patients and discharge register officially superseded the separate discharge register.
Records of patients in asylums were well controlled. 

Mostly, patient records are arranged by the date of admission or date of discharge (including death). Some asylums, however, maintained a nominal register by patient surname. 

Patient admissions were recorded in date order and each was allocated an admission number. An index of surnames was often created to provide access to the entries. Admission warrants authorising patients’ committal were filed by admission number and arranged by admission date. 

Case histories were recorded on each patient, initially entered in bound volumes, (case books) in order of admission date (admission number order). A separate index to the case books was sometimes maintained, and from 1912 used loose-leaf folios for patient clinical notes.

Folios were transferred with patients when they moved between asylums, and the notes filed alphabetically by surname according to the year of final discharge or death. 

In 1953, clinical notes became Patient Files, and were controlled and arranged the same way. 

Routine examinations of patients were recorded in annual and quinquennial (five-yearly) examination registers, usually by date of examination or date of admission. The volumes are often self-indexing. 

The discharge, transfer or death of patients was initially recorded in separate discharge registers as well as in the register of patients and the case histories. From 1962, separate discharge registers were phased out. 

	Numerical Registers

Temporary, 1954–84

Content: The nursing administration compiled numerical registers to provide a detailed daily summary of patient statistics: admissions, discharges, transfers and staff changes. Patient numbers are separated between male and female, voluntary, recommended and informal. Bed numbers and beds available at the ward level are also included. The staff statistics are recorded until 1967. Destroyed 2001.

	Register of Ballarat Mental Hospital Patients Boarded Out at Ballarat District Benevolent Home 

Unappraised, 1913-43

Content: No details currently available. Records awaiting processing.

	Patient Case Management

	Clinical Notes and Patient Files: Mental Hospital

Permanent (VPRS 18108 / P0001, 1912-1994

Content: Legislation required that each patient admitted into a Receiving House/Psychiatric Hospital have a file created to document their case history from time of admission to discharge or death, as directed by the Governor in Council.  

The format and content of patient case files varied over time. Between 1912 and 1953 the files were known as clinical notes. From 1953 the format of the records changed to a cover with papers contained within. File content was inconsistent until the Mental Health Regulations 1962 brought about major changes including standardised forms.

In 1912 the format of case histories was altered from bound casebooks to a loose-leaf folio format, known as patient clinical notes. This change meant that the case notes could be transferred whenever the patient was moved to another hospital, or separated from other files when a patient was discharged or died. 
Information recorded in patient clinical notes included: 

· personal details 

· name and address of nearest relative or friend, by whom brought (to the asylum) 

· previous residence 

· age and sex of patient 

· marital status 
· if any family 

· occupation 

· habits of life and native place 

· medical details 

· the form of insanity 

· duration of present attack 

· if disordered before/if condition hereditary 

· specific signs of insanity 

· if suicidal 

· if dangerous and destructive 

· a brief description of bodily condition. 

The page on the right records patient’s medical history. A full account of the mental and physical condition of the patient was to be entered: 

· A on the patient’s admission 

· B at least once weekly for the first four weeks

· C at least monthly for the following two months

· D at six-monthly intervals thereafter.

Such thorough, accurate notes were not always maintained. The clinical notes usually record whether the patient was transferred elsewhere, discharged or died while in custody. A copy of the post-mortem examination report is sometimes included in cases of death. A photograph of the patient on admission is sometimes included. Some folios contain patient-related correspondence. It is thought that the clinical notes were kept in wards until patients’ death or discharge.

Following the patient's last discharge, or death, the case histories were arranged chronologically by discharge year and then alphabetically by patient surname within each year.  

The evolution of modern psychiatry resulted in increasingly complex and detailed patient records. In 1953 the format of case histories changed from a loose-leaf folio format to files, whose format and contents also changed over time. 
The Mental Health Regulations 1962 and later established the format and content of various records that together constituted the patient file or hospital record. 
Such files contained: 
· a statement of personal details of patient
· letters of referral
· reports of the Superintendent's examinations
· specialist reports
· dental reports and reports of special investigations
· physical examinations, psychiatric history and examinations
· re-admissions, re-examinations and post-mortems

· reports by nurses, occupational therapists and social workers.

Some files included a treatment card.  
Greater consistency of file contents occurred with the implementation of the Mental Health Regulations 1962, which provided for colour-coded sheets for specific purposes, including:
These include, but are not limited to: 

Sheet 1 (brown) - Face sheet providing personal details 

Sheet 2 (purple) - Referring letters 

Sheet 3 (red) - Superintendent's Examination 

Sheet 4 (orange) - Special Examinations 

Sheet 5 (yellow) - Physical Examination 

Sheet 6 (blue) - Psychiatric History 

Sheet 7 (black) - Psychiatric Examination 

Sheet 8A (pink stripe) - Treatment Sheet 

Sheet 9 (red) - Re-Admission and Re-Examination 

Sheet 10 (green) - Social Worker's Report 

Sheet 12 (orange) - Occupational Therapy 

Sheet 16 (mauve) - Nursing Notes 

Sheet 17 (pink) - Weight Chart 

Sheet 18 (brown) - Temperature Chart 

Sheet 20 (black) - Post Mortem Examination 

Sheet 21 (turquoise) - Surgical Referral and Report 

Sheet 22 (purple) - Operation Sheet 

Sheet 24 (mid blue) - Eye Sheet 

Sheet 26 (blue stripe) - Patient Accident Report 

Other information contained within the files can include: 

· Admission Form  

· Discharge Summary  

· Correspondence 

· Coroner's Reports 

· Medical Consents 

· Pathology Results 

Since 1983, the control system for the medical records of all patients in psychiatric and mental institutions in Victoria has been computerised on a central system controlled by the Office of Psychiatric Services (OPS).

This system allocates each patient a unique record (U.R.) number which is used every time that patient is admitted to any psychiatric institution in Victoria. This number is recorded at the front of the file.

During the mid-1980s there was a change in file covers to accommodate the numbering system. File covers now include patient's name, file volume number, U.R. number and a list of years which can be marked to indicate patient's last year of attendance. Contents of files reflect the current legislation (Mental Health Act 1986), are colour-coded and include an OPS form number.  

Contents’ date range 

While the files in this series relate to patients who were discharged or who died by 1994, there are instances where later documents may have been added to individual files, e.g. instances where correspondence re freedom of information requests many years later have been inserted into files (as per a note from the DHHS transferring archivist c.1994).
Patient Files were transferred to the archives during the Lakeside Records Disposal Project [c.1994]. Files documenting pre-1980 patient discharges or deaths were held in the male quarters; files documenting post-1980 discharges or deaths were in a separate records storage location near Medical Records. 

Patient files were arranged chronologically by year of discharge or death and then alphabetically by patient surname within each year. Unfortunately, this arrangement has been complicated by subsequent movement of files into Male Quarters. 

Only pre-1952 files were maintained chronologically by year of discharge or death. Files after this period were bundled in groups according to letter. Post-1980 discharges or deaths, however, were in no order. 

