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1. Medical Outreach Departments
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2.Job Functions

" e
o Registration - Z-f]

oFlow In Volunteer - =&
o Flow Out Volunteer - 9|
O Department Controller -

o Record Return - Jﬁ l'LI'Sr

=
Y

O [nterpreter - =

o Food Preparation - #jAf

o Distribution - 3}
o Hair Cut - 5
n3 ln 1_ szjjllzlﬂ\



2.1 Flow In Volunteer
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O Flow the patient from the Registration Desk to
Triage department

O Flow the patient from Main Waiting Area to the
respective service department

O Flow the patient from the department waiting
area to the consultation or treatment desk



2.2 Flow Out Volunteer
g

O Flow the patient to the Main Waiting Area if the
patient requests more services

O Flow the patient to the Record Return
Department if the patient already completed all
the services requested.



O Seated the patient.

O Log in the patient number to Department
Control Log Sheet.

O Send the patient to treatment and Mark the
check in on Service Card.

o Mark the check out on Service Card and flow
the patient to Waiting Area or Record Return
area.



2.4 Record Return Control
e R[>

Express gratitude to our clients for their
participation- BWRIF ZHpVEE

Check all forms have been signed and dated- A & £
Collect Master Number badge- &NH?%Eﬁ%ﬁ%

Collect all medical records- &Nﬂﬁﬁﬂﬁiik

[f needed, advise clients the nearest pharmacy to fill
prescription - J['E|BEHT, FEREHIELT ) EISE

Make a duplicate copy (with Tzu Chi logo) upon

client’ s request @['ﬁ?ﬁ%’?lﬁ\”’f’ﬁﬁi A ES
M1 Xerox « mhi-ipim & iprtogo » f]H aeelil make copy °



e Overall event flow
* Registration process

e Patient Process flow




3.1 Medical Outreach/Health Fair Flow
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The Overall Process Flow

Seated the patients. Wait till the Flow

e S ©

In Volunteer from each department
requires more patients for their

Patient Triage Waiting
Registration Area

department. Pass the patient to the
Flow In Volunteer
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@ Flow In Volunteer
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3.2 Registration Process Flow

Ittt N Tt

e/

=
-

-

Look for Patient Chart Register Requested Assign Each Service

Services Dept. Sequence #

Return
Patient

|-

Pre-register Patient

\ 4

Fill Patient Survey &
Media Consent Form

Get Patient’s Signature

Return
Patient

\ 4

Event Date, Event Location, \

Patient First Name, Patient

Last Name, Date of Birth,
Gender, Contact Number,

YES

Give patient chart to

Mailing Address, Medical the patient ~
nsurance. _/
.
b < Remark:
NOTE

Flow Patient to Triage

Existing registered patient charts
Department

need to bring to each outreach.
The medical professional needs
to review the medical history of
the existing patient before
further treat the patient.

| I 1
I I 1
I : 1
1 1
1 Registration Department Coordinator will estimate the : 1
: number of patients accepted to register for each i :
(]
| Lo
1 | 1
1 | 1
1 | 1
|

department according to the number of service provider
available.

11V-,:-__T--T_T ---------- - Ul \J
(Estimation is based on the prior experience)



3.3 Patient Process Flow

o Patient Registration - %152 ¥

o Triage - FEEH
o Lab Test - Ak&E|
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o Flow Patient to Service Dept -
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low Patient to Record Return 1f

Services completed -E[n/5t£U7Vﬁf
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3.4 Waiting Area Process Flow
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3.5.1 Department Process Flow, Examples
Acupuncture f| £, 52

\

Log in volunteer needs
to keep an eye of any
available
Acupuncturist

Serve the patient based Perform diagnosis
- ) . on the log seq. and/or treatment
Log the patient onto the Patient First Name,
department log

Flow Patient in from
Main Waiting Area

Last Name and
Department Sequence
Number

Fill the Flow patient to Main Services
; Waiting Area combpleted
Consultation Form Seat the patient p

Flow patient to Record
Return Dept.




artment Process Flow, Examples

Aantal T3 Eb = =034 1E]
ental /7 & & 1727k
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Flow Patient in from Perform dental screening
Main Waiting Area if extra dentist is

available
Log the patient onto Patient First Name, Serve the patient Log in volunteer needs to
the department log Last Name and based on the log seq. keep an eye of any

Department available dentist

Sequence Number

| Seat the patient |

Services
completed

Fill the consultation

form |

Teeth cleaning and/or
minor treatment

Flow patient to Main
Waiting Area

Flow patient to Record
Return Dept.




