
Standing Delegation Orders OB/GYN 

Table of Contents 

 

 

1. Standing Orders for Nursing/Laboratory Personnel 

2. Medical Emergencies in the clinic 

3. Administration of Vaccines 

4. CDC Recommended Immunization Schedule for persons aged 0 through 18 

years 

5. CDC Recommended Immunizations for Adults by Age/Medical Condition 

6. Standing Vaccination Orders 

7. Vaccine Management Plan 

8. Administration or Provision of Drugs Ordered by the Physician 

9. Issuance of Medications Which Do Not Require a Prescription 

10. Taking of Personal & Medical History 

11. Performing Physical Exam and Recording Physical Findings 

12. Ordering of Test Appropriate to Services Provided Under Orders 

13. Ordering of Laboratory Specimens 

14. Administration of Birth Control 

15. Provision of General Patient Education 

16. Patient Telephone Calls 

17. Triage 

18. Depression Screening Forms 



STANDING ORDERS for Nursing/ Laboratory Staff 

Emergent/ Urgent Situations: 

1. If a patient presents with a diastolic blood pressure of 100 or greater and/or a systolic of 180 or greater, 

the clinic staff is to notify the attending provider for guidance/ orders. 

2. If a child presents with a temperature of 102.4F or greater, support staff may give Ibuprofen or 

Acetaminophen appropriate for the age and weight in accordance with FDA approved dosages; this may 

be administered orally or rectally. 

3. Patients with respiratory distress and/or known asthma diagnosis may have pulse oximetry performed 

and a rescue short-acting bronchodilator such as Albuterol or Xopenex treatment administered while 

waiting to see a medical provider. Provider must be immediately notified. 

4. Patients complaining of chest pain may have an immediate EKG, and the provider immediately notified. 

 

Special Instructions: 

1. Patients with open wounds or lacerations may have these cleaned and the clinic support staff may set up 

for suturing if indicated. 

2. Prescription renewals for chronic disease medications excluding narcotics, anxiolytics, and anti-psychotic 

meds may be authorized by designated clinic support staff in accordance with approved refill guidelines. 

 

Immunizations/ Vaccinations: 

1. During well child/infant visits, clinic support staff may follow approved guidelines (CDC Recommended 

Immunization Schedules for Persons Aged 0 through 18 Years) for required immunizations without 

consulting the provider. 

2. Clinic support staff may administer the annual tuberculosis screening questionnaire if due and/or when 

appropriate. 

3. The TB skin test should be administered by support staff if ordered by the medical provider. 

Laboratory Testing/ Preventive Health Screenings: 

1. All patients who present with urinary symptoms such as pain with urination, bloody urine, and pelvic pain, 

vaginal or penile discharge may have a urine sample obtained for urinalysis. 

2. All patients 13 – 64 years of age must undergo routine HIV screening once a year (or more frequently if 

requested by the patient) utilizing the center-approved HIV blood test via the opt-out screening method. 

Patient’s refusal of test should be documented in the medical record. The medical provider is responsible 

for delivering blood test results. 

3. Patients with complaints of a sore throat in the setting of fever, may have a rapid strep test and/or a flu 

test (if during flu season). 

4. Patients who present for a family planning/birth control visit and/or complaint of amenorrhea (absence of 

menses) should have a urine pregnancy test. 

5. All patients who present for the first prenatal (OB) visit must have the following lab test: GC/Chlamydia; 

CBC/diff; ABO/Rh/Ab; HIV; Hepatitis B surface antigen; Syphilis (RPR or VDRL); urine culture. 



6. GBS culturettes should be obtained in all OB patients at 35-37 weeks gestation or anytime thereafter if 

late prenatal care or missed appointments. 

7. Patients who present for a physical that requires specific routine lab tests may have these tests obtained 

prior to being seen by the provider. 

8. All patients 12 years and older must have depression screening conducted every 6 months using center-

approved screening tools, unless they have an established diagnosis of depression and/or bipolar 

disorder. 

9. Patients between 50 and 75 years of age who have not been screened for colorectal cancer via 

documented colonoscopy in the past 10 years; stool-DNA (Cologuard) within the past 1 – 3 years, or fecal 

occult blood test (FOBT and FIT) in the past 12 months must be offered a home colorectal cancer 

screening kit with instructions regarding use unless medical provider/PCP states otherwise. 

10. Women age 21-64 years should have a Pap smear every 3 years; those patients age 30-64 years have the 

option of co-testing with Pap smear and HPV testing every 5 years (if the test is available) unless medical 

provider/PCP indicates otherwise. 

11. Women age 50-74 years of age should be referred for a screening mammogram every 2 years unless 

provider/PCP states otherwise. 

 

Chronic Disease Management: 

1. If a patient has an established diagnosis of diabetes, the support staff or lab personnel may obtain the 

following: 

HbA1c every 3 months unless the medical provider states otherwise. 
Fasting lipid profile every three to four months if previous LDL >70mg%; otherwise once a year. 
Comprehensive metabolic panel every three to four months. 
Annual spot urine micro albumin-creatinine ratio if no evidence of medical documentation indicative of 
nephropathy 
Annual dilated eye exam by optometrist or ophthalmologist 
 

2. If a patient has an established diagnosis of cardio vascular disease (CVD), the support staff may obtain the 

following: 

Fasting lipids every three months for CAD, dyslipidemia if most recent LDL > 100mg% 
Fasting lipids may be obtained every four to six months for patients with Hypertension only. 
Comprehensive metabolic panel may be obtained every four to six months. 
Annual electrocardiogram (EKG) 
 

 

     Signature:         

      Annette Okpeki, M.D., Chief Medical Officer 

 

Approved Date: April 19, 2013; Revised March 2, 2015; Revised Jan 14, 2016 
     Revised Feb. 8, 2017; Revised May 18, 2018; Revised June 2019 
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Managing Medical Emergencies 

SUBJECT: Medical Emergencies in the Clinic 

PURPOSE: To establish guidelines for staff to follow during medical emergencies. 

ACCOUNTABILITY: This guideline applies to all licensed medical staff. The highest level of 

licensed medical personnel should take the lead in directing clinical management in all 

medical emergencies. All medical staff must maintain a current cardo-pulmonary resuscitation 

(CPR) card. 

