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	TASK DESCRIPTION
	ROLE
	CYCLE TIME

	
	Practice Organization
· Participate/take turns leading team meetings

· Engage in workflow improvements

· Contribute to team members continuing education 
	
	

	
	Pre-Visit Planning
· Review patient medical record before the patient is seen
· Labs & referrals are completed before patient is seen
· Identify immunization, cancer screening needs

· Start the chronic disease office visit form
	
	

	
	Orchestrate Office Visit

· Agenda setting

· Health coaching

· Medication reconciliation 

· Prevention coordinator

· Chronic illness educator

· Documentation assistance

· Prescription processing 
	
	

	
	Between Visit Care

· Provides follow-up management of acute and chronic conditions per protocol or as directed by physician

· Manages nurse only visits (i.e. hypertension follow-up)


	
	

	
	Self Management Support
· Health behavior modification/motivational interviewing
· Medication compliance
· Patient education

· Shared medical appointment
	
	

	
	Coordinate Care
· Collaborate with the care team, providers, patients, families, and care givers (e.g. nursing home, assisted living, home care, etc.)
· Easy point of contact for patient

· Continuity of care liaison (e.g. hospital to home calls, communicating with referral physicians/teams)
· Link to community and internal resources
	
	

	
	Engage in Organizational Performance Improvement Initiatives
· Participate in performance improvement activities 

· Trained in quality improvement tools and methodologies
	
	

	
	Oversee Registry

· Make sure data is entered into the registry

· Contact patients overdue for visits or not meeting goals

· Review and post performance reports
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