» Patient Registration & Consent

« Service Card

 Waiting Area Log Sheet

e Department Control Log Sheet

e Department Consultation Form (Various examples)

e Record Return Log Sheet



4.1 Patient Registration & Consent Form
- 1 S W [RTEGE ()

TZU CHI FREE CLINIC, USA - MECIAL TERM
PATIENT REGISTRATION & CONSENT FORM

Date: Location: Chart No:
Patient Name v * & ¢;: (Last %) (First &,

Nombre Del Paciente: (Appellido) (Nombre)

Birthdate % [!: Sex 1jl: [] Male [] Female Telephone rqﬁf,ﬂﬁ%

(Fecha de Nacimiento) Sexo Telefono

Address (=i

(Domicilio)

Race / Ethnicity (Check One)  Raza/ Etnicidad (Marque una caja) AR (%f“ )

] Asian/Pacific Islander [_] Hispanic [_] American Indian/Alaskan Native [_] Afrlcan American [_] White [_] Other
Language/ Idioma

] English/Inglés [] Spanish/Espafiol [_] Chinese/Chino [] Other /Otro
Service Category:
[] Medical [] Dental ] Acupuncture [] Chiropractic [] Blood Test [] Vision
Medico Dentista Acupunctura Quiromante [] Body Fat
[l Il il [] Bone Density [ ] Hepatitis B
Vitals:
Wit: Ht: Temp: Resp.: Allergy:
Pulse: Blood Pressure:
Ideal = below 120/80 (fE<1201')™, (FES80 I'J™ = )

Blood Sugar 'f% : Fasting = below 120 mg/dl  Normal ( 448 &% 120 = 1=} )
Non-fasting = over 160 mg/dl  Follow Up ( ZEZ4g HiH* 160 = :E1™A6 4 )

Cholresterol J&F/TH! : Ideal = less than 200 ({544 200 = ZEI4ED

Hgb "' %k
17 | hereby release Tzu Chi Free Clinic and all other organizations associated with this screening, parent and affiliated companies, successors and
assignees, and officers, directors, and employees from any and all liability arising from or in any way connected with blood drawing for my blood

cholesterol, glucose, hemoglobin measurements, immunizations, or from the data derived there from.
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4.2 Service Card
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MASTER #

I

SERVICES

SEQ. #

Lab Test

Adult Medicine

Women's Health

Pediatrics

Vision

Dental

Acupuncture

Chiropractor

Hair Cut




4.3 Waiting Area Log Sheet

ESANE IS IS

FRESNO MEDICAL TEAM
MULTI SERVICE CATEGORY LOG SHEET

Date: MM/ DD/ YYYY]
Location: City:

LAB TEST ADULT MEDICINE PEDIATRICS EYE DENTAL OBIGYM CHIROPRACTIC ACUPUNCTURE
SEQ.# | MAST.#| SEQ.# | MAST.#| SEQ.# | MAST.#| SEQ.# | MAST.# | SEQ.# | MAST.# | SEQ.# | MAST. #| SEQ.# | MAST.#| SEQ.# | MAST. #
1 1 1 1 1 1 1 1
2 2 2 2 2 2 2 2
3 3 3 3 3 3 3 3
4 4 4 4 4 4 4 4
5 5 5 5 5 5 5 5
6 6 <] 6 6 6 <] 6
7 7 7 7 7 7 7 7
8 8 8 8 8 8 8 8
9 9 9 9 9 =) 9 9
i0 10 10 10 10 10 i0 10
11 11 11 11 11 11 11 11
12 12 12 12 i2 12 i2 12
13 13 13 13 13 13 13 13
14 14 14 14 14 14 i4 14
15 15 15 15 15 15 15 15
16 16 16 16 16 16 16 16
17 17 17 17 17 17 17 17
18 18 18 18 18 18 i8 18
19 19 19 19 19 19 19 19
20 20 20 20 20 20 20 20

