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Patient Check-In

After a UG CoD assigns you (PA) to a patient, call the patient by the 
patient # of the day and verify their name, birthday, phone number, 

and address . 

Do vitals in the room (unless told otherwise).
Note: write your name under PA for Vitals in problem sheet

If your patient is in room, write name in PA translation. If your patient 
has not been assigned a room, tell the patient to wait in the waiting 

area. 

Give chart to the UG-CoDs of the day 

When UG has given you the patient's chart and assigns you (PA) and a 
patient to a room, bring the patient to the room and then return the 

chart to UG. Write your name under PA translator.

Go back to the room with the patient for translation. Complete all 
committee checklists.  Once done, clean the room and notify the UG 

that you are done with the room

Depending on the patient, do labs/ lab log-out and med refill. Update 
the IMI + Medication Master Drug List.

Remind MS that chart goes to receptionist at the end and return the 
original IMI card to the patient.

Note: If you work with a new 
patient, make sure to fill out 
Patient Visit Sheet, Patient 
Information, and Consent Form

Refer to page 
26-27 for VITALS



Patient Check-Up

After the patient’s temperature is checked, tell the UG and note it 
down on the problem sheet

Take the patient to the room they are assigned to and take all vitals IN 
ROOM with BOTH hands gloved

Give chart to UG when vitals are done and tell UG “done with vitals, 
patient in room” and return to room with patient

When the patient is done with room, wipe down all surfaces in the room and 
the blood pressure cuff + stethoscope, then tell UG “done with room, room is 

cleaned”

If patient isn’t done with their visit, have them wait in room, at the lab 
draw station, or outside

● Patients can have in-clinic visit ONLY through appointments. Appointments can be 
made by calling the clinic phone numbers

● All patients will be screened for COVID-19 at the door and have their temperatures 
checked
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• For newly screened patient, give the patient a “Know HBV” brochure. 

•



This box indicates patient’s 
language/dialect

•

•

Patient Chart

Left Side Right Side

1. Diabetes Lab Track (Blue)
2. Green/Orange Hepatitis B/C 

Monitoring Sheet (only if 
patient has Hepatitis)

3. Lab Results, including Liver 
Ultrasound Results (most 
recent on top)

4. Patient Visit Sheet
5. Patient Information
6. Patient Medical Consent 

Form
7. Covered California Check 

List
*If lab result and Liver ultrasound 
is on the same date, Liver 
Ultrasound should be on top
*If new patient, clip demographic 
and prefilled lab forms onto 
patient visit sheet (paperclip on 
the inside)

1. Medication Master Drug List 
(yellow)

2. MS Soap Notes (on top of 
the respective Problem 
Sheets)

3. Diabetes Checklist (If 
applicable)

4. Problem Sheet (most recent 
on top)

5. Photocopy of prescription 
(underneath the problem 
sheet of the day prescription 
was given)

6. Photocopy of referral forms 
(underneath the problem 
sheet of the day the patient 
was referred)

Saturday Problem Sheet



BLUE Diabetes Tracking Sheet 
GREEN Hepatitis Monitoring Sheet 

Patient Information Sheet Patient Consent Form Patient Visit Sheet



YELLOW Master Medication List 
Medical Students SOAP Notes Saturday Problem sheet

Quarter Sized Lab Referral Form

   

COPY of Prescription Form
Copy of Referral Letter



Make sure the patient has seen a doctor within a 
year and then do vitals.

Get 1 prescription per medication being refilled 
and fill out the top of the prescription.

Ask an MD to write and sign the prescription as 
well as the chart.

Photocopy the prescription and place it under the 
most recent patient problem  sheet.

Return the updated IMI card to the patient, update 
the Medication Master Drug List, and return the 

chart to receptionist.