Patient files from other provenances were also incorporated for example Ballarat Receiving House, Parklands, Novar. Furthermore, outpatient files were simply stored amongst these files. Lakeside Patient Files were arranged according to original order before their transfer to the archives. 

Previous Series:  

VPRS 7405 Case Books of Male Patients 

VPRS 7406 Case Books of Female Patients 

Subsequent Series:  

Patient Files - Mental Hospital (Lakeside) 

Recordkeeping System

Files are grouped either by category of death or discharge. Files are sub-grouped by year, and arranged alphabetically by patient name. 
Please note files may feature labels from a numbering system imposed by the controlling department generated from TRIM electronic document and records management system. This system does not reflect the original recordkeeping system.

	Case Books

Volumes, Permanent (VPRS 7405/P0003, 1983-1937

Content: Case books of male patients at the Ballarat Asylum, 1877–78 and Sunbury Asylum, 1879–1912, documenting their treatment and progress. Notes were added to some case histories until 1924. Several patients’ details are included in each register. 

Patients from Ballarat were transferred to Sunbury when it opened in 1879. Hence the Case Book recording their admissions and medical histories was also sent to Sunbury. Some of these patients had previously been admitted to other asylums including Yarra Bend and Kew. The case histories of patients transferred from Ballarat Asylum are recorded on pages 1–157, in Vol 1 (unit 1 of the P1 consignment). Case histories of patients admitted to Sunbury Asylum begin on folio number 158. Case histories for some patients were recorded in both the Ballarat and the Sunbury sequence of entries.  Perhaps they represent patients admitted to Ballarat and still in custody in 1879. 

To access a given case history, you need to know the patient’s admission date as case histories are arranged chronologically. This information can be obtained from: 

VPRS 8236 Register of Patients: lists of patients in admission order, with an alphabetical patient index to in each register. 

VPRS 8235 Nominal Registers: arranged alphabetically and then chronologically by admission date. 

VPRS 8232 Index to Patient Files - Male Division: arranged alphabetically with references to the volume and folio number of the Case Book where case histories are recorded. The index was apparently created in 1912 when Case Books changed to loose-leaf files. Hence, this index only refers to patients admitted prior to 1912 and whose case histories continued to be recorded in the Case Books until 1924. 
Inexplicably, references to Case Book volume and folio numbers were only recorded for patients whose surnames began with A to O. There are no such references for patients whose names began with P to Z. Consequently the index only provides access to a small proportion of the patients whose histories are recorded in the Case Books. Most entries in the index refer to Patient Files (VPRS 8244). 

Changes were made in the Case Books’ content and format between 1877 and 1912. Earlier books were smaller and case histories sometimes continued in subsequent volumes. Many patients admitted to Sunbury were transferred from other asylums (Ballarat, Yarra Bend and Kew). Until c.1906, the Case Books contain the case histories of patients admitted directly to Sunbury from the community, and those transferred from other asylums. (See Vols I to V - Units 1 to 3 of the P1 consignment and Units 1 and 2 of the P2 consignment). 

From 1906–12, these two admissions groups had separate Case Books. The case histories of patients admitted to Sunbury from the community were recorded in Vols VII to IX (Unit 4 of consignment P1; Units 4 and 5 of consignment P2).  The case histories of patients transferred from other asylums were recorded in Vol VI (Unit 3 of consignment P2). 

From 1906, a format change allowed more space to record admission details including patient admission number and clinical notes. Admission numbers were also recorded on the admission warrants with a new warrant issued for each admission.  (See VPRS 8259 – Admission Warrants - Male Patients). 

Admission numbers were allocated sequentially by admission date.  Because a separate Case Book was maintained for patients transferred from other asylums (Vol VI), there are gaps in the sequence of admission numbers recorded in the Case Books for patients admitted directly to Sunbury (Vols VII to IX).  Consequently it may be necessary to check both Vol VI and Vol VII, or Vol VIII or Vol IX to locate the case history of a specific patient. 

There are some discrepancies between the admission numbers of patients recorded in the Case Book for patients transferred (Vol VI) and the Register of Patients (VPRS 8236).  When a large number of patients were transferred at one time to Sunbury from another asylum, admission numbers were sometimes recorded incorrectly. 

In 1912 the format of case histories changed from bound volumes to loose-leaf folios.  The case histories of patients admitted to Sunbury from 1912 were recorded in the new loose-leaf format (see VPRS 8244 Patient Files - Male). 

Clinical notes for patients admitted to Sunbury prior to 1912 were still entered in the Case Books until November 1924. In 1924 loose leaf format patient files became the norm for all admitted to Sunbury before 1912 and still there. 

Post-Mortem Examination Reports are sometimes found in the Case Books. The reports will only be attached to the case histories of a patient if the patient died between 1921 and 1924.  Before this time, the reports were kept within the bound volumes "Post Mortem Notes" (VPRS 8258).  After 1924 the reports were attached to the Patient Files (VPRS 8244). 

Case histories for female patients at the Sunbury  Asylum can be found in VPRS 7406 Case Books - Female. 

Prior to their transfer to the Public Record Office some of the volumes in this collection were held in the Charles Brothers Museum at the Mental Health Library, Office of Psychiatric Services.  Apparently these volumes and other 19th century psychiatric records were collected by C R D Brothers during his research for the book Early Victorian Psychiatry 1835-1905 and subsequently left the library.
Legal requirements of case books
From at least 1845 and the proclamation of An Act for the Regulation of the Care and Treatment of Lunatics (8 & 9 Vic c.100), each asylum was required to maintain a case book of patients, as directed by the Governor in Council. On admission and periodically thereafter, the following details were to be entered into the case book: 
· The mental state and bodily condition of every patient on admission 

· The history of his/her case recorded while he/she continued to be a patient in the asylum 

· A correct description of the medicine and other remedies prescribed for treating his/her disorder and in the case of death an exact account of any autopsy.
Information recorded in the case histories includes personal and medical details as follows: 

· date of admission

· admission number

· name and address of nearest relative

· by whom brought to the asylum  previous residence

· age and sex of patient

· whether married, widowed or single

· if any family  

· occupation  

· habits of life  

· form of insanity  

· duration of present attack  

· if disordered before/if disorder hereditary  

· specific signs of insanity 

· if suicidal  

· if dangerous and destructive  bodily condition  

· case notes  

· and a description of the medicine and other remedies prescribed for the treatment of his/her disorder

A full account of the patient’s mental and physical condition was entered in the case book on admission with a further note made monthly for the first six months and every six months afterwards. However such thorough and accurate notes were not always maintained. 

The case books usually record whether a patient was transferred elsewhere, discharged or died in custody. A copy of the post-mortem report was sometimes included in cases of death. 

In later years case book content was altered slightly. They included patient admission numbers, often a photograph, extracts from the required medical certificates, copies of Medical Superintendent's reports and each patient’s history. 

These books were to be inspected regularly by an Inspector or other officer appointed under the provisions of the prevailing legislation. 

In 1912 the format of case histories was changed from bound case books to a loose-leaf folio format, known as Patient Clinical Notes. The new format facilitated the transfer of case histories with the patients when they were sent to other institutions. Patient Clinical Notes are registered as a separate collection. 