EMERGENCY SUPPLIES: The following supplies shall be present in all clinics as listed below: 

1. Diphenhydramine injectable 50mg/mL vial (1); 25mg tablets/capsules (1 box/container) 

2. Aqueous Epinephrine 1:1000 dilution 

3. Nitro stat (Nitroglycerin) 0.4mg (1/150mg) Sublingual 100 tablets (1 bottle) 

4. Chewable baby aspirin (ASA 81mg tablets) 

5. Glucose tablets 

6. Adult and Pediatric Ambu Bags (1 each) 

7. 3cc syringes (x4) 

8. Disposable, non-sterile gloves 2 pairs (1 medium, 1 large) 

9. Portable oxygen tanks with 100% re-breather masks 

10. Adult and Pediatric oral airway 

11. AED 
 

 

PROCEDURE: When the determination has been made that an emergent medical event is 

occurring, the local community emergency system must be activated (by phone) immediately 

by dialing 911. 

I. Assessment 

 Assess the nature of the medical emergency. Is it a vasovagal reaction, 
anaphylaxis, syncope, cardiac arrest, shock, hemorrhage or respiratory 
difficulties? 

II. Intervention 

 Activate the emergency medical system for all emergencies; the phone number 
to dial is 911. Bring Emergency Kit and Oxygen to the room where the 
emergency is occurring.  

 Initiate CPR if indicated (Chest compressions, Airway, Breathing) 

 Altered Level of Consciousness 
Check patient to determine if injured before moving patient. If no, place flat on 
back; ensure airway patency; use rescue breathing as needed. 

 Hemorrhage 
Apply pressure to bleeding sites. 
Monitor vital signs. 
Have patient lie down and elevate lower extremities if blood pressure is low. 
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 Seizures 
Have patient lie down on their left side to allow for drainage of secretions. 
Monitor airway patency. Use airway if needed. 
Monitor vital signs 

 Anaphylaxis 
Place patient flat on back unless patient is having difficulty breathing; elevate 
legs slightly above the level of the heart if blood pressure is low. 
Maintain patient airway; perform CPR if necessary. 
Give IM Benadryl standard dose 1-2mg/kg up to 50mg (maximum single dose in 
adolescents and adults); or 30mg (maximum single dose in children) 
Notify medical provider if patient is experiencing respiratory difficulty 
Give IM Epinephrine 1:1000 (1mg/mL) if there is airway obstruction and the 
client is having difficulty breathing. Adult dosing:0.01mL/kg/dose (0.3mL to 
0.5mL to maximum single dose of 0.5mL) Pediatric dosing: 0.01mg/kg body 
weight, up to 0.3mg maximum single dose in children and 0.5mg maximum 
single dose in adolescents. 
If EMS has not arrived and patient remains symptomatic, may repeat dose of 
epinephrine every 5-15 minutes for up to 3 doses depending on patients 
response.  

III. EMS Arrival 

 Immediately turn all of the patients care over to the EMS staff 

 Make a copy of all appropriate medical information from the medical record and 
give to EMS personnel. 

IV. Patient refuses medical Intervention 

 Explain possible risks and consequences of refusal. 

 Explain benefits of intervention. 

 Complete the “Refusal of Treatment” form. 

 If the patient refuses to sign, document in the medical record that the patient 
left against medical advice (AMA) and refused to sign form. 

V. Documentation 

 Document medical facts regarding the event in the patient’s medical record; 
keep notes concise and factual. 

 Complete the “Incident Report” form in accordance with the Incident Reporting 
policy and procedure. 

 

Updated 5/22/2019 
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                          Family Medicine 
Standing Delegation Orders 

Revised: 3/28/2017 

Administration of Vaccines 
 

I. Method used in developing and approving this order & any revisions 
 
The development and implementation of this order is the product of 
collaboration between the authorizing physician, midlevel providers, other 
licensed and/or certified medical staff, and the Compliance & Performance 
Improvement program. Revisions are considered not less than annually. 
 

II. Experience, Training, and/or education requirements 
 
Staff performing functions delegated under this order shall possess the 
requisite experience, training, and/or education necessary to perform them 
in the judgment of the delegating provider, as evidenced of both on this 
order.  

III. Circumstances for performance of this order 
Per recommendations from Advisory Committee on Immunization Practices 
(AICP) and distributed by the CDC. 

 
                                               

IV. Specific requirements to be followed in performing particular functions 
1. Obtain patient consent 
2. Provide education on vaccine 
3. Review immunization record for patient need 
4. Check immunization expiration date 
5. Post in EMR the immunization site, esp. date, Lot number. 
6. Account for vaccine on log sheet 
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V. Method for initial and continuing competency evaluation 

A. Initial competency shall be evaluated by the delegating provider and 
clinical coordinator, by continual observation and supervision of the 
staff member during the first 90 days of employment. 

B. Continuing competency shall be evaluated no less than annually by 
the delegating provider and/or clinical coordinator by means of the 
annual clinical performance review. 

 
VI. Scope of supervision required for performance of this order 

This order is to be performed only when a licensed, privileged physician or 
midlevel provider is present on-site. 
 

VII. Specialized circumstances requiring immediate communication with 
physician 
Patient is diaphoretic or passes out. 
 

VIII. Limitations of practice setting 
This order shall be in force only in the practice setting where the delegating 
provider is routinely on-site 
 

IX. Patient record-keeping requirements 
Performance of this order and resultant findings shall be documented in 
the Center’s Electronic Medical Records system according to Center policy. 

 
                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                   



Recommended Child and Adolescent Immunization Schedule
for ages 18 years or younger

How to use the child/adolescent 
immunization schedule

Recommended by the Advisory Committee on Immunization 
Practices (www.cdc.gov/vaccines/acip) and approved by the Centers 
for Disease Control and Prevention (www.cdc.gov), American 
Academy of Pediatrics (www.aap.org), American Academy of Family 
Physicians (www.aafp.org), and American College of Obstetricians and 
Gynecologists (www.acog.org).

