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Purpose: The purpose of this SOP is to distinguish which nurse visits need provider approval prior to scheduling and how to document the visit properly.
Procedure: If the patient calls into the clinic with the following complaints, the steps outlined below are to be followed:
· Immunizations
· Hormone Injections (if already established on the medication from one of our providers ok to schedule)
· Hormone Injection Teaching (If prescribed the medication by one of our providers ok to schedule)
· Ear Lavage
· Urinary Symptoms/Urine Dip
· Pregnancy Test
· Suture Removal
· Blood Pressure Check
· Blood Pressure/Weight Check

1. When a patient calls in with requests for any of the above, please create a patient case and send to the MA. Inform the patient that the MA will be calling them to gather more information.
2. The MA will then call the patient to discuss their request/symptoms in detail, record the information collected into the patient case and send to the provider to advise.
3. Once the provider approves a nurse visit and orders, they will send the case back to the MA and the MA will contact the patient. The MA will either schedule the nurse visit or advise the patient to walk into the clinic and inform the front desk that they are here for a nurse visit per their provider.

· If the MA schedules the patient, they are to note on the visit what it is for specifically, i.e.: 2nd Hep B, PCV 23 vs. PCV 13, UA, etc., and state “per provider approval”.
4. Once the patient arrives and is checked in, the MA will get the patient from the lobby and perform the nurse visit.
	Add chief complaint
	Document in the chief complaint note field why there, symptoms patient is experiencing and what was done in visit. (If medication given MA to document which med, dose, location and which, if any, clinic supplies were used or specify patient supplies used).
	If visit is for urinary issues, MA to document specific symptoms, including, but not limited to, fever and flank pain.
	If test performed or medication given, MA to place order and document accordingly.
	Once completed, MA to change visit to ordering provider and mark done with intake.
*If the visit is for a urine dip only, the patient may leave a sample without waiting for the MA.
5. If the visit requires a response from the provider, i.e.: urinalysis, blood pressure/weight check for medications, the MA is to also create a patient case with all pertinent information and send to the provider.
Nurse visits for any of the listed reasons need to have provider approval and/or an order in the chart prior to the patient being scheduled/seen.
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