
                                                                                                                                                                                                                                          2013 WEST COUNTY HEALTH CENTERS, INC STANDING ORDERS 
 

 
 

CARE TEAM MEDICAL ASSISTANT STANDING ORDER 
DIAGNOSIS:   

o Type 2 Diabetes 250.00 
o Type 1 Diabetes 250.01 
o Other ______________ 

 
Care Team Medical Assistants may, without consulting the Medical Provider, perform the following tasks:  
 
 HEMOGLOBIN A1C IMMUNOASSAY 

o No hemoglobin A1c within the last 6 months 

o More frequent testing: ____________________________ 
 MICROALBUMIN, RANDOM URINE 

o No microalbumin within the last year 

o More frequent testing: ____________________________ 
 LIPID PROFILE 

o No Lipid Profile within the last year 

o More frequent testing: ____________________________ 
 DEPRESSON SCREENING 

o No Depression Screening within the last year. 

o More frequent testing: ____________________________ 
 DIABETIC EYE EXAM Referral 

o No Diabetic Eye Exam within the last year 
 
 
In an Office Visit: 
 
 Perform a DIABETIC FOOT EXAM 

o No Foot Exam within the last year 

o More frequent testing: ____________________________ 
 
Create an Open Access Alert: 
 
 For a Diabetic Visit 

o Has not been seen in the last 6 months 

o More frequent visits: ______________________________ 
 For a INFLUENZA VACCINATION 

o No Influenza Vaccination within the last year 

o Between the months of November and April 
 
 Other Orders: 

o ________________________________________________ 
 
Using a Telephone Encounter, create a Virtual Visit and order the following Labs, Diagnostic Imaging or Referral using the ENDO-

Diabetes Order Set or through the Diabetes Lab Requisition Form. 
 
01/01/2013________________________________________________________01/01/2014_____________________________________ 
Start Date:               End Date: 
 
________________________________________________________________________________________________________________ 
Patient Name        DOB: 
 
 ____________________________________________________________________________ 
Care Team Provider Signature 