Note: Refer to page 26-27 for VITALS
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What is it?
PAP is a program run by pharmaceutical companies that give away FREE, 
BRAND-name medication for low income underinsured individuals. PAP 
Committee specializes in enrolling patients to those programs

Note: Patient who are enrolled in PAP often receive routine medication called “PAP REFILL”
They take home physical medication from the clinic



Note: Patient who routinely pick up PAP REFILL must complete a PAP 
Questionnaire (above) when picking up the medication from the clinic.
This form must be returned to PAP Co-Director at the end of day



1. ALL PAP patients’ charts have a red folder. 

Protocol for PAs: Whenever you encounter a red 

folder chart, come to PAP Co-Ds for a follow-up. 

2. All PAP patients’ charts have a PAP Medication 
Compliance Tracking Sheet underneath the Yellow 
Master Drug List

Expectation for PAs: know about this sheet in case 
MS/MD asks about it.

3. Faxing Protocol 

● Tap the “Home” option on the gray fax machine (HP 

Laser)

● Select “Fax” option

● Tap on the blank box for number and press number “1”

○ Put in the rest of the 10 digit of the FAX number. 

This includes 3-digit area code following by 7 

numbers. VERIFY the fax number.

○ Ex: 1 916 999 9999

● Select “Options”, then “Notifications” and “this job”

● Place the papers right side up in the feeder of the fax 

machine. If there is more than one page, make sure to 

separate each page using fingers to prevent the fax 

machine from taking in more than one page at a time

● Hit the start button



Steps:
1. Perform vitals (page 26-27)
2. Grab prescription form and fill out top portion 
3. Find available MEDICAL DOCTOR and give 

him/her chart to review 
4. Make copy of prescription and place under the 

Problem Sheet of the day.
5. Ask PAP for Side Effects Sheet 
6. Update IMI Card and Master Medication List 

if necessary 
7. Ask MD to hand prescription to patient 
8. Have MD sign bottom of problem sheet
9. Give receptionist chart and say “done done w/ 

meds”

Note: Patient should leave with IMI card, side 
effects sheet, and prescription.

Prescription Form



What is it?
Sometimes patients require to discuss with MD for possible new 
medications, lab results, etc. that DOES NOT require a full in-room 
visit. UG Co-D will let you know if that is the case

Steps of MD Consultation:
•Perform Vitals
•Find table space by Committee Co-Ds to 
conduct Consultation 

•Look for a Preceptor to do the Consultation.
•Do MED REFILL as needed 

*Note: This situation would not involve a 
medical student

You need to 
come back in 3 
months for…



1.
1.

2.
3.
4.

What is it? 
Covered California Committee specializes in helping patients enroll to 
affordable medical and prescription insurances





Note: Re-do Covered California Checklist every 3 months to update 
patient insurance status



Note: One or the other are place in the LEFT side of the chart
YES CC-Checklist 

NO CC-Checklist 



*NOTE: THESE ARE 
NOT THE ONLY 
REFERRAL FORMS 
THAT WE HAVE. 
ASK IF YOU’RE 
UNSURE. 

*DO NOT FAX ANY 
PERSONAL HEALTH 
INFORMATION TO 
OTHER STUDENT 
RUN CLINICS

Medical Record Release Form
Fax Cover Sheet



Vitals Normal Ranges
Heart Rate: 60-100 at rest

Respiratory rate: 20 and under
Blood Pressure: 120/80

Temperature: 97.6-99.6F

*Notes: If scale or height is broken do it outside then finish the rest of vitals in room.

*Note down the time when vital starts 
(when you go to confirm the patient) in 
the ”Time” on the problem sheet. 
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Lab form or also called “Requisition” Form



1.
1. DON’T WEAR GLOVES INSIDE THE 

PRECEPTOR ROOM, BREAK ROOM, & 
PATIENT WAITING AREA

2.

3.

4.

5.

6.

•

• Give the lab log out team the filled out lab 
form and the patient’s chart with all the 
needed information 

• Clarify how many lab labels need to be 
printed 

•

• Make sure fasting YES or NO is circled
• Make sure all information is accurate
• Patient’s name in lab form must match all 

labels (Write in patient’s middle initial only)
• DO NOT PUT SSN ON LAB LABELS.
• Write dates as MM/DD/YY
• If any of the patient’s information from the 

previous lab result doesn’t match the one on 
the patient’s visit sheet or patient 
information sheet, write the old info that is 
on the previous lab results in the lab form 
and write the new/correct information in the 
“additional comment” box. 