Legislation 

· Lunacy Statute 1867, No.309 

· Lunacy Amendment Act 1888, No.986 

· Lunacy Statute 1890 
· Lunacy Act 1903, No.1873

Records of patients in asylums were well controlled. (see above entry for more information)  

	Patient Histories Transferred to Melbourne Hospitals

File, Unappraised, 1995-96

Content: Records documenting the treatment and progress of patients admitted to Lakeside Hospital and transferred to Melbourne during or before 1996. 

	Lakeside Hospital Ballarat Confinement Approvals

Document, Temporary, 1987-88

Content: Forms authorising a patient’s sole confinement (seclusion). Forms include patient name, specified seclusion period, reasons for seclusion and signature of either the authorised psychiatrist or the senior psychiatric nurse.

	Patient movement

	Boarded Out Register

Volume, Unappraised, 1913-43

Content: Details of psychiatric patients boarded out either to other institutions or private homes. 

The volume contains an alphabetical index at the front with page numbers and the following details: 

· date

· patient name

· admission date

· guardian’s name

· whether patient returned or died.
This volume cannot be currently located.

	Boarded Out Register

Volume, Unappraised, 1922-81

Content: Two registers containing details of patients boarded out to approved centres, including most to the Ballarat District Benevolent Home, later called the Queen Elizabeth Benevolent Home. The registers include the following details: 

· patient name 

· admission date 

· boarded out number

· sex

· boarded out date

· details of guardian receiving patient

· date returned

· date of discharge or death

The date range of each of the two volumes is as follows:

· volume 1: 1922–56

· volume 2: 1933–81

	Patient Movement and Treatment Forms

Document, Unappraised, 1971-92

Content: Patient movement records for returns, applications and authorities for leave, or leave without permission (absconding). Also treatment forms relating to restraint or seclusion, and consent forms for Non-Psychiatric Treatment. (Documentation is required by the Mental health Act 1986 and copies of forms are sent monthly to both the Chief Psychiatrist and Mental Health Review Board.)

	Leave of Absence Registers

Volume, Unappraised, 1963-91

Content: Three registers compiled by the nursing administration detailing voluntary patients on leave with the following information: 
· leave of absence number  

· name

· period of leave allowed

· leave extended

· natural discharge date

· name address and relationship of guardian 

Voluntary patients could leave a psychiatric in-patient service at any time. The registers form a continuous sequence from 1963 to 1991.

	Trial leave registers

Volume, Unappraised, 1893-1987

Content: Records documenting patients on trial leave, including the following information:

1. name of patient

2. number in order of trial leave

3. commencement dates

4. extension dates

5. return dates

6. name and address of guardian (space included is room to document any escapes)

The registers cover a continuous sequence from 1893–1987, except 1965–71 (reason unknown). 

The trial leave system only relates to involuntary or recommended patients. Entries arranged by admission number in chronological order by leave date.

	Trial Leave Registers

Volume, Permanent (VPRS Number 18432/P0001), 1965-70

Content: See description above but includes patients from Parklands Clinic and Lakeside Hospital. 

	Patient Warrants

	Voluntary boarder warrants

File, Unappraised, 1916-62

Content: Records showing that a person's admission to the mental hospital has been authorised and is legal. 

Voluntary boarder warrants document authorisation for receiving voluntary boarders into a Mental Hospital, containing:

7. a statement of personal details

8. an application to be admitted as a voluntary boarder

9. order for the discharge of a voluntary boarder

The warrants are arranged in admission number order.

	Warrants

File, Unappraised, 1893-1993
Content: Warrants document authorisation for the admission of patients to the hospital. See description in entry above for Voluntary boarder warrants.

	Warrants 

File, Permanent, 1994-95
Content: Warrants document authorisation for the admission of patients to the hospital. See description in entry above for Voluntary boarder warrants.

	Patient Boarding Out Warrants

Warrants, Unappraised, 1900-28
Content: Applications for patients to be boarded out to the Benevolent Home, Ballarat. 

Applications include authorisation by either the Inspector General or Superintendent. In nearly all instances warrants include memorandum attached declaring the reception of patients listed into the Benevolent Home. 

The Ballarat Benevolent Home received very elderly patients requiring special care.

These warrants are defined by section 97 of the Lunacy Act 1903.

	Patient statistics

	Numerical Registers

Volume, Temporary, 1981-89

Content: Numerical registers were compiled by the nursing administration to detail daily patient statistics. See description in entry above. Destroyed 2001.

	Numerical Registers - Number of Patients in Residence [Lakeside Hospital, Novar Hospital and Parklands Clinic residential patients]

Volume, Temporary, 1984-96

Content: Records of patients residing at the hospital on any particular day, compiled to collate statistical data. 

	Patient monitoring – daily reports

	Daily Report for Principal Nurse – Male

Permanent, 1949-65

Content: Daily patient lists and statistics, movement details and any noticeable changes in patients’ wellbeing, ward activities and treatment-related information, i.e. epileptic seizures.

Daily statistics are in a single page column format, titled “Male Department – Daily Ward Report for [weekday] the [month] of 19 [year].

Left column holds statistics and a few notations:

· “Patients in Ward 1 (Epileptic, Suicidal)” to Ward 12. (number of patients on that day in each ward).

· “Number Employed” with subcategories: 

· On Garden

· On Farm

· Carpenter

· Tailor

· Shoemaker

· Baker

· Engineer

· Painter 

· Plumber

· In Stores

· Other occupations

· “House Work in Wards” and details the activities and patients involved, including entertainment such as a concert and a dance.

· ”Unemployed” with sub categories:

· “Attended Divine Service”

· “Entertainment (state nature of)”

· “Walked Out” with sub categories:

· “In Airing Courts”; 

· “About the Grounds”; and 

· “Beyond the Grounds”, 

· “Number confined to the Airing Courts (a) Physically unfit or unwilling to go beyond (b) Mentally unfit to go beyond

· “State of Weather”

· “Under Medical Treatment” with sub categories:

· On Extra Diet List

· Number of Epileptic Fits

· Number under Special Supervision

· Number of Beds Reported Wet Last Night

Middle column has patients’ names and:
· Admitted date
· Dead 

· Escaped 

· Out on Trial 

· In Seclusion 

· Having Epileptic Fits

· Destructive

· Wet

· Dirty

· Noisy

· Violent

Right column contains patient names and notations:
· Fire Practice in Ward and Date of Last Practice

· In Bed during the day

· Accident or Injury

· Removed from Ward to Ward

· Sick

· Attendants on Leave

· Further Remarks – notes on patients

Before 1955, the Principal Male Nurse (aka Head Attendants) held the Ward Day and Night Books.

	Daily Report for Principal Nurse – Female

Permanent, 1930-70

Content: Principal nurses’ daily reports for female patients at Lakeside. 

See above entry for description of Daily Report for Principal Nurse – Male. These records are the same format for female as for male patients.