UNITED STATES

2019
Vaccines in the Child and Adolescent Immunization Schedule*
Vaccines Abbreviations Trade names

Diphtheria, tetanus, and acellular pertussis vaccine DTaP Daptacel
Infanrix

Diphtheria, tetanus vaccine DT No Trade Name

Haemophilus influenzae type b vaccine Hib (PRP-T)

Hib (PRP-OMP)

ActHIB
Hiberix
PedvaxHIB

Hepatitis A vaccine HepA Havrix
Vaqta

Hepatitis B vaccine HepB Engerix-B
Recombivax HB

Human papillomavirus vaccine HPV Gardasil 9

Influenza vaccine (inactivated) IIV Multiple

Influenza vaccine (live, attenuated) LAIV FluMist

Measles, mumps, and rubella vaccine MMR M-M-R II

Meningococcal serogroups A, C, W, Y vaccine MenACWY-D Menactra

MenACWY-CRM Menveo

Meningococcal serogroup B vaccine MenB-4C Bexsero

MenB-FHbp Trumenba

Pneumococcal 13-valent conjugate vaccine PCV13 Prevnar 13

Pneumococcal 23-valent polysaccharide vaccine PPSV23 Pneumovax

Poliovirus vaccine (inactivated) IPV IPOL

Rotavirus vaccine RV1 
RV5

Rotarix
RotaTeq

Tetanus, diphtheria, and acellular pertussis vaccine Tdap Adacel
Boostrix

Tetanus and diphtheria vaccine Td Tenivac
Td vaccine

Varicella vaccine VAR Varivax

Combination Vaccines (Use combination vaccines instead of separate injections when appropriate)

DTaP, hepatitis B, and inactivated poliovirus vaccine DTaP-HepB-IPV Pediarix

DTaP, inactivated poliovirus, and Haemophilus influenzae type b vaccine DTaP-IPV/Hib Pentacel

DTaP and inactivated poliovirus vaccine DTaP-IPV Kinrix
Quadracel

Measles, mumps, rubella, and varicella vaccines MMRV ProQuad

* Administer recommended vaccines if immunization history is incomplete or unknown. Do not restart or add doses to vaccine series for extended 
intervals between doses. When a vaccine is not administered at the recommended age, administer at a subsequent visit. The use of trade names is 
for identification purposes only and does not imply endorsement by the ACIP or CDC. 

Report
 y Suspected cases of reportable vaccine-preventable diseases or 
outbreaks to your state or local health department
 yClinically significant adverse events to the Vaccine Adverse Event 
Reporting System (VAERS) at www.vaers.hhs.gov or (800-822-7967)

Helpful information
 yComplete ACIP recommendations:  
www.cdc.gov/vaccines/hcp/acip-recs/index.html
 yGeneral Best Practice Guidelines for Immunization:  
www.cdc.gov/vaccines/hcp/acip-recs/general-recs/index.html
 yOutbreak information (including case identification and outbreak 
response), see Manual for the Surveillance of Vaccine-Preventable 
Diseases: www.cdc.gov/vaccines/pubs/surv-manual

U.S. Department of 
Health and Human Services 
Centers for Disease 
Control and Prevention 

1
Determine 
recommended 
vaccine by age 
(Table 1)

2
Determine 
recommended 
interval for 
catch-up 
vaccination 
(Table 2)

3
Assess need 
for additional 
recommended 
vaccines 
by medical 
condition and 
other indications 
(Table 3)

4
Review 
vaccine types, 
frequencies, 
intervals, and 
considerations 
for special 
situations 
(Notes)

Download the CDC Vaccine Schedules App for providers at  
www.cdc.gov/vaccines/schedules/hcp/schedule-app.html.

https://www.cdc.gov/vaccines/acip
https://www.cdc.gov
http://www.aap.org
http://www.aafp.org
http://www.acog.org
http://www.vaers.hhs.gov
https://www.cdc.gov/vaccines/hcp/acip-recs/index.html
https://www.cdc.gov/vaccines/hcp/acip-recs/general-recs/index.html
https://www.cdc.gov/vaccines/pubs/surv-manual/index.html
https://www.cdc.gov/vaccines/schedules/hcp/schedule-app.html
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These recommendations must be read with the Notes that follow. For those who fall behind or start late, provide catch-up vaccination at the earliest opportunity as indicated by the green bars in Table 1. 
To determine minimum intervals between doses, see the catch-up schedule (Table 2). School entry and adolescent vaccine age groups are shaded in gray.

Vaccine Birth 1 mo 2 mos 4 mos 6 mos 9 mos 12 mos 15 mos 18 mos
19-23 
mos

2-3 yrs 4-6 yrs 7-10 yrs 11-12 yrs 13-15 yrs 16 yrs 17-18 yrs

Hepatitis B (HepB) 1st dose 2nd dose ---------------------------- 3rd dose ----------------------------

Rotavirus (RV) RV1 (2-dose 
series); RV5 (3-dose series) 1st dose 2nd dose See Notes

Diphtheria, tetanus, & acellular 
pertussis (DTaP: <7 yrs) 1st dose 2nd dose 3rd dose ----- 4th dose ------ 5th dose

Haemophilus influenzae type b 
(Hib) 1st dose 2nd dose See Notes 3rd or 4th dose, 

--
 See Notes --



Pneumococcal conjugate 
(PCV13) 1st dose 2nd dose 3rd dose ----- 4th dose -----

Inactivated poliovirus  
(IPV: <18 yrs) 1st dose 2nd dose ---------------------------- 3rd dose ---------------------------- 4th dose

Influenza (IIV) Annual vaccination 1 or 2 doses Annual vaccination 1 dose only

Influenza (LAIV) Annual vaccination  
1 or 2 doses Annual vaccination 1 dose only

Measles, mumps, rubella (MMR) See Notes ----- 1st dose ----- 2nd dose

Varicella (VAR) ----- 1st dose ----- 2nd dose

Hepatitis A (HepA) See Notes 2-dose series, See Notes

Meningococcal (MenACWY-D 
≥9 mos; MenACWY-CRM ≥2 mos) See Notes 1st dose 2nd dose

Tetanus, diphtheria, & acellular 
pertussis (Tdap: ≥7 yrs) Tdap

Human papillomavirus (HPV) See 
Notes

Meningococcal B
See Notes

Pneumococcal polysaccharide 
(PPSV23) See Notes

  Range of recommended ages for all 
children

  Range of recommended ages for catch-
up immunization

  Range of recommended ages for 
certain high-risk groups

  Range of recommended ages for non-high-risk groups that may 
receive vaccine, subject to individual clinical decision-making

 No recommendation

Table 1 Recommended Child and Adolescent Immunization Schedule for ages 18 years or younger
United States, 2019

oror

01/31/19
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The figure below provides catch-up schedules and minimum intervals between doses for children whose vaccinations have been delayed. A vaccine series does not need to be restarted, regardless of the 
time that has elapsed between doses. Use the section appropriate for the child’s age. Always use this table in conjunction with Table 1 and the notes that follow.

Children age 4 months through 6 years
Vaccine Minimum Age for 

Dose 1
Minimum Interval Between Doses

Dose 1 to Dose 2 Dose 2 to Dose 3 Dose 3 to Dose 4 Dose 4 to Dose 5
Hepatitis B Birth 4 weeks 8 weeks and at least 16 weeks after first dose. 

Minimum age for the final dose is 24 weeks.
Rotavirus 6 weeks  

Maximum age for first 
dose is 14 weeks, 6 days

4 weeks 4 weeks 
Maximum age for final dose is 8 months, 0 days.

