
2014-12 

Patients Name__________________________________________________DOB__________________________ 
 

CARE TEAM MEDICAL ASSISTANT STANDING ORDER 
DIAGNOSIS:   

o HIV/AIDS 042 
 
Care Team Medical Assistants may, without consulting the Medical Provider, perform the following tasks:  
 
 Set open access for Medical visit if not seen in the last 6 months. 
 
 HIV-1 RNA, Quantitative, Real-Time PCR 

o No HIV RN QT BDNA within the last 6 months 
 T-Lymph CD4/CD8 

o No T-Lymph CD4/CD8 within the last 6 months 
 CBC Automated 

o No CBC within the last 6 months 
 CMP 

o No CMP within the last 6 months 
 RPR/Reflex TPPA (diagnosis) 

o RPR/Reflex TPPA (diagnosis) within the last year 
 TB-Quantiferon Gold 

o No TB-Quantiferon Gold within the last 2 years  
-Only if Active or Latent Tuberculosis is not in problem list or medical history 

 LIPID Profile 

o No Lipid Profile within the last year 
-Use diagnosis code V58.69 Medication exposure, long-term use high risk medication 

 Urinalysis Microscopic  

o No Urinalysis Microscopic, within the last year 
-Use diagnosis code V58.69 Medication exposure, long-term use high risk medication 

  HLA-B*5701  

o Order HLA if there is no record of test on file. 
  Hepatitis C AB 

o No Hepatitis C AB , within the last 5 years\ 
-Only if Hep C is not in problem list or medical history.  

  HIV AB test only if: 

o If  it has never been previously ordered 

o If there has never been an elevated viral load 
 
Create an Open Access Alert: 
 
 For an INFLUENZA VACCINATION 

o No Influenza Vaccination within the last year 
-Only between the months of November and April 

 For a Pneumovax 

o If the patient has never received a dose 
 Other Orders: 

o ________________________________________________ 

o ________________________________________________ 

o ________________________________________________ 
 

Using a Telephone Encounter, create a Virtual Visit and order the following Labs, Diagnostic Imaging or Referral using the HIV Order Set or 
through the HIV Lab Requisition Form. 

 
________________________________________________________________________________________________________________ 
Start Date:               End Date: 
 
 ____________________________________________________________________________ 
Care Team Provider Signature 