	Ward Reports and Communication Books

Temporary, 1980-93

Content: Summaries of ward day and night report books brought to the Head Nurse, and rounds carried out by the Head Nurse. 

	Patient Monitoring – Shift Reports

	Ward 11 and 12 Day and Night Report Books

Volume, Temporary, 1976-90

Content: Ward 11 and 12 day and night patient report books with brief entries on each patient’s wellbeing, changes or events during the day or night, patient ward number, date and patient movements. The volumes provide general comments and reports by staff.

	Lakeside Mental Hospital Group Homes Reports and Communication Books

Temporary, 1984-91

Content: Destroyed since October 2004.

	Day/Night Reports

Temporary, 1987-91

Content: Records documenting the general wellbeing of patients on the wards during each shift. 

	Ward Communication Books

Temporary, 1976-91

Content: Records of messages left for staff on other shifts. 

	Ward Communication Books - sample

Temporary, 1974-90

Content: Records of messages left for staff on other shifts. These records will be retained as a sample. 

	Ward Day/Night Reports, sample

Temporary, 1976-90

Content: Records with details of any significant changes or events on a ward during each day or night. These records will be retained as a sample. 

	Ward Day/Night Reports

Temporary, 1983-91

Content: Records with details of any significant changes or events on award during each day or night.

	Communication Books

Temporary, 1990-96

Content: Records documenting messages to staff on different shifts. 

	Psychiatric nursing visits

	Daily Report Books

Temporary, 1970-89

Content: Records documenting Community Psychiatric Nursing visits to patients, or former patients now outside a hospital.  

	Ward records

	Ward, admission and mortuary records

Volume, Temporary, 1969-92

Content: Various records including a mortuary book, visitor’s books, and one admission and transfer book. 

Five types of records:

1. Ward Meeting Books – these hold notes of meetings held to discuss relevant issues to each ward
2. Deposition Books – these include preliminary drafts made by the nurse in charge of the ward at the time. 
3. Mortuary Book – records the details of the personal details of each patient and the funerary arrangements for each patient’s body. 
4. Visitors Books 

5. Admissions and Transfers Book – records the admission of patients to the facility and the movement of patients between wards. 
All the above records were destroyed 29/3/2004.

	Temporary Ward Records

Volume, Document, Temporary, 1981-96

Content: A variety of records maintained on the ward including admission/transfer books, ward meeting minutes, leave records and community contact book. 

	Ward 22 Records

Volume, Temporary, 1968-92

Content: Correspondence, an admission and transfer book, communication books, two seclusion books, and one drug of high dependency book. 
Destroyed 2004.

	Petty Cash Control Cards

Card, Temporary, 1989-93

Content: Cards used to record petty cash within each ward, and the distribution of patient allowances from petty cash. 

	Ward Cash Books

Volume, Temporary, 1986-96

Content: These records document receipt and expenditure of patients’ funds at ward level.

	Medical and dental records

	Ballarat Asylum / Hospital for the Insane Annual Examination of Patients Register

Volume, Permanent (VPRS Number 7412 / P0001), 1899-1905

Content: The dates of Ballarat Asylum annual patients’ examinations. 1899 is the only volume extant. The volume is self-indexing. Entries are arranged alphabetically by patients' surname and then chronologically by admission date. There are separate listings for male and female patients.
Annual and Quinquennial (5-yearly) Examination Registers Section 17 of the Lunacy Amendment Act 1888 required that each patient in every asylum, philanthropic hospital and cottage for the reception of patients and every boarded-out patient was to be examined annually by a medical practitioner appointed by the Governor-in-Council, to determine their sanity or insanity and to inquire into their general health. This was to occur at least once a yearof the patient’s detention or supervision. The medical practitioner was not to be an employee of any of the asylums (a direct result of the “Zox Commission” – Report of the Royal Commission of Inquiry into the Insane and Inebriate 1882–84, as witnesses before the Commission had alleged that patients were unnecessarily detained in the asylums.) 
This legislation was amended by the Lunacy Act 1903 section 88. From 1905 patients were to be examined once a year for their first three years in residence and subsequently once every five years by the Superintendent of the asylum or in the case of a licensed house, by the Government Medical Officer. A report was to be made to the Inspector-General of the Lunacy Department who in turn reported to the Chief Secretary (from 1950, reports were sent to the Chief Medical Officer of the Mental Hygiene Branch). 

	Medical Journals

Volume, Permanent, 1891-1952

Content: Medical Journals document weekly the number of patients in residence, any incidents (e.g. violence or death), patients who received restraint or seclusion, medical treatment, and a report on patients’ general health.

The journals provide an important chronological record of changing approaches to mental health and its treatment.

	Patient Drug Dispensing Records

Document, Volume, Temporary, 1983-96

Content: These document patient prescriptions and dispensing record books showing the type of drug, quantity and dosage given to each patient. 

Destroyed October 2009.

	Insulin treatment Summary Records
Volume, Temporary, 1952-58

1. Content: Administration of insulin to patients and observations made. These records comprise hand-written record books which detail the following:

1. patient’s name

2. dose quantity

3. observation at half hour intervals 

· patient awareness (i.e awake, asleep, perspiring, trembling, confused, coma)

· heart rate 

4. remarks

Some records show time of dose and patient weight charts.

	Patient Dental History Cards

Card, Temporary, Pre-1986

Content: Patient dental history cards with information about patients’ dental health. The hospital had its own on site dental surgery. The records are pro forma cards with diagrams of the upper and lower teeth to be treated, and patient's name, date of birth and summaries of treatment received.

	Social work

	Social Workers’ Patient Files and Index Cards 

Card, Unappraised, 1960-94

Content: Index cards and files documenting patients contact with the social worker. 

The files document referrals and follow-up work, or visits by the social workers who assessed all individuals who had contact with Ballarat Psychiatric Services.

The Patient Files include short and long-term stay cases evident by the number of referrals and treatment duration. 

The files include the following documents:

· referral sheets with patient’s personal details and referral information and social worker’s notes

· social worker’s reports

· copy of community Psychiatric Nurse Report

· copy of Psychiatric history

· social Worker’s correspondence with patient and other service providers

· referral sheets and documentation relating to social workers role in the patient’s welfare (long term patients)
· Community Day Psychiatric Nurses Reports (long term)

An index card was created when a patient was referred to a social worker. The index cards are arranged in alphabetical order by patient surname. Card format changed over the years but general content remained the same, comprising:

· Patient’s name

· Address

· Date of birth

· Marital status

· Next of kin

· Diagnosis

· Referral details

· Social worker

The cards could be used for multiple referrals for treatment. Long term patients’ cards include the file reference number.

	Patient trust accounts and property

	Patient Correspondence Files

File, Temporary, 1970-95
Content: Individual patient files containing correspondence and copies of documentation relating to the patient’s trust account. These were maintained separately from the client file but sometimes documents were placed on the client file instead. 

	Trust Account Ledgers

Volume, Temporary, 1943-87
Content: Leather bound volumes recording patients’ comfort trust account receipts and expenditures of money, showing details of contributors, invoices and payments. 