Diphtheria, tetanus, and 
acellular pertussis

6 weeks 4 weeks 4 weeks 6 months 6 months

Haemophilus influenzae 
type b

6 weeks No further doses needed if first dose 
was administered at age 15 months or 
older.
4 weeks  
if first dose was administered before the 
1st birthday. 
8 weeks (as final dose)  
if first dose was administered at age 
12 through 14 months.

No further doses needed if previous dose was administered at age 15 months or older.
4 weeks 
if current age is younger than 12 months and first dose was administered at younger than age 7 months, 
and at least 1 previous dose was PRP-T (ActHib, Pentacel, Hiberix) or unknown. 
8 weeks and age 12 through 59 months (as final dose)
if current age is younger than 12 months and first dose was administered at age 7 through 11 months; 
OR 
 if current age is 12 through 59 months and first dose was administered before the 1st birthday, and second 
dose administered at younger than 15 months; 
OR 
 if both doses were PRP-OMP (PedvaxHIB; Comvax) and were administered before the 1st birthday. 

8 weeks (as final dose)  
This dose only necessary 
for children age 12 through 
59 months who received 3 doses 
before the 1st birthday.

Pneumococcal conjugate 6 weeks No further doses needed for healthy 
children if first dose was administered at 
age 24 months or older.
4 weeks  
if first dose administered before the 
1st birthday. 
8 weeks (as final dose for healthy 
children)  
if first dose was administered at the 
1st birthday or after. 

No further doses needed for healthy children if previous dose administered at age 24 months or older. 
4 weeks  
if current age is younger than 12 months and previous dose given at <7 months old. 
8 weeks (as final dose for healthy children)  
if previous dose given between 7-11 months (wait until at least 12 months old);  
OR  
if current age is 12 months or older and at least 1 dose was given before age 12 months. 

8 weeks (as final dose)  
This dose only necessary 
for children age 12 through 
59 months who received 
3 doses before age 12 months 
or for children at high risk who 
received 3 doses at any age.

Inactivated poliovirus 6 weeks 4 weeks 4 weeks if current age is < 4 years.  
6 months (as final dose) if current age is 4 years or older.

6 months (minimum age 4 years 
for final dose).

Measles, mumps, rubella 12 months 4 weeks
Varicella 12 months 3 months
Hepatitis A 12 months 6 months
Meningococcal 2 months MenACWY-

CRM
9 months MenACWY-D

8 weeks See Notes See Notes

Children and adolescents age 7 through 18 years
Meningococcal Not Applicable (N/A) 8 weeks
Tetanus, diphtheria;  
tetanus, diphtheria, and  
acellular pertussis

7 years 4 weeks 4 weeks  
if first dose of DTaP/DT was administered before the 1st birthday.  
6 months (as final dose)  
if first dose of DTaP/DT or Tdap/Td was administered at or after the 1st birthday.

6 months if first dose of DTaP/
DT was administered before the 
1st birthday.

Human papillomavirus 9 years Routine dosing intervals are recommended.
Hepatitis A N/A 6 months
Hepatitis B N/A 4 weeks 8 weeks and at least 16 weeks after first dose.
Inactivated poliovirus N/A 4 weeks 6 months 

A fourth dose is not necessary if the third dose was administered at age 4 years or older and at least 
6 months after the previous dose.

A fourth dose of IPV is indicated 
if all previous doses were 
administered at <4 years or if the 
third dose was administered <6 
months after the second dose.

Measles, mumps, rubella N/A 4 weeks
Varicella N/A 3 months if younger than age 13 years.  

4 weeks if age 13 years or older.

Table 2 Catch-up immunization schedule for persons aged 4 months—18 years who start late or who are more than 
1 month behind, United States, 2019

01/31/19
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VACCINE

INDICATION

Pregnancy

Immunocom-
promised status 
(excluding HIV 

infection)

HIV infection CD4+ count1

Kidney failure, 
end-stage renal 

disease, on 
hemodialysis

Heart disease, chronic 
lung disease

CSF leaks/ 
cochlear 
implants

Asplenia and 
persistent 

complement 
component 
deficiencies

Chronic 
liver 

disease Diabetes

<15% and 
total CD4 

cell count of 
<200/mm3

≥15% and 
total CD4 

cell count of 
≥200/mm3

Hepatitis B

Rotavirus
SCID2

Diphtheria, tetanus, & 
acellular pertussis (DTaP)

Haemophilus influenzae 
type b

Pneumococcal conjugate

Inactivated poliovirus

Influenza (IIV)

Influenza (LAIV)
Asthma, wheezing: 2-4yrs3

Measles, mumps, rubella

Varicella

Hepatitis A

Meningococcal ACWY

Tetanus, diphtheria, & 
acellular pertussis (Tdap)

Human papillomavirus

Meningococcal B

Pneumococcal 
polysaccharide

1  For additional information regarding HIV laboratory parameters and use of live vaccines, see the General Best Practice Guidelines for Immunization “Altered Immunocompetence” at  
www.cdc.gov/vaccines/hcp/acip-recs/general-recs/immunocompetence.html, and Table 4-1 (footnote D) at: www.cdc.gov/vaccines/hcp/acip-recs/general-recs/contraindications.html.

2 Severe Combined Immunodeficiency
3 LAIV contraindicated for children 2–4 years of age with asthma or wheezing during the preceding 12 months.

  Vaccination 
according to the 
routine schedule 
recommended

  Recommended for persons 
with an additional risk factor 
for which the vaccine would 
be indicated

  Vaccination is recommended, and 
additional doses may be necessary 
based on medical condition. See 
Notes.

  Contraindicated or use not 
recommended—vaccine 
should not be administered 
because of risk for serious 
adverse reaction

  Precaution—vaccine might 
be indicated if benefit of 
protection outweighs risk of 
adverse reaction

  Delay vaccination until 
after pregnancy if vaccine 
indicated

  No recommendation

Table 3 Recommended Child and Adolescent Immunization Schedule by Medical Indication
United States, 2019

or

01/31/19

https://www.cdc.gov/vaccines/hcp/acip-recs/general-recs/immunocompetence.html
https://www.cdc.gov/vaccines/hcp/acip-recs/general-recs/contraindications.html
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Diphtheria, tetanus, and pertussis (DTaP) 
vaccination (minimum age: 6 weeks [4 years  
for Kinrix or Quadracel])

Routine vaccination
 y 5-dose series at 2, 4, 6, 15–18 months, 4–6 years

 - Prospectively: Dose 4 may be given as early as age 
12 months if at least 6 months have elapsed since dose 3.
 - Retrospectively: A 4th dose that was inadvertently given as 
early as 12 months may be counted if at least 4 months have 
elapsed since dose 3.

