Medical Policy

Patient Flow

I. Registration

A. Established patients with appointments:

1. Sign in at Front Desk.

2. Front Desk personnel will verify status of all demographic information, including address, phone number, race, sex and family size.

3. “Patient Data Form” must be updated by patient annually.

4. Patient will be asked for updated insurance information and a copy will be placed in the chart.

5. If patient is uninsured, proof of income status should be updated if there has been a change and at least annually.

6. Patient will be notified that there may be a few minutes wait and that the medical staff will call him/her shortly.

B. New patients with appointments:

1. Sign in at Front Desk.

2. Front Desk staff will ask patient to complete Patient Data Form and sign all appropriate forms.

3. All demographic information will be updated and entered into the computer.

4. A copy of insurance information or proof of income status will be obtained.

5. Patient will be notified that there may be a few minutes wait and that the medical staff will call him/her shortly.

C. Walk-in patient with no appointment:

1. Sign in at Front Desk.

2. Patient will be told that the priority is for patients with appointments and that there will be a wait.

3. Patient will be presented with an option to schedule an appointment.

4. If the patient insists that it is an emergency, the provider or clinical supervisor should be notified promptly to triage.

D. Late patients:

1. If a patient is late for an appointment and there are no patients waiting, the patient will be seen as scheduled.

2. If a patient is more than 15 minutes late and there are patients who are on time for their appointment, then the patient who is on time will have the priority to be seen.  The late patient will be seen as the schedule permits or asked to reschedule.

II. Front Desk  - Please see Front Desk Manual for detailed procedure.

After registering the patient, completing and updating demographic and insurance data, the Front Desk personnel will generate an encounter form for the visit.  The encounter form will be attached to the front of the chart and placed in the “intake” rack for the medical personnel.

III. Intake Information  -  Medical Assistant/LPN/RN

A. Takes chart from the “intake” rack.

B. Calls the patient back to the room.

1. If an adult patient, should always address as “Mr.,” “Mrs.,” or “Ms.” Calling a patient by their first name should only occur if the patient is significantly younger than the MA/LPN/RN or if the patent has specifically requested to be called by their first name.

2. Greets the patient.

C. Pediatric vitals/intake.

1. Vitals.

a. Weight should be measured with every encounter.

b. Height/length should be measured with every well child visit.  It is not necessary to measure a height or length with every encounter.

c. Head circumference should be measured with well check-ups for children less than 3 years old.

d. Temperature should be determined with every “sick” encounter.  

e. Pulse should be taken with every encounter.

f. Respiration should be determined with every encounter.

g. Blood pressure should be determined in children for well child visits who are over 3 years old.

2. Pediatric chief complaint.

a. The reason for each patient visit must be recorded in the progress notes.

b. Legible signature and title (i.e. MA, LPN, etc.) must accompany each chart entry.

c. Each chart entry/note must be dated.

3. Pediatric growth curve (well child visits).

a. Plot according to current age.

b. Record percentile for height, weight, and head circumference on well child form.

4. MA/LPN/RN will ask and record pediatric questionnaire for

well child visits.

5. Immunization record form must be completed for new patients.

D. Adult vitals/intake.

1. Vitals.

a. Weight with every encounter.

b. Height with every new patient and at least annually on established patients.

c. Temperature with every “sick” visit and as appropriate.

d. Pulse with each encounter.

e. Respiration with each encounter.

f. Blood pressure with each encounter.

g. Fingerstick glucose for known diabetics at each check up.

h. Fingerstick HgbA1C every 4 months and urine microalbumin annually for known diabetics.

2. Chief complaint.   

a. The chief complaint must be recorded by the 

      MA/LPN/RN for each encounter.

b. Legible signature and title (i.e. MA, LPN, etc.) must accompany each chart entry.

c. Each chart entry/note must be dated.

3. Notify the appropriate provider of the patient visit.

IV. Provider Encounter.

A. Provider to obtain history.

B. Perform appropriate exam.  Female MA/LPN/RN to be present with male provider when performing breast and/or pelvic exams.

C. Provider to record history and physical findings in SOAP note format.  All records should be legible.  Dictation should be utilized whenever possible.

D. All notes/documentation must be signed and the provider name printed, typed, or stamped under the signature

E. Provider should mark any procedure (i.e. throat swab) performed on the encounter form.

F. If ordering labwork, provider should mark tests on lab requisition or encounter form and notify MA/LPN/RN.

G. Provider should record appropriate CPT and ICD-9 codes on encounter form at end of visit.

H. Provider should record follow up appointment time on encounter form and review with patient, along with any other instructions.

I. Provider should direct patient to check out area at end of visit if no further labwork required.

V. Provider Orders  -  MA/LPN/RN

A.   MA/LPN/RN
monitors patient rooms constantly.

B. MA/LPN/RN should discuss with provider, or read the progress note, well child form, lab form or encounter form, for orders. 

1. Labs – in house

a. Perform in house labs as ordered by the provider.  Note:  all urine samples must be obtained in the patient restroom, not the waiting room restroom.

b. Record performance and results in progress notes and sign name and title.

c. Mark the test performed on the encounter form.

d. Notify the ordering provider that the lab test has been performed.

2. Labs – send out

a. Refer the patient to the lab area.

b. Complete the appropriate lab requisition for the test.

c. Record the test on appropriate tracking system.

3. EKG

a. Perform EKG as ordered.

b. Place results in the chart and initial.

c. Mark encounter form appropriately.

d. Notify provider of test completion.

4. Aerosol treatment

a. Perform aerosol as ordered.

b. Check respiratory rate after completion of treatment

c. Notify provider of completion of treatment.

d. Record performance of treatment on chart.

C. After orders completed, patient should be discharged with encounter 

form and directed to the check out area.

D. Rooms should be cleaned according to the Health Center’s OSHA regulations immediately after each patient visit.