	Patient Trust Account Files

File, Temporary, 1990-96
Content: These records document the management of patients’ funds and property during their stays at the hospital. 

	Patient Trust (Personal) Files

File, Unappraised, 1954-92
Content: Records documenting the management of patients’ property and funds during their stay at the hospital. 

	Patients’ Trust Account Ledgers

File, Temporary, 1954-85
Content: Records show how patients’ trust account funds are spent and where any money comes from. 

	Patient Property Records

File, Temporary, 1993-96
Content: Registers maintained at ward level to document patients’ property brought with them to the hospital.

	Patient Funds/Property Records

File, Temporary, 1993-96

Content: Records created and maintained at ward level to document receipt and management of patients funds and property. 

	Property List Book

File, Temporary, 1935-49

Content: Records documenting property received from patients on admission by the trust office. 

	Patient Property and Finance Records

Document, Book, Temporary, 1981-93

Content: Several record types for reconciliation and accountability of both patient property and financial transactions by management, in particular, Trusts, including: property statements, indemnity forms, disclaimer forms, receipts, paid accounts, voucher/ batches, bank statements, pay-in-books, financial statements, patient restoration payments and trust reports produced through the Mental Trust Account Computer System and its successor. 
Destroyed in 2003

	Indemnity and property inventory forms

Document, Temporary, 1993-96

Content: This collection contained forms acquitting the centre of responsibility for loss or damage to patient’s property. 
Destroyed in 2004.

	Ward and patient property records

	Dana House Hostel and Ballarat Mental Hospital [original transfer documentation indicated only the hostel but later documentation includes the hospital]

Volume, Temporary, 1974-91

Content: 

· Dana House Hostel House Diaries and visitor book1974–89
· Client Assessment and Progress Sheets and cards

· Client Trip details to Adekate, Queensland and Tasmania including receipts 1978–84

· Correspondence undated

· Residents’ accounts, 1979–88

· Residents’ pocket money, undated

· Residents' banking records, account payments and Cancelled savings books, 1979–91

Destroyed 2010.

	Patient Group Homes

	Group Homes Facility and Patient Files

File, Temporary, 1972-92

Content: Two types of files:

· Facility Files pertaining to the administration and operating costs, leasing and Group Home Club Accounts details, of the following Group Homes

· 12 Maude Street

· 805 South Street – Martin Club

· 814 Lydiard Street

· 25 Sweeney Street

· 413 Drummond Street

· Patient case history files, with patient assessment information: copies of Psychiatric Nurses’ Reports, nurses notes, as well as health care and pension details. Latter files document operating costs.

	Departmental Administration 

	Asylum administration

	Asylum Records

Volume, Permanent (VPRS Number 7475 / P0001) 1877-1923

Content: A collection of records from the Ballarat and Sunbury Asylums. The Records Description List identifies the unit required. Includes:

Unit 1 and 2: Official Visitors Book and Inspectors Book
Unit 1 was used at the Ballarat Asylum, 1877–79. In 1879 it was transferred to Sunbury Asylum along with patients and many other records. From 1880, it became a record of the Sunbury Asylum. Copies of the relevant legislation are placed at the front of both volumes. The reports are arranged chronologically.

Unit 3: Staff register

A register of staff employed at the Ballarat Asylum 1877–79 and Sunbury Asylum 1879–1909. Entries are in chronological order, each allocated a sequential number. Staff who failed to pass probation, resigned or were transferred were allocated a sequential discharge number and show the date, name, classification and any other remarks (for example if transferred from elsewhere) and (from 1890) their annual salary paid and sometimes their date of birth.

Unit 4: Staff Register

A register of staff employed at the Sunbury Hospital for the Insane 1905–24 (and one entry from 1901). Entries are in chronological order and include date, name classification, date of birth, salary, life assurance details (required under the Public Service Act) and any remarks, e.g. details of increments. There is an index by employee name at the front.

Unit 5: Circulars Book

Copies of memoranda sent from the Hospitals for the Insane Branch, Chief Secretary's Office and other Government Departments to the Asylums. The circulars are arranged chronologically.

Units 6 and 7: Memoranda and Orders in Force

Copies of memoranda sent from the Medical Superintendent to staff concerning the treatment of patients and other matters. Also included are copies of the relevant asylum regulations.

Unit 8: Patients' Leaving Comments

When patients were discharged or were on trial leave, they were interviewed by the Medical Superintendent or his deputy. Each patient was asked if they were satisfied with their treatment or whether they had any complaints. This volume recorded their responses. Entries arranged chronologically.
Official Visitors

Under the Lunacy Act 1867 the Governor-in-Council was to appoint no less than two Justices for each of the metropolitan and country hospitals as Official Visitors at least once every three months, accompanied by the Inspector-General of the Insane. The official visitors were to inspect every part of the building and grounds, every patient (inquiring whether any patient was under restraint or seclusion and if so why), the registers of patients (including case books), and the order and certificates for the reception of every patient admitted since the last visit. On inspection they were to enter in the "Inspector-General's and Visitors' Book" a memo of the hospital’s and patients’ condition, the number of patients under restraint or seclusion and the reasons for that treatment, and were to specify any irregularities.

	Executive Management

	Medical Superintendent Memorandum Book

Unappraised, 1901-54

Content: Handwritten memoranda from the Superintendent to the charge nurse or matron. 

	Working Papers

Unappraised, 1990-96

Content: Records documenting some of the duties and responsibilities of the Chief Executive Officer. These relate to all areas of patient, staff and hospital management. 

	Chief Executive Files

Unappraised, 1988-93

Content: Records documenting the duties and responsibilities of the Chief Executive Officer. Contents include policy papers, reports, directives, guidelines and standards relating to patient, staff and centre management. 

	Director of Nursing Files

Temporary, 1969-94

Content: Records documenting some of the duties and responsibilities of the Director of Nursing. They relate to management of patients and nursing staff. 

	Policy and general administration

	Correspondence Files

File, Permanent (VPRS Number 7523 / P0001), 1919-35

Content: Incoming and outgoing correspondence (copies) and memoranda relating to the general administrative activities of the Ballarat Asylum. Includes matters such as duty returns, employment details, requisitions etc.

Arrangement is roughly chronological with each year bundled together. 

	Non Direct Care Management Files

Temporary, 1970-90

Content: Records documenting general services and hospital administration, including memoranda, correspondence, reports, procedures, directives and minutes of meetings. 

	Policy Records

Unappraised, 1967-94

Content: Various administrative and policy records found during the hospital’s decommissioning. Not necessarily related to each other. 

	Lakeside Mental Hospital Electronic Records

Temporary, 1997

Content: Recorded tapes and computer discs, unsorted.

	Patient recreation club

	Recreation Club Minutes/Financial Statements

Unappraised, 1963-68

Content: Minutes and financial statements from the patients' Recreation Club meetings. 

	Wendouree Golf Club Minutes

Document, 1927-37

Content: Lakeside Hospital golf club minutes. 
Registration destroyed since July 2011.