Catch-up vaccination
 yDose 5 is not necessary if dose 4 was administered at age 
4 years or older.
 y For other catch-up guidance, see Table 2.

Haemophilus influenzae type b vaccination  
(minimum age: 6 weeks) 

Routine vaccination 
 yActHIB, Hiberix, or Pentacel: 4-dose series at 2, 4, 6, 
12–15 months
 y PedvaxHIB: 3-dose series at 2, 4, 12–15 months

Catch-up vaccination
 yDose 1 at 7–11 months: Administer dose 2 at least 4 weeks 
later and dose 3 (final dose) at 12–15 months or 8 weeks after 
dose 2 (whichever is later).
 yDose 1 at 12–14 months: Administer dose 2 (final dose) at 
least 8 weeks after dose 1.
 yDose 1 before 12 months and dose 2 before 15 months: 
Administer dose 3 (final dose) 8 weeks after dose 2.
 y 2 doses of PedvaxHIB before 12 months: Administer dose 3 
(final dose) at 12–59 months and at least 8 weeks after dose 2.
 yUnvaccinated at 15–59 months: 1 dose
 y For other catch-up guidance, see Table 2. 

Special situations
 y Chemotherapy or radiation treatment:  
12–59 months 
 - Unvaccinated or only 1 dose before age 12 months: 2 doses, 
8 weeks apart
 - 2 or more doses before age 12 months: 1 dose at least 
8 weeks after previous dose

Doses administered within 14 days of starting therapy or during 
therapy should be repeated at least 3 months after therapy 
completion.
 yHematopoietic stem cell transplant (HSCT):

 - 3-dose series 4 weeks apart starting 6 to 12 months after 
successful transplant regardless of Hib vaccination history

 yAnatomic or functional asplenia (including sickle cell 
disease): 
12–59 months
 - Unvaccinated or only 1 dose before 12 months: 2 doses, 
8 weeks apart
 - 2 or more doses before 12 months:1 dose at least 8 weeks 
after previous dose

Unvaccinated* persons age 5 years or older
 - 1 dose

 y Elective splenectomy: 
Unvaccinated* persons age 15 months or older
 - 1 dose (preferably at least 14 days before procedure)

 yHIV infection: 
12–59 months
 - Unvaccinated or only 1 dose before age 12 months: 2 doses, 
8 weeks apart
 - 2 or more doses before age 12 months: 1 dose at least 
8 weeks after previous dose

Unvaccinated* persons age 5–18 years
 - 1 dose

 y Immunoglobulin deficiency, early component 
complement deficiency: 
12–59 months
 - Unvaccinated or only 1 dose before age 12 months: 2 doses, 
8 weeks apart
 - 2 or more doses before age 12 months: 1 dose at least 
8 weeks after previous dose

* Unvaccinated = Less than routine series (through 14 months) 
OR no doses (14 months or older)

For vaccine recommendations for persons 19 years of age and 
older, see the Recommended Adult Immunization Schedule.

Additional information
 y Consult relevant ACIP statements for detailed 
recommendations at www.cdc.gov/vaccines/hcp/acip-recs/
index.html.

 y For information on contraindications and precautions for the 
use of a vaccine, consult the General Best Practice Guidelines 
for Immunization and relevant ACIP statements at www.cdc.
gov/vaccines/hcp/acip-recs/index.html.

 y For calculating intervals between doses, 4 weeks = 28 days. 
Intervals of ≥4 months are determined by calendar months.

 yWithin a number range (e.g., 12–18), a dash (–) should be read 
as “through.”

 y Vaccine doses administered ≤4 days before the minimum 
age or interval are considered valid. Doses of any vaccine 
administered ≥5 days earlier than the minimum age or 
minimum interval should not be counted as valid and should 
be repeated as age-appropriate. The repeat dose should be 
spaced after the invalid dose by the recommended minimum 
interval. For further details, see Table 3-1, Recommended 
and minimum ages and intervals between vaccine doses, in 
General Best Practice Guidelines for Immunization at www.
cdc.gov/vaccines/hcp/acip-recs/general-recs/timing.html.

 y Information on travel vaccine requirements and 
recommendations is available at wwwnc.cdc.gov/travel/.

 y For vaccination of persons with immunodeficiencies, see 
Table 8-1, Vaccination of persons with primary and secondary 
immunodeficiencies, in General Best Practice Guidelines 
for Immunization at www.cdc.gov/vaccines/hcp/acip-recs/
general-recs/immunocompetence.html, and Immunization 
in Special Clinical Circumstances (In: Kimberlin DW, Brady 
MT, Jackson MA, Long SS, eds. Red Book: 2018 Report of the 
Committee on Infectious Diseases. 31st ed. Itasca, IL: American 
Academy of Pediatrics; 2018:67–111).

 y For information regarding vaccination in the setting of a 
vaccine-preventable disease outbreak, contact your state or 
local health department.

 y The National Vaccine Injury Compensation Program (VICP) is a 
no-fault alternative to the traditional legal system for resolving 
vaccine injury claims. All routine child and adolescent vaccines 
are covered by VICP except for pneumococcal polysaccharide 
vaccine (PPSV23). For more information, see www.hrsa.gov/
vaccinecompensation/index.html.

Recommended Child and Adolescent Immunization Schedule for ages 18 years or younger, United States, 2019Notes
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Hepatitis A vaccination  
(minimum age: 12 months for routine vaccination)

Routine vaccination
 y 2-dose series (Havrix 6–12 months apart or Vaqta 
6–18 months apart, minimum interval 6 months); a series 
begun before the 2nd birthday should be completed even if 
the child turns 2 before the second dose is administered.

Catch-up vaccination
 y Anyone 2 years of age or older may receive HepA vaccine if 
desired. Minimum interval between doses: 6 months
 y Adolescents 18 years and older may receive the combined 
HepA and HepB vaccine, Twinrix, as a 3-dose series (0, 1, and 
6 months) or 4-dose series (0, 7, and 21–30 days, followed by a 
dose at 12 months).