Lab Labels (if label maker doesn’t work/is not there)



1.

2.
3.

4.

Get a urine kit (which has 2 test tubes, 1 urine cup, 
and 1 wet wipe) and 1 additional orange-tipped test 

tube in the cabinet between rooms 2 and 3

Ask the MS/MD if a clean catch or a first catch is 
required

•Clean catch: patient starts to urinate first and then 
collect the sample

•First catch: patient collects the sample directly as they 
begin to urinate

In Vietnamese, explain to the patient whether it is a 
clean or first catch. Give the patient the wet wipe and 
tell them to use it to clean from front to back before 

urinating in the cup.

While you wait for the patient, fill out 4 labels.

Once the patient is done, fill up the tubes by 
inverting the tubes on the cup and allowing it to fill 

up by vacuum. Label the cup and tubes and put them 
into specimen bags. Use the regular lab form

For UA ONLY: Bag the cup (1st bag), then the urine 
tubes (2nd bag). Put 1st bag into 2nd bag.

 With other labs: place the 2 bags inside the non-time 
sensitive lab bag (3rd bag),so together they will be 

triple bagged. 

***Handle urine samples at the sink 
and wear gloves on BOTH HANDS***



• Note: SOME (not all) Patient will bring this in 
order to do blood draw only. When done, write 
“DONE” across the slip and STAPLE to the 
problem sheet of the day

GREEN, Quarter Sized Lab Referral Slip

DONE
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BLUE Diabetes Tracking Sheet 



1. PA and MS 
go over to lab 
logout table

2. PA writes 
down the list of 
labs in the lab 

checkout 
binder

3. Lab check PA 
and MS has 

patient chart 
between them 

to confirm 
information on 

lab form and 
labels

4. Lab check PA 
and MS initials 
the lab logout 

sheet 

5. Remind the 
MS that the 

chart goes to 
receptionist at 
the end of the 
day before the 

MS takes it

6. PA clips the 
patient number 
of the day onto 

the bag and 
brings the bag 

to the 
appropriate 

storage 
location.

Lab Log-Out Form: After labs are bagged and labeled, and lab form is filled, head 
over to the lab log out station

At Lab Logout:
• Fill out the lab log out sheet and give the lab to the lab logout team.; then clip the lab bags with 

the clip number correlating to the patient number of the day.
• Remind the MS to return the chart to receptionist before they take it. 
• Give the labs to Lab Log-out Team to centrifuge it (if applicable)



When PA comes over 
with MS to the lab 
logout table, confirm 
information on lab 
forms and labels
•Make sure everything is in 

all caps
•Make sure time on the 

form and label match
•Make sure the name, 

address, and phone 
number on the lab form 
matches what is on the 
visit sheet and previous lab 
results.

First name and last 
initial in “checked by 

PA” column in lab 
logout sheet

While 1 lab check PA 
checks the forms and 
labels, the other lab 
check PA goes to the 
fridge to get labs to 

centrifuge

1.
•

•
•

2.
3.
4.
5.
6.

7.



Note: If they don’t pick up after the PM call 
on 2nd week or the FOURTH call overall, put 
the chart in the “For UG’s to Review”

Note: Also log out if it is in 
person result delivery



When you deliver hepatitis screening results, please read from 
a letter template to the patient over the phone.  

•
Purpose: to standardize the explanation of screening labs patients 
receive in order to be accurate as possible.

•
When you are doing a lab call that has Hep screening results, 
please find a Hep Co-D for their assistance:

• You will be given a script/letter to read off of to deliver the 
results.

• After results are delivered,

• (1) Depend on the Hepatitis status of the patient, you 
will be directed by the Hep Co-D to make a photocopy 
of the script/letter. 

• (2) You will put it in an envelope, add a stamp, and 
hand it over to a Hep Co-D to be mailed.
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Sunday Pre-Cancer Screening Questionnaire

Sunday Problem Sheet



After the CoD assigns you (PA) to a patient, call the patient by the patient # of the day and verify their name, 
birthday, phone number, and address. Write your name under PA vital.