	Local industry / mortuary and administrative records

	Historic Records

Unappraised, 1942-85

Content: Various records deemed of permanent value, including morgue books, sewing room ledgers, and dangerous drugs administration books. 

	Geriatric Psychiatric Services

	Geriatric Psychiatric Services Files

Unappraised, 1990-93

Content: Administrative records including reports, minutes of meetings, memoranda and correspondence. 

	Rehabilitation Program

	Rehabilitation Program Management Files

Temporary, 1988-92

Content: Records created by programme managers for reference and administration, including incident reports, assessments and correspondence. 

	Inspection and reporting

	Inspector General’s and Visitors’ Books

Temporary, 1905-87
Content: Documented visits by the Inspector-General of the Insane and the Official Visitors. 

	Community Visitors’ Registers/Notes 

Temporary, 1990

Content: Documented visits by the community visitors to the hospital to report on conditions.

	Personnel and payroll

	Employee History Cards

Cards, Permanent (VPRS Number 18107 / P001), 1960-94

Content: A summary record documenting the employment details of all employees at Ballarat Mental Hospital for the period covered. There are six sequences of cards that may include: 

· employee's name

· date of birth

· address

· employee pin number

· marital status

· country of birth

· military service details

· commencement date

· appointments and promotions including positions held and dates appointed

· information regarding higher duties

· date of separation from the agency including the reason for finishing

· nursing examinations information including qualifications

· salary and superannuation details

· information regarding employment at other agencies

Cards in each sequence are arranged alphabetically by surname, one card for each employee. 
Please note: files may feature labels from a numbering system imposed by the controlling Department generated from TRIM electronic document and records management system. This system does not reflect the original recordkeeping system. 

	Staff Registers

Volume, Permanent (VPRS Number 18111 / P0001), 1893-70

Content: The employment details of all Ballarat Mental Hospital employees for the period covered. Information includes name, date of birth, date appointed, office (position) held, salary, insurance policy information, and remarks about any matter to do with employment circumstances. 

The first register commences on 1 April 1893. Appointments are recorded in black ink and separations in red ink. The same applies to the index at the front of the register which also provides a reference to folio numbers with employee information. The practice of recording in red ink was used sparingly in Unit 2. 

The first register includes the staffing establishment at the Mental Hospital and Receiving House, Ballarat, as approved by the Department of Mental Hygiene. It is dated 19/5/1941. The last entry in Unit 5 is dated 25 June 1970. 

It appears that Unit 1 was missing for a period between 1900 and 1912. A new register was created (Unit 2). Its last entry was created on 1 March 1912. Entries recommenced in Unit 1 on that date. Entries from Unit 2 were entered into Unit 1 for the missing period but not in any particular order. 


The registers are arranged chronologically. Entries in the registers are arranged chronologically by dates of appointment. 

	Employee History Cards

Card, Permanent (VPRS Number 18107 / P0001), 1913-94

Content: Employee History Cards documenting the employment details of all Ballarat Mental Hospital employees at for the period covered. Six sequences of cards include: employee's name, date of birth, address, employee pin number, marital status, country of birth, military service details, commencement date, appointments and promotions including positions held and dates appointed, information regarding higher duties, date of separation from the agency including the reason for finishing, nursing examinations information including qualifications, salary and superannuation details, and information regarding employment at other agencies. 

Cards in each sequence are arranged alphabetically by surname, one card for each employee. 

Please note: files may feature labels from a numbering system imposed by the controlling Department generated from TRIM electronic document and records management system. This system does not reflect the original recordkeeping system. 

	Personnel Files

File, Temporary 1979-95

Content: Various documents including correspondence on each staff members’ employment details, position descriptions, the person’s resume, payment details, leave details, resignation or dismissal, change of duties, tax details and incident reports.

	Personnel Files

File, Temporary, 1929-65

Content: Individual hospital staff members’ employment histories – see above description. Destroyed  October 2004.

	Ararat And Lakeside Hospital Ballarat Staff Position Files 

File, Temporary, c. 1981-92

Content: 2 groups (Ararat and Ballarat) personnel position files, including: position establishment proposals and certificates; position and person specifications; position organisation and structures; duty statements; advertisement details; occupation history cards and selection reports. In numeric order. 

	Lakeside Hospital Staff Positon Files

Unappraised

Content: Personnel positions and relevant information including applicant’s details. Destroyed in 2002.

	Ballarat Mental Hospital - Pharmacy Staff Time/Attendance Register

Volume, Temporary, 1953-87

Content: 
· Ballarat Mental Hospital Pharmacy Department - Staff attendance register

· Pharmacy staff / Pharmaceutical chemist

· attendance & sign-on register

· includes notes regarding requests for leave and availability of relieving pharmacist

Used to calculate hours of service and annual leave entitlements. 

Bound register. The first 11 pages of the register have been removed. It may have been originally used for a different purpose and later re-used as a time attendance book.

	Employee Position Files (Includes Lakeside Hospital Ballarat)

File, Temporary, 1981-92

Content: Personnel position files including position establishment proposals and certificates, position, organisation and structures, duty statements, advertisement details, occupation history cards and selection reports. Some files contain very little information 

The files are in numeric order in 2 groups: Ararat and Ballarat

	Staff Timesheets

Temporary, 1988-95
Content: Staff Sign on/Sign off records, completed by staff and give: name, date, time duty commenced and ended. Some are also signed by the staff member. 

	Absence Books

Volume, Temporary, 1990
Content: Documented absences from duty by staff members. 

	Employee Attendance Records

Document, Temporary, 1987-92
Content: Mainly time sheets showing duty start and end times. 

	Sick Leave and Compensation Register

Temporary, 1959-68
Content: Summaries of staff sick leave taken and whether compensation was claimed or paid. 

	Employee History and Leave Records

Temporary, 1996-90
Content: Nursing staff personal details, appointment dates and type and annual leave history 

1. Personnel Files, 1953–90
2. Employee Leave Summary Cards, 1959–90

	Personnel/Staffing Records

Document, Temporary, 1994-96
Content: Staffing records including 

· Ward 20 Disease Injury Near-Miss Accident forms (DINMA) forms, 1995–96

· Ward 22 Staff Movement Register, 1992–94

· Ward 22 Sick Leave and Replacement Register, 1995

· Ward 21 Staff Diary, 1992–97

	Employee Payroll Documents

Document, Temporary, 1984-93
Content; Records created under the Newpay system for data entry of payroll information 

	Payroll Records

Document, Temporary, 1992-96
Content: Various records documenting staff payments. Destroyed since July 2008.

	Temporary Payroll Records

Document, Temporary, 1981-94
Content: Records created under the Newpay system to document staff payroll.  

	Temporary Staff Records

Document, Temporary, 1988-93
Content: Daily returns of staff changes, increment schedules, leave records, time sheets, duty rosters and assignment of higher duties forms. Destroyed October 2004.

	Timesheets

Document, Temporary, 1992

Content: Staff official shift starts and finishes. Destroyed July 2008.

	Nursing Administration Monthly Duty Rosters and Daily / Nightly Nursing Staff Rosters
Document, Temporary, 1988-93
Content: The Nursing Administration Monthly Duty Rosters and Daily/Nightly Nursing Staff Rosters recording the name of the nurses on duty and the time they began and finished each shift. Destroyed since October 2004.