International travel
 y Persons traveling to or working in countries with high or 
intermediate endemic hepatitis A (wwwnc.cdc.gov/travel/):
 - Infants age 6–11 months: 1 dose before departure; 
revaccinate with 2 doses, separated by 6–18 months, 
between 12 to 23 months of age.
 - Unvaccinated age 12 months and older: 1st dose as soon as 
travel considered

Special situations
At risk for hepatitis A infection: 2-dose series as above 

 y Chronic liver disease
 y Clotting factor disorders
 yMen who have sex with men
 y Injection or non-injection drug use
 yHomelessness
 yWork with hepatitis A virus in research laboratory or 
nonhuman primates with hepatitis A infection
 y Travel in countries with high or intermediate endemic 
hepatitis A 
 y Close, personal contact with international adoptee (e.g., 
household or regular babysitting) in first 60 days after arrival 
from country with high or intermediate endemic hepatitis A 
(administer dose 1 as soon as adoption is planned, at least 
2 weeks before adoptee’s arrival)

Hepatitis B vaccination  
(minimum age: birth)

Birth dose (monovalent HepB vaccine only)
 yMother is HBsAg-negative: 1 dose within 24 hours of 
birth for all medically stable infants ≥2,000 grams. Infants 
<2,000 grams: administer 1 dose at chronological age 1 month 
or hospital discharge.

 yMother is HBsAg-positive:
 - Administer HepB vaccine and 0.5 mL of hepatitis B 
immune globulin (HBIG) (at separate anatomic sites) within 
12 hours of birth, regardless of birth weight. For infants 
<2,000 grams, administer 3 additional doses of vaccine (total 
of 4 doses) beginning at age 1 month.
 - Test for HBsAg and anti-HBs at age 9–12 months. If HepB 
series is delayed, test 1–2 months after final dose.

 yMother’s HBsAg status is unknown: 
 - Administer HepB vaccine within 12 hours of birth, regardless 
of birth weight. 
 - For infants <2,000 grams, administer 0.5 mL of HBIG in 
addition to HepB vaccine within 12 hours of birth. Administer 
3 additional doses of vaccine (total of 4 doses) beginning at 
age 1 month.
 - Determine mother’s HBsAg status as soon as possible. If 
mother is HBsAg-positive, administer 0.5 mL of HBIG to 
infants ≥2,000 grams as soon as possible, but no later than 
7 days of age.

Routine series
 y 3-dose series at 0, 1–2, 6–18 months (use monovalent HepB 
vaccine for doses administered before age 6 weeks)
 y Infants who did not receive a birth dose should begin the 
series as soon as feasible (see Table 2).
 y Administration of 4 doses is permitted when a combination 
vaccine containing HepB is used after the birth dose.
 yMinimum age for the final (3rd or 4th ) dose: 24 weeks 
 yMinimum intervals: dose 1 to dose 2: 4 weeks / dose 2 to 
dose 3: 8 weeks / dose 1 to dose 3: 16 weeks (when 4 doses 
are administered, substitute “dose 4” for “dose 3” in these 
calculations)

Catch-up vaccination
 yUnvaccinated persons should complete a 3-dose series at 0, 
1–2, 6 months.
 y Adolescents age 11–15 years may use an alternative 2-dose 
schedule with at least 4 months between doses (adult 
formulation Recombivax HB only).
 y Adolescents 18 years and older may receive a 2-dose series of 
HepB (Heplisav-B) at least 4 weeks apart.
 y Adolescents 18 years and older may receive the combined 
HepA and HepB vaccine, Twinrix, as a 3-dose series (0, 1, and 
6 months) or 4-dose series (0, 7, and 21–30 days, followed by a 
dose at 12 months).
 y For other catch-up guidance, see Table 2.

Human papillomavirus vaccination  
(minimum age: 9 years)

Routine and catch-up vaccination
 yHPV vaccination routinely recommended for all adolescents 
age 11–12 years (can start at age 9 years) and through age 
18 years if not previously adequately vaccinated 
 y 2- or 3-dose series depending on age at initial vaccination: 

 - Age 9 through 14 years at initial vaccination: 2-dose series 
at 0, 6–12 months (minimum interval: 5 months; repeat dose 
if administered too soon) 
 - Age 15 years or older at initial vaccination: 3-dose series 
at 0, 1–2 months, 6 months (minimum intervals: dose 1 to 
dose 2: 4 weeks / dose 2 to dose 3: 12 weeks / dose 1 to dose 
3: 5 months; repeat dose if administered too soon) 

 y If completed valid vaccination series with any HPV vaccine, no 
additional doses needed

Special situations
 y Immunocompromising conditions, including HIV 
infection: 3-dose series as above
 yHistory of sexual abuse or assault: Start at age 9 years
 y Pregnancy: HPV vaccination not recommended until after 
pregnancy; no intervention needed if vaccinated while 
pregnant; pregnancy testing not needed before vaccination

Inactivated poliovirus vaccination  
(minimum age: 6 weeks)

Routine vaccination
 y 4-dose series at ages 2, 4, 6–18 months, 4–6 years; administer 
the final dose on or after the 4th birthday and at least 6 months 
after the previous dose.
 y 4 or more doses of IPV can be administered before the 
4th birthday when a combination vaccine containing IPV 
is used. However, a dose is still recommended after the 4th 
birthday and at least 6 months after the previous dose.

Catch-up vaccination
 y In the first 6 months of life, use minimum ages and intervals 
only for travel to a polio-endemic region or during an 
outbreak.
 y IPV is not routinely recommended for U.S. residents 18 years 
and older.

Series containing oral polio vaccine (OPV), either mixed OPV-
IPV or OPV-only series:

 y Total number of doses needed to complete the series is the 
same as that recommended for the U.S. IPV schedule. See 
www.cdc.gov/mmwr/volumes/66/wr/mm6601a6.htm?s_
cid=mm6601a6_w. 

Notes Recommended Child and Adolescent Immunization Schedule for ages 18 years or younger, United States, 2019
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 yOnly trivalent OPV (tOPV) counts toward the U.S. vaccination 
requirements. For guidance to assess doses documented as 
“OPV,” see www.cdc.gov/mmwr/volumes/66/wr/mm6606a7.
htm?s_cid=mm6606a7_w. 
 y For other catch-up guidance, see Table 2.

Influenza vaccination  
(minimum age: 6 months [IIV], 2 years [LAIV], 
18 years [RIV])

Routine vaccination
 y 1 dose any influenza vaccine appropriate for age and health 
status annually (2 doses separated by at least 4 weeks for 
children 6 months–8 years who did not receive at least 
2 doses of influenza vaccine before July 1, 2018)

Special situations
 y Egg allergy, hives only: Any influenza vaccine appropriate for 
age and health status annually
 y Egg allergy more severe than hives (e.g., angioedema, 
respiratory distress): Any influenza vaccine appropriate for 
age and health status annually in medical setting under 
supervision of health care provider who can recognize and 
manage severe allergic conditions
 y LAIV should not be used for those with a history of 
severe allergic reaction to any component of the vaccine 
(excluding egg) or to a previous dose of any influenza 
vaccine, children and adolescents receiving concomitant 
aspirin or salicylate-containing medications, children age 
2 through 4 years with a history of asthma or wheezing, 
those who are immunocompromised due to any cause 
(including immunosuppression caused by medications and 
HIV infection), anatomic and functional asplenia, cochlear 
implants, cerebrospinal fluid-oropharyngeal communication, 
close contacts and caregivers of severely immunosuppressed 
persons who require a protected environment, pregnancy, 
and persons who have received influenza antiviral 
medications within the previous 48 hours.