Fresmo Medical Team (@) 20080508
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4.4 Departm

HEA G

MEDICAL TEAM

ACUPUNCTURE LOG SHEET

nt Control Log Sheet

Date: [MM / DD / YYYY]
Location: City:
DEPT. NAME DEPT. NAME
NO | SEQ. # (FIRST NAME + LAST NAME) NO | SEQ. # (FIRST NAME + LAST NAME)

NUMBER OF PATIENTS SERVED: [

Medical Team @ 20080508




4.5 Adult Medicine Consultation Form

FR T R R

Tzu Chi Free Clinic, USA
Fresno Medical Team
Patient Consultation Form — Adult Medicine

____ e
Consultation Date _ Department Number -

Patient Name (LAST) | | rirsTY: | |
Nombre Del Paciente: (Appellido) {Nombre)
Date of Birth: I:l Sex: 0O Male O Female Telephone: | ( ) |
Fecha de Nacimiento Sexo Telefono

Patient’s Signature:
La Firma del paci

\ Physical Examination

I
Weight: |:| Blood Sugar Test: Temperature: | | Pulse: | |
|
I

Height: |:| Blood Pressure: Allergy: |

I Consultation Note

Docitor’s Name: Doctor’s Signature:

Revised by Fresno Medical Team @ 20081027




4.6 Acupuncture Consultation Form
H 1A

Tzu Chi Free Clinic, USA
Fresno Medical Team
Patient Consultation Form - Acupuncture

Consultation Date _ Department Number -

Patient Name: (LAST) | | rrsT) |
Nombre Del Paciente: (APPELLIDG) (NOMBRE)

Dateof Birth: [ | S-ex: OMale O Female  Telephone: [ () |
Fecha de Nacimiento: Telefono:

Patient’s or Legal Guardian’s Signature Patient’s Signature
La firma De Padre o Guardian Legal La Firma del paciente:

[ Physical Examination |
Blood Sugar Test: Blood Pressure: Temperature: I:l

m

Acupuncturist’s Name: Acupuncturist’s Signature:

Revised by Fresno Medical Team @ 20051027




4.7 Dental Consultation Form

|

Al

. . . CONSENT FOR ORAL TREATMENTS
Tzu Chi Free Clinic, USA

Fresno Medical Team
Patient Consultation Form - Dental

I hereby authorize and request the performance of dental examination for myself or for

I give my consent to any advisable and necessary dental examinations to be administered by the attending dentist or by

Consultation Date I:’ Department Number \:’ his/her supervised staff for diagnostic purposes. There records may include examination records, photographs, x-rays, and
blood studies.
Patient Name: (LAST) [ | (FIRST) [ I T understand that this oral examination is only based on my statement and dentist’s inspection, palpation, percussion, and
Nombre Del Paciente: (APPELLIDO) (NOMBRE) may be some available examination technique.
Date of Birth: |:I Sex: O0 Male [0 Female Telephone: | ( ) | I also understand that the suggestion from this examination can only be as a reference, and I reserve the right to consult
Fecha de Nacimiento: e Telefono with any dentist of my choice outside of Tzu Chi Free Clinic.
Fec, . ~imiento: Sexo: ele :
Ced Sl el ressure Lty I understand that I am having the following work done: Fillings _, Extractions . Openand
Allergies: | Medication: |:| Drain . Root Canals _ _, and other _ -
: : (nitials: )
Tooth | Services Necessary 2. DRUGS AND MEDICATION
I understand that antibiotics and analg and other medicati can cause allergic reactions causing redness and
swelling of tissues, pain, itching, vomiting, and or anaphylactic shock.