Do Vitals (do vitals for patients in the room unless told otherwise)

Logout vitals with UG Co-Ds. If patient still has Cancer Screening questionnaire, also return it to UG CoD.

Then return to the room with the patient. If your patient has not been assigned to a room, tell the patient to 
wait in the waiting room. 

When UG has given you the patient's chart and has assigned you (PA) and a patient to a room, bring the 
patient to the room and then return the chart to UG CoD. Write your name under PA translator.

Go back to the room with the patient for translation. Complete all committee checklist. Inform the patient 
to urinate after the Ms leaves and right before changing into gown and drape for physical exam. Once done, 
tell the floater that you are done with the room.

Do labs/ lab log-out and med refill if needed. Remember to update IMI card as needed.

Remind MS that chart goes to lab log-out at the end of the day
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Once in lifetime



Greeter Co-D Assistant

1.

2.

3.

4.

5.

6.

1.

2.
3.
4.

5.

6.



• Fill out the lab form with all the information as 
you would do so for a normal blood draw. No 
need for a signature/initial in the box (since 
RN/MD/MS is not drawing blood). In the bottom 
right corner, in the comments section, write 
“Fecal Immunochemical Test.” 

• Remind the patient to fill in the time and 
date on the lab label AND the lab form.

• You the PA obtain a printed label and 
stick it to the test tube.

• Obtain sample FIT kit and explain procedure (in 
Vietnamese or English) to patients (instructions 
in next slide). Grab instruction sheet in the 
language needed.

• Notify the patient that the results will be sent to 
clinic and we will call them when the results are 
in. 

Fecal Immunochemical Test



•Put wax paper in an empty toilet

•Deposit fecal matter onto the wax paper.

•Wax paper is flushable

•Open the sample tube and use the tip of the 

stick to obtain fecal sample (Make sure you 

sample at multiple places)

•Cap back the tube sample lid – you will 

hear a “click”

•Write the date and time on the test tube label 

and lab form

•Wrap the sample tube and place sample tube 

into biohazard bag. Glue the envelope.

•Mail in the sample WITH the lab form. (the 

envelope is prepaid and ready to be sent to the 

lab)

• Để tờ giấy sáp trên nước của bồn cầu 
• Đi cầu bình thường 

• Lưu ý rằng là cô/bác có thể dội tờ giấy 
sáp được

• Mở ống nghiệm ra và dùng đầu của ống 
nghiệm dể chích vào nhiều chỗ khác nhau 
trên mẫu phân￼.

• Cô hoặc bác hãy đóng nắp của cái thẻ 
lại và sẽ nghe được cái “cụp”

• Cô hoặc bác nhớ ghi ngày và giờ trên ống 
nghiệm và mẫu đơn xét nghiệm

• Bọc ống nghiệm, cho ống nghiệm vào bì 
“biohazard” Và bỏ vào bì thư rồi dán lại

• Khi xong cô hoặc bác nhớ la bỏ thể thử 
nghiệm và mẫu đơn xét nghiệm vào bì thư 
và gửi đi

• Cô/ hoặc bác không cần dán tem vì 
phòng mặt đã trả tiền tem rồi a.



First Week

Time-Sensitive (2-4 hours)
Temperature-Sensitive (ICE)

Materials: Biohazard bag, sample cup (green/white  top), label, general lab form

PATIENT ADVOCATE Instructions
•Complete a lab label with patient information and leave 
date/time blank

•Complete the general lab form and leave date/time blank
• You don’t need to fill out MS/MD initials or 

Fasting
•Put label on sample cup.
•Place lab form in the biohazard bag pocket.

Patient Instructions
•Once you finish your bowel movement, place some of the 
stool at least to the 60 line of the sample cup.

•Write the time/date on the label of the sample cup and 
place in the biohazard bag

•Complete the general lab form by putting the time/date 
you took your bowel movement.

•Place sample into the freezer or with ice.
•Return to the clinic within 5 days of bowel movement 
with ice to drop off.