Measles, mumps, and rubella vaccination  
(minimum age: 12 months for routine vaccination)

Routine vaccination
 y 2-dose series at 12–15 months, 4–6 years
 yDose 2 may be administered as early as 4 weeks after dose 1.

Catch-up vaccination
 yUnvaccinated children and adolescents: 2 doses at least 
4 weeks apart
 y The maximum age for use of MMRV is 12 years.

Special situations
International travel

 y Infants age 6–11 months: 1 dose before departure; 
revaccinate with 2 doses at 12–15 months (12 months for 
children in high-risk areas) and dose 2 as early as 4 weeks later.
 yUnvaccinated children age 12 months and older: 2-dose 
series at least 4 weeks apart before departure

Meningococcal serogroup A,C,W,Y vaccination 
(minimum age: 2 months [MenACWY-CRM, 
Menveo], 9 months [MenACWY-D, Menactra])

Routine vaccination
 y 2-dose series: 11–12 years, 16 years

Catch-up vaccination
 y Age 13–15 years: 1 dose now and booster at age  
16–18 years (minimum interval: 8 weeks)
 y Age 16–18 years: 1 dose 

Special situations
Anatomic or functional asplenia (including sickle cell 
disease), HIV infection, persistent complement component 
deficiency, eculizumab use:

 yMenveo
 - Dose 1 at age 8 weeks: 4-dose series at 2, 4, 6, 12 months
 - Dose 1 at age 7–23 months: 2-dose series (dose 2 at least 
12 weeks after dose 1 and after the 1st birthday)
 - Dose 1 at age 24 months or older: 2-dose series at least 
8 weeks apart

 yMenactra
 - Persistent complement component deficiency: 

 � Age 9–23 months: 2 doses at least 12 weeks apart
 � Age 24 months or older: 2 doses at least 8 weeks apart

 - Anatomic or functional asplenia, sickle cell disease, or 
HIV infection: 
 � Age 9–23 months: Not recommended 
 � 24 months or older: 2 doses at least 8 weeks apart 
 �Menactra must be administered at least 4 weeks after 
completion of PCV13 series.

Travel in countries with hyperendemic or epidemic 
meningococcal disease, including countries in the African 
meningitis belt or during the Hajj (wwwnc.cdc.gov/travel/):

 y Children age less than 24 months:
 - Menveo (age 2–23 months):

 � Dose 1 at 8 weeks: 4-dose series at 2, 4, 6, 12 months
 � Dose 1 at 7–23 months: 2-dose series (dose 2 at least 
12 weeks after dose 1 and after the 1st birthday)

 - Menactra (age 9–23 months): 
 � 2-dose series (dose 2 at least 12 weeks after dose 1; dose 
2 may be administered as early as 8 weeks after dose 1 in 
travelers)

 y Children age 2 years or older: 1 dose Menveo or Menactra

First-year college students who live in residential housing 
(if not previously vaccinated at age 16 years or older) or 
military recruits:

 y 1 dose Menveo or Menactra

Note: Menactra should be administered either before 
or at the same time as DTaP. For MenACWY booster dose 
recommendations for groups listed under “Special situations” 
above and additional meningococcal vaccination information, 
see meningococcal MMWR publications at www.cdc.gov/
vaccines/hcp/acip-recs/vacc-specific/mening.html.

Meningococcal serogroup B vaccination 
(minimum age: 10 years [MenB-4C, Bexsero;  
MenB-FHbp, Trumenba])

Clinical discretion
 yMenB vaccine may be administered based on individual 
clinical decision to adolescents not at increased risk age 
16–23 years (preferred age 16–18 years):
 y Bexsero: 2-dose series at least 1 month apart
 y Trumenba: 2-dose series at least 6 months apart; if dose 2 is 
administered earlier than 6 months, administer a 3rd dose at 
least 4 months after dose 2. 

Special situations
Anatomic or functional asplenia (including sickle cell 
disease), persistent complement component deficiency, 
eculizumab use:

 y Bexsero: 2-dose series at least 1 month apart
 y Trumenba: 3-dose series at 0, 1–2, 6 months

Bexsero and Trumenba are not interchangeable; the same 
product should be used for all doses in a series.
For additional meningococcal vaccination information, see 
meningococcal MMWR publications at www.cdc.gov/vaccines/
hcp/acip-recs/vacc-specific/mening.html.
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Pneumococcal vaccination  
(minimum age: 6 weeks [PCV13], 2 years [PPSV23])

Routine vaccination with PCV13
 y 4-dose series at 2, 4, 6, 12–15 months

Catch-up vaccination with PCV13
 y 1 dose for healthy children age 24–59 months with any 
incomplete* PCV13 series
 y For other catch-up guidance, see Table 2.

Special situations
High-risk conditions below: When both PCV13 and PPSV23 
are indicated, administer PCV13 first. PCV13 and PPSV23 
should not be administered during same visit.

Chronic heart disease (particularly cyanotic congenital 
heart disease and cardiac failure); chronic lung 
disease (including asthma treated with high-dose, oral 
corticosteroids); diabetes mellitus:
Age 2–5 years

 y Any incomplete* series with:
 - 3 PCV13 doses: 1 dose PCV13 (at least 8 weeks after any prior 
PCV13 dose)
 - Less than 3 PCV13 doses: 2 doses PCV13 (8 weeks after the 
most recent dose and administered 8 weeks apart)

 yNo history of PPSV23: 1 dose PPSV23 (at least 8 weeks after 
any prior PCV13 dose) 

Age 6–18 years
 yNo history of PPSV23: 1 dose PPSV23 (at least 8 weeks after 
any prior PCV13 dose)

Cerebrospinal fluid leak, cochlear implant:
Age 2–5 years

 y Any incomplete* series with:
 - 3 PCV13 doses: 1 dose PCV13 (at least 8 weeks after any prior 
PCV13 dose)
 - Less than 3 PCV13 doses: 2 doses PCV13, 8 weeks after the 
most recent dose and administered 8 weeks apart

 yNo history of PPSV23: 1 dose PPSV23 (at least 8 weeks after 
any prior PCV13 dose) 