(Initials: )

= Sogli=e —_ iy 3. LINGS
&’Xf){mm ‘Wﬁ m@mj ’ f‘l’]fl;chr:fnnd that care must be exercised in chewing on fillings especially during 24 hours to avoid breakage. 1

understand that a more extensive filling than originally diagnosed may be required due to additional decay. 1

y l EW%&U E\@ = , - . @ understand that significant sensitivity is a common after-effect of a newly placed filling.

AT TN + g

| T understand this procedure is only palliative in nature whose sole purpose is the alleviation of pain due to pulpal
|s]a
I

[al=z1]-]=1a trauma, and is by no means final or definitive. I further understand that failure to complete the remainder of the
:la-];-ulwl 28 |27]26|2s]2 km:a mao 19 1- vr

(Initials: )

treatment may result in other complications such as recurring pain, infection, facture and eventual loss of the
= B ©_d = ¥ o — tooth.

[— (Initials: )
W g gj gg g&?i g I understand that dentistry is not an exact science and that therefore reputable practitioners cannot properly guarantee
L7 (49 »ly v g.’.y.? results. I acknowledge that no g or has been made regarding the dental treatment, which I have
@ Q g HH WH q @ requested and authorized.
B ES AN

- I hereby authorize any doctors or dental auxiliaries of Tzu Chi Free Clinic to proceed with and perform the dental
&; E}ii_ %ﬁ ﬁ H H ﬁ vﬁ&:i) restorations and treatments as explained to me. Should any dispute anse over dental services provided to me, that is,
E A
—r—

Y e B B —— whether any dental services rendered is allegedly unnecessary, unauthorized or was improperly, negligently, or
s ¢ a p_ o n m | incompetently performed, said dispute will be submitied to Peer Review of Board of Medical Directors. The decision of
Peer Review shall be binding on both parties. I have read, understood, and agreed to the above.
Treatment
Dentist’s Name
Patient Signature Parent’s or Legal Guardian's Signature Date
Dentist’s Signature La Firma del paciente La firma De Padre o Guardian Legal) Fecha

Revised by Fresno Medical Team @ 20081027 Revised by Fresno Medical Team (@ 20081027



4.8 Record Return Log Sheet
R e

FRESNO MEDICAL TEAM
RECORD RETURN LOG SHEET

Date: [MM / DD/ YYYY]

Location: City:

MASTER ME YEAR SERVICE CATEGORY (¥) OTHERS
NUMBER RIRSTE L=l HAME BORN | LAB | MD | PED | EYE | DDS [ CHI | ACU | OBG | REF. [ Rx(S) | Rx(P)

TOTAL SERVICE COUNT | | | | | | | | | |

Fresno Medical Team @ 20080508




O Tzu Chi Northern California Medical
Outreach Guideline

http://www.socialtext.net/outreach/index.co1?medical outreach




/7fg=content/wiki/medical-group
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HOME TAX SERVI

Medical Group BE#IRXE

Welcome to Tzu Chi Medical Group. Our vision is to provide medical care for those in need regardless of race,
religion, sex, or creed. More importantly, it is to provide this care with compassion and gratitude, expecting
nothing in return from those we serve.

Brief introduction for medical group.

Tzu Chi Updates

£ New Year Blessing (B4 : Welcome and Schedule
£ Tzu Chi's Medical Services at 2009 RAM LA Free Clinic

0 EELE) BFE
Upcoming Events (2011)

Sign Up for Event(s)
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4. Department Flows / Forms
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From 4.8. Chiropractic Consultation Form
FIMER [V R

Tzu Chl Fr_ee Cllnlc’ U In the past week, how much has your pain interfered your daily activities (e.g. work, social activities, and
Fresno Medical Team houschold chores)? (Please circle number below)