	Voluntary Departure/Enhanced Resignation Package Records

Document, Temporary, 1990-94
Content: Details of staff members who elected to take voluntary departure packages from the hospital. 

	Grampians Region - Duty Workers Visitors Books (Lakeside)

Volume, Temporary, 1977
Content: Diary books with notations containing the name of the person on duty and the time they visited each patient. Destroyed in 2004.

	Payroll records

Document, Temporary, 1990-96
Content: Staff payroll reports and group certificates. Destroyed 2004.

	Payroll and Personnel Files 

File, Temporary, 1992-94

Content: Lakeside Hospital personnel files, containing: 

· appointment details

· employee profile records 

· pay history

· duties

· leave history

· superannuation details

· termination details

The files are in alphabetical order by surname

	Time sheets and rosters

Document, Temporary, 1992-96

Content: Staff time sheets and rosters for allocating shifts to staff and logging hours worked. Destroyed since 8 July 2008.

	Schools of Psychiatric Nursing 

	Student Nurse Evaluations – samples [Western Regional School of Psychiatric Nursing, W J Woods Centre Ararat and Lakeside Nurse Education Centre]

Temporary, 1973-79, 1969-94

Content: Student nurse evaluations from the Ballarat Psychiatric School of Nursing and its successor, the Western Regional School of Psychiatric Nursing, and Lakeside Education Centre. Include progressive assessments conducted on a regular basis for each student nurse. Students could receive four evaluations per year in a three-year course, with each student graded on standard objectives or fixed criteria. The students were also evaluated on their clinical placement.

Each school is boxed in alphabetical order by student family name and includes the year of their evaluation

Examples of the changing format of evaluations are:

· The first format dating from the early 1970s, includes ratings in the following areas:

· Application to Work

· Quality of Work

· Attitude to Co-worker

· Attitude to Patients

· Conduct and Dress

· Overall Grading

· General Remarks

· The later format second format from the mid-1970s includes the following categories:

· Application to Nursing in Clinical Areas

· Application as a Student in the Nursing School

· Attitude to Patients

· Attitude within the Classroom and Other Teaching Areas

· Conduct and Press

· Overall Grading

Not all of the evaluations forms are complete, but they represent student evaluations over an extended period, and the two nursing schools’ student assessment system.

	Student Evaluation Records [Western Regional School of Psychiatric Nursing, W J Woods Centre Ararat and Lakeside Nurse Education Centre]

Document, Temporary, 1987-93
Content: Student nurse evaluations from: the Ballarat Psychiatric School of Nursing and its successor, the Western Regional School of Psychiatric Nursing; W J Woods Centre Ararat; Lakeside Nurse Education Centre. They include progressive assessments conducted on a regular basis for each student nurse.

	Lakeside Education Centre

File, Volume, Unappraised, 1954-94

Content: Files and volumes giving details of programs taught to students, including: correspondence with other organisations such as the Victorian Nursing Council, committee agendas and minutes, notes and working papers relating to routine administrative matters, also the day-to-day administration of the student courses such as the timetabling details for the three-year course.

The volumes were used to compile information and keep notes on administrative matters such as developing a schedule for visiting lecturers as part of the student nurses’ course lecture programme.

The records were arranged alphabetically and then chronologically.

	Psychiatric Nursing Student Record of Training Cards (Lakeside Education Centre, Ballarat and Western Region School of Psychiatric Nursing)

Card, Permanent (VPRS Number 18265 / P0001), 1958-93
Content: Cards documenting progress by psychiatric nursing students of training courses delivered at the Ballarat Mental Hospital, later known as the Lakeside Education Centre as well as the Western Region School of Psychiatric Nursing (WRSPN). 

In order to qualify and be registered as a psychiatric nurse by the Victorian Nursing Council, students completed a mixture of experience-based practical work and coursework and met minimum time requirements for work and attending course sessions.  

Information recorded on both sides includes the following: 

· Personal information (name, address, next of kin etc.) 

· Study progress 

· Academic achievement concession granted (if any), notes on achievements or shortfalls, etc.  

Occasionally, student-related correspondence and notes have been stapled to the cards. 

Generally each student has a single card, although there is some duplication due to WRSPN receiving all intake student cards from 1982 from W.J. Woods Education Centre (previously Ararat Mental Hospital) as well as Lakeside Education Centre (previously known as Lakeside Hospital). 

Under the Regional School system, two psychiatric nursing courses were offered: 

· 3-year psychiatric nursing basic course, leading to certification and registration as a psychiatric nurse with the Victorian Nursing Council. 

· 15-month psychiatric nursing course for holders of current practicing certificates in general or mental retardation nursing, that also led to registration. Also called the post-basics course. 

The cards are arranged in alphabetical order by the student's family name. Western Region School of Psychiatric Nursing cards are arranged together with cards from earlier periods. 

Please note: cards may feature labels from a numbering system imposed by the controlling Department generated from TRIM electronic document and records management system. This system does not reflect the original recordkeeping system. 

	Finance

	Computer Records

Printout, Temporary, 1990-96
Content: Various records used to document the hospital’s financial management including ledgers, audit report cycles and other financial reports. 

	Routine Finance Records

Volume, Document, Temporary, 1988-92
Content: Delivery dockets, purchase orders, tenders and provision ledger sheets. 

	Bank Account Records

Document, Temporary, 1990-96
Content: Management records (financial transaction statements) for the hospital’s bank accounts. Destroyed in 2004.

	Expenditure and Receipt Records

Volume, Temporary, 1990-95
Content: Records documenting hospital financial transactions including budgets, payment summaries, authorisations for payment, receipt books and financial reports.

	Financial Records

Document, Temporary, 1988-93
Content: Routine financial records including receipts Materials Received Vouchers, purchase orders and revenue returns. 

	Temporary Finance Records

Document, Temporary, 1987-92
Content: An assortment of financial records including MRVs, revenue returns, petty cash records, purchase orders and vehicle logbooks. Destroyed October 2004.

	Financial Reconciliation Records

Document, Volume, Temporary, 1988-94
Content: Financial statements, purchase orders and accounts in batch number sequences. Also includes Dana House cheque books and Community Residential Unit accounts, corporate card accounts, batch and transaction reports. Destroyed 1999 and 2004.

	Vehicle Log Books

Volume, Temporary, 1990-93
Content: Volumes recording government vehicles’ mileage and tachometer readings. Destroyed since July 2008.

	Incident and accident reporting

	Casualty Books

Volume, Permanent, 1893-1945
Content: Records were used by hospital staff to document any serious physical injuries to patients. 

	Incident/Accident Register

Volume, Temporary, 1969-95
Content: Registers summarising incidents and accidents that  occurred at the hospital. 

	Incident Reports

Document, Temporary, 1992-96
Content: Records documenting incidents occurring at the hospital and the investigations which followed. 

	Incident Reports – Minor

Document, Temporary, 1991
Content: Records documenting minor incidents occurring at the hospital, including any incident investigation.