How to Log Out First Week:
     Put “H. PYLORI” with a 1 in a circle next to it.
   Tell the receptionist that is “Done with 

NO LAB”
1

Second Week
PATIENT ADVOCATE Instructions

•Once UG assigned you the patient, put on gloves, before 
confirming patient.

•Obtain sample from patient and place by the sink near 
Room 2.

•Confirm both label and lab form are completed and are 
within 5 days!

•Notify UG Co-D of time sensitive lab
•Notify MS Co-D of time sensitive lab
•Write on the Time-Sensitive Board

Patient Instructions
•Tell patient to wait in the waiting room while PA 
confirms all the labels are correct and completed.

•Once you confirm everything is correct, you can tell 
them to leave after lab checkout PA has checked as well.

•We will call them back for their results.

How to Log Out Drop-off:
   Put “H. PYLORI” with a 2 in a circle next to it.
   Tell the receptionist that is “Done with LAB”2



•PATIENT NEEDS TO FILL OUT THE 
DATE/TIME COLLECTED BOX.

•No need for “FASTING” box.
•No need for MS/MD/RN initials as well.

Write “H. PYLORI” in additional 
comments.



Pap Smears:
1. In the room, if asked, help the MS or MD stir the 

spatula and/or cytobrush vigorously in the 
specimen container after collection with gloves 
on both hands

2. Once done, close the container and dispose the 
cytobrush and spatula in the trash can

3. IMMEDIATELY label the container and bring the 
sample when you leave the room

4. Fill out the Pap smear test lab form and mark 
CERVICAL, SPATULA and CYTOBRUSH
a) Note: Pap Smears will have its own bag 

aside from other non-sensitive and 
sensitive labs.

5. Put both lab forms and specimen container inside 
the bag before walking out.

HPV:
1. Grab a regular lab form. Fill out the top with 

patient information. Then, write HPV in the 
“additional comment” box

2. Put the form in the same bag as with the Pap 
Smear.

a) Note: For Pap Smear and HPV co-testing, the 
specimen will be from one Pap Smear 
container. One bag will be used, but there will 
be 2 separate lab forms.

P
a
p 
S
m
e
a
r 
L
a
b 
F
o
r
m

HPV

PAP Smear Form

HPV Form



GC Kit Female
• Regular Lab Form
• Specimen would be collected from the patient’s cervix.
• Speculum, lubricant, drape and gown would be needed for the 

procedure
• After the cotton swab is used to collect the sample, swirl 

the swab in the provided tube.
• Then, break the swab, leave it in the tube and close the 

tube. 
• Label, bag and store in Fridge the same way as for a NON-Time 

Sensitive Lab

GC Kit Male 
• Grab a urine cup from the urine analysis (UA) kit
• Ask MS/MD if they want a clean catch or first catch
• Explain to the patient to fill urine to the line of the cup
• Handle urine at the sink by grey cabinet

• Use the pipet in the GC Kit to pipet the urine in the urine 
cup into the provided tube in the GC kit

• Fill it up so that it is in between the 2 lines
• Double Bag since it is a urine sample

**Wear gloves on both hands for 
male and female tests



•

•

•

NOTE: Hepatitis B screening 
includes lab tests that tell whether 
the patient has Hepatitis B or not. 
Hepatitis follow up includes 
additional lab tests for 
Hepatitis-positive patients.



Male Room Items Female Room Items

1. Gloves
2. Lubricant

1. Cotton swab
2. Cytobrush
3. Drapes
4. Gloves
5. Gowns
6. GC kit
7. Lubricant
8. Spatula
9. Speculum (small, medium, large)

10. Specimen bag (Biohazard bag)
11. Specimen container
12. Specimen label

Note:
• There are 2 types of speculums: fiber optics (only in room 2) and normal ones.
• Use Big cotton swabs for Pap Smear and small cotton swabs for GC kit (All 

rooms should have both types)



1.

2.

3.

4.
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*If you’re interested in joining Creative Committee, please reach out to Bryant Law (contact info on pg. 59)*
*If you’re interested in joining other outreach committees, please reach out to the R&E Leaders (contact info on pg. 59)*
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http://www.vncares.org/
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