Patient Consultation Form - Chiropractic

1 2 3 4 5 6 7 8 9 10

. (No interference) (Unable to carry on any activities)
Consultation Date | | Department Number ‘:’
Have you had spinal X-rays, MRIL, CT scan for your area(s) of complaint? Oves Ono
Patient Name (LAST) | | Firsy: | | Date(s) taken What areas were taken?
Nombre Del Paciente: (Appellido) (Nombre)
Date of Birth: |:I Sex: O Male O Female Telephone: | ( ) | Flease check all of the following that apply to you:
Fecha de Nacimiento Sexo Telefono D Recit Fevs D Prostaie Problems
‘ ‘ ‘ D Diabetes D Menstrual Problems
O High Blood Pressure O Urinary Problems
Patient’s or Legal Guardian’s Signature Patient’s Signature § ) "
La firma De Padre o Guardian Legal La Firma del paciente: O stroke (Date) O Currently Pregnant, # weeks
| Phiysical E ] [ corticosteroid Use (Cortisone, prednisone, etc) Abnormal Weight [ Gain [ Loss
] [ Taking Birth Conirol Pills [J Marked Morning Pain/Stiffness
Weight: Blood Sugar Test: [ mgail] T ture: Pulse:
e bt = oo { se I [ Numbness in Groin/Buttocks O pain Unrelieved by Position or Rest
Height: l:l Biood Pressure: Allergy: | [ Dizziness/Fainting [ pain at Night
| Describe your current problem and how it began: | [ cancel'Tumor (Explain) O visual Disturbance
PAIN MAPEING 0 oste Bl reerics
O Headache O Neck pain O Mid-back pain A-ACHE N-NUBNESS = icoporoats = SR
I = N e s 5 fedicati
O Low back pain O Am pain O Leg pain T=TINGLING (PINS & NEEDLES) EgilepeySaizmines Medcanons
e ME=MUSCLE SPASME  S=STIFFNESS O Other Health Problems (Explain)

Family History:
Is this? [ Work related [ Autorelated [ /A & ;

O cancet [ piabetes [ High Blood Pressure [ Hear Problems/Stroke [] Arthritis
Date problem began:

How problem began: Remark:

Current complaint (how do you feel today): (Please circle number below)

1 2 3 4 5 6 7 8 9 10

(No pain) (Unbearable pain)

How often are your symptoms present? Doctor’s Signature:

Doctor’s Name:
(Intermittent) [J 0-25% [ 26-350% [ s1-75% [ 76-100% (Constant)

Revised by Fresno Medical Team @ 20081027 Revised by Fresno Medical Team @ 20081027



Form 4.9. Vision Consultation Form
IRYSIERSY IS

Tzu Chi Free Clinic, USA
Fresno Medical Team
Patient Consultation Form - Eye Services

Consultation Date | |

Department Number \:’

Patient Name: (LAST) | | FrsT) | |
Nombre Del Paciente: (APPELLIDO) (NOMBRE.)
Date of Birth: |:I Sex: O Male O Female Telephone: | ( ) |
Fecha de Nacimiento: Sexo: Telefono:

Patient’s Signature
La Firma del paciente:

Patient’s or Legal Guardian’s Signature
La firma De Padre o Guardian Legal

Physical Examination |

Blood Sugar Test: Biood Pressure:

Temperature: [:]

Eye Screening Medical Report |

Eye Complaints:

Past Eye History:

Medical History:

Medications:

Vision:

[ Blurred vision [ obp Oos Oou
D Pain D Yes D No

D Other eye complaints:

D Cataract D Glaucoma D Other

O ur~ O other

D Diabetes

D With glasses D Without glasses

OD: 0Os:

Refraction:

Visual Fields:

Versions:

Pupils:

Cover Test:

Cover/Uncover:

External Exam:

Slit Lamp Exam:

Retinal Exam:

Tentative
Diagnosis:

Recommendation:

Doctor’s Name:

OD:

0s:

Confrontation method

O
O

O
O
O
O

O
O

20/

20/

D WNL D Other

10P:
1OP:

Full O other

PERLA D Other

Ortho D Other

Orthopho D Other

WNL O other
Orbit: Lids:

WNL O other
Lashes: Conj: Cornea:
Ant Chmb: Iris: Lens:

Un dilated Direct

O wae O omer

Dilated Indirect

Lashes:

Conj:

O
O
O

Follow up with an Ophthalmologist/Optometrist
Refer to Lens crafler

Other

Deoctor’s Signature:

Revised by Fresno Medical Team @ 20081027

Revised by Fresno Medical Team @ 20081027