	Incident Reports – Serious

Document, Permanet, 1992-94, 1996-97
Content: Records documenting serious incidents at the hospital, including any investigation, including: names of those involved, dates, times, locations, contact persons, descriptions of incidents, injuries, damages, responses to the incident, actions planned to prevent further incidents. The reports have serial numbers. The reports were used to inform effective responses and future preventative action, as well as providing information in any compensation cases.

	Patient Incident Reports – Patients

Document, Temporary, 1990
Content; Reports of category 3 (minor) incident reports from the hospital.

	Newsletters

	Newsletters and Magazines

Document, Unappraised, 1960-92
Content: Newsletters and magazines created and distributed by patients and containing articles, drawings, news items and messages from hospital administration. 

	Media and Circulars

	Media Clippings Books and Departmental Circulars / Memos Record Books

Volume, Unappraised, 1935-92
Content: 

· Media Clippings Books, 1954–86

· Departmental Circulars Record Books,1935–90 (several chronological sequences)

· Health Department Victoria Circulars and Memorandums, 1986–91

· Department of Health and Community Services Circulars, 1992

Includes newspaper clippings from the Ballarat Courier, The Age and The Sun that contain information about Lakeside Hospital, such as opening of new facilities, patient care and staff matters. These newspaper clipping books contain indexes with the articles listed alphabetically

There is also a collection of circulars and memos sent from the hospital’s management to internal staff, as well as from other parts of the Department. The circulars and memos are placed in chronological order.

	Facilities and site management

	Planning Briefs

Volume, Temporary, 1986-92
Content: Records documenting activities carried out by the hospital’s works and services section. 

	Property and Asset Records

Volume, Temporary, 1990-96
Content: Records documenting purchase and management of hospital assets.

	Maps and Plans

Plan, Unappraised, 1994-95
Content: Lakeside Hospital building and site plans used by the hospital engineers in maintenance work.  

	Ballarat / Lakeside Mental hospital - Plans located in Plastic Plan Tubes

Plan, Unappraised, 1900-96
Content: Architectural plans and drawings. 

	Plans

Plan, Unappraised, Pre-1996

Content: Lakeside Hospital site and individual building plans, showing modifications, repairs, original layouts.

	Public works department plans

Plan, Permanent, 1983-86

Content: Records relate to four Lakeside Hospital Public Works Department projects, including specifications, mechanical services, floor plans and site works. 

Files arranged numerically. Each project has its own box.

	Lakeside Hospital Property Administration Files

File, Temporary, 1990-97

Content: Routine operational matters regarding property management including the staff hostel, rental of onsite residences, disposal of land assets. Also, equipment installation, maintenance, damage and losses, and the removal of infectious waste.

	Hospitals  Charities Commission and Health Department Victoria Building Plans and Sketch Plans - Public Hospitals / Mental and Psychiatric Hospitals / Aged Care Hostels / Public and Private Buildings  
Plan, Unappraised, Undated

Content: Drawings of public and private hospitals, nursing homes and aged care facilities, benevolent homes, and ambulance stations, created by a number of different agencies, including the Hospitals and Charities Commission, and Department of Health (Public Health). Public health drawings include plans for sewerage schemes, abattoirs and meat works.

	Ballarat / Lakeside Mental Hospital Architectural Plans and Drawings Loose Estray Flat Plans [includes three plans to administrative buildings]

Plan, Unappraised, Undated

Contents: Flat plans comprising undated architectural plans and drawings. No further details available.

	Livestock and farming

	Live Stock Registers

Volume, Unappraised, 1950-72
Content: Details of the number of livestock on the farm at the beginning of each month. 

	Vegetable & Ornamental Garden Unit

Volume, Unappraised, 1902-93
Content: Vegetable production books, ornamental glasshouse cuttings record book, manuals, patient work manuals and garden unit diaries. The planting books date back to 1902 and are of potential historical value.

	Stores and equipment

	Delivery Dockets

Volume, Temporary, 1993-96
Content: Hospital goods deliveries, some with invoices attached. Destroyed since July 2008.

	Materials Issued Vouchers

Document, Temporary, 1986-95
Content: Hospital store goods issues and receipts. Destroyed since July 2008.

	Purchase Orders

Document, Temporary, 1990-95
Content: Goods and services requests and authorities to collect payment for goods and services. 

	Pharmaceutical Stock Control Records

Volume, Temporary, 1990-94
Content: Records to keep track of pharmaceutical supplies and ensure sufficient supplies were in stock. Destroyed since July 2008.

	Lakeside Mental Hospital - Ballarat Order and Requisition Books 

Volume, Temporary, 1987-95
Content: Various financial records maintained at ward level, including receipts, kiosk order books, requisitions books, clothing orders/requirements. Destroyed since July 2008.

	Stores Equipment Register

Volume, Temporary, 1936-63

Content: Stocktaking checklists by stores. Destroyed since October 2004.

	Psychiatric Nursing Education

	Student Files and Application Registers [W J Woods Centre Ararat and Lakeside Nurse Education Centre and Western Regional School of Psychiatric Nursing and Warrnambool Centre]
Volume and File, Unappraised, 1973-91

Content: Psychiatric student nurses files and application registers that were used in the W J Woods Centre Ararat and Lakeside Nurse Education Centre and Western Regional School of Psychiatric Nursing and Warrnambool Centre.
Include student application processes, competencies required, evaluation of the students’ clinical training and practical components. Contain the following enclosures:

· examination results 

· attendance details 

· evaluations and assessments 

· correspondence about leave 

· applications for commencement of training courses

· personal information and copies of qualifications

The files are arranged in two sequences: first two boxes alphabetically and the rest of the records are in numerical according to the students’ commencement dates.

	Photographs and memorabilia

	Photographs of Lakeside Mental Hospital facilities and buildings 

Photographs, Unappraised, 1990-95

Content: Photographs of Lakeside Mental Hospital Ballarat wards and buildings. Photographs were taken at the time the site and hospital were decommissioned and closed, around the early 1990s.

	Lakeside Mental Hospital Ballarat Metal Plaques

Metal plaque, Unappraised, 1955-90

Content: Plaques removed from buildings during Lakeside’s closure. The plaques were created to commemorate the opening of a building or as a memory to individuals.

In some cases, plaques do not identify the actual building. The plaques were received without any identifying information or notes to provide further context.

· School of Nursing, July 1966

· Auxiliary Cross: May Morton, May 1971

· Fountain, Marie Lay bequest, March 1981

· unknown building; H.F.Maudsley, June 1957

· Ward 22 Mural, April 1990

· Ward 22 Mural, August 1990

· Ward 22 Mural, October 1990

· Parklands Unit, October 1990

· unknown ward, Ewen Cameron, December 1986

· Nurses' Home, December 1955

· unknown building, 100th anniversary commemoration of first patients’ admission, August 1977


To receive this publication in an accessible format phone 03 9096 8999, using the National Relay Service 13 36 77 if required, or email RecordsService.Centre@dhhs.vic.gov.au.
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