Age 6–18 years
 yNo history of either PCV13 or PPSV23: 1 dose PCV13, 1 dose 
PPSV23 at least 8 weeks later
 y Any PCV13 but no PPSV23: 1 dose PPSV23 at least 8 weeks 
after the most recent dose of PCV13
 y PPSV23 but no PCV13: 1 dose PCV13 at least 8 weeks after the 
most recent dose of PPSV23

Sickle cell disease and other hemoglobinopathies; 
anatomic or functional asplenia; congenital or acquired 
immunodeficiency; HIV infection; chronic renal failure; 
nephrotic syndrome; malignant neoplasms, leukemias, 
lymphomas, Hodgkin disease, and other diseases 

associated with treatment with immunosuppressive drugs 
or radiation therapy; solid organ transplantation; multiple 
myeloma:
Age 2–5 years

 y Any incomplete* series with:
 - 3 PCV13 doses: 1 dose PCV13 (at least 8 weeks after any prior 
PCV13 dose)
 - Less than 3 PCV13 doses: 2 doses PCV13 (8 weeks after the 
most recent dose and administered 8 weeks apart)

 yNo history of PPSV23: 1 dose PPSV23 (at least 8 weeks after 
any prior PCV13 dose) and a 2nd dose of PPSV23 5 years later

Age 6–18 years
 yNo history of either PCV13 or PPSV23: 1 dose PCV13, 2 doses 
PPSV23 (dose 1 of PPSV23 administered 8 weeks after PCV13 
and dose 2 of PPSV23 administered at least 5 years after dose 
1 of PPSV23)
 y Any PCV13 but no PPSV23: 2 doses PPSV23 (dose 1 of PPSV23 
administered 8 weeks after the most recent dose of PCV13 
and dose 2 of PPSV23 administered at least 5 years after dose 
1 of PPSV23)
 y PPSV23 but no PCV13: 1 dose PCV13 at least 8 weeks after 
the most recent PPSV23 dose and a 2nd dose of PPSV23 
administered 5 years after dose 1 of PPSV23 and at least 
8 weeks after a dose of PCV13

Chronic liver disease, alcoholism:
Age 6–18 years

 yNo history of PPSV23: 1 dose PPSV23 (at least 8 weeks after 
any prior PCV13 dose)

* An incomplete series is defined as not having received 
all doses in either the recommended series or an age-
appropriate catch-up series. See Tables 8, 9, and 11 in the ACIP 
pneumococcal vaccine recommendations (www.cdc.gov/
mmwr/pdf/rr/rr5911.pdf) for complete schedule details.

Rotavirus vaccination  
(minimum age: 6 weeks)

Routine vaccination
 y Rotarix: 2-dose series at 2 and 4 months.
 y RotaTeq: 3-dose series at 2, 4, and 6 months.

If any dose in the series is either RotaTeq or unknown, default 
to 3-dose series.
Catch-up vaccination

 yDo not start the series on or after age 15 weeks, 0 days.
 y The maximum age for the final dose is 8 months, 0 days.
 y For other catch-up guidance, see Figure 2.

Tetanus, diphtheria, and pertussis (Tdap) 
vaccination  
(minimum age: 11 years for routine vaccination, 
7 years for catch-up vaccination)

Routine vaccination 
 yAdolescents age 11–12 years: 1 dose Tdap
 y Pregnancy: 1 dose Tdap during each pregnancy, preferably in 
early part of gestational weeks 27–36
 y Tdap may be administered regardless of the interval since the 
last tetanus- and diphtheria-toxoid-containing vaccine.

Catch-up vaccination
 yAdolescents age 13–18 years who have not received Tdap: 
1 dose Tdap, then Td booster every 10 years
 y Persons age 7–18 years not fully immunized with DTaP: 
1 dose Tdap as part of the catch-up series (preferably the first 
dose); if additional doses are needed, use Td.
 y Children age 7–10 years who receive Tdap inadvertently or 
as part of the catch-up series should receive the routine Tdap 
dose at 11–12 years.
 yDTaP inadvertently given after the 7th birthday:

 - Child age 7–10 years: DTaP may count as part of catch-up 
series. Routine Tdap dose at 11–12 should be administered.
 - Adolescent age 11–18 years: Count dose of DTaP as the 
adolescent Tdap booster. 

 y For other catch-up guidance, see Table 2.
 y For information on use of Tdap or Td as tetanus prophylaxis in 
wound management, see www.cdc.gov/mmwr/volumes/67/
rr/rr6702a1.htm.

Varicella vaccination  
(minimum age: 12 months)

Routine vaccination
 y 2-dose series: 12–15 months, 4–6 years
 yDose 2 may be administered as early as 3 months after dose 1 
(a dose administered after a 4-week interval may be counted).

Catch-up vaccination
 y Ensure persons age 7–18 years without evidence of immunity 
(see MMWR at www.cdc.gov/mmwr/pdf/rr/rr5604.pdf) have 
2-dose series:
 - Ages 7–12 years: routine interval: 3 months (minimum 
interval: 4 weeks)
 - Ages 13 years and older: routine interval: 4–8 weeks 
(minimum interval: 4 weeks).
 - The maximum age for use of MMRV is 12 years.

Notes Recommended Child and Adolescent Immunization Schedule for ages 18 years or younger, United States, 2019
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Report
 y Suspected cases of reportable vaccine-preventable diseases or outbreaks to 
the local or state health department
 yClinically significant postvaccination reactions to the Vaccine Adverse Event 
Reporting System at www.vaers.hhs.gov or 800-822-7967

Injury claims
All vaccines included in the adult immunization schedule except pneumococcal 
23-valent polysaccharide and zoster vaccines are covered by the Vaccine Injury 
Compensation Program. Information on how to file a vaccine injury claim is 
available at www.hrsa.gov/vaccinecompensation or 800-338-2382.

Questions or comments
Contact www.cdc.gov/cdc-info or 800-CDC-INFO (800-232-4636), in English or 
Spanish, 8 a.m.–8 p.m. ET, Monday through Friday, excluding holidays.

Helpful information
 yComplete ACIP recommendations:  
www.cdc.gov/vaccines/hcp/acip-recs/index.html
 yGeneral Best Practice Guidelines for Immunization  
(including contraindications and precautions):  
www.cdc.gov/vaccines/hcp/acip-recs/general-recs/index.html 
 y Vaccine Information Statements: www.cdc.gov/vaccines/hcp/vis/index.html 
 yManual for the Surveillance of Vaccine-Preventable Diseases  
(including case identification and outbreak response):  
www.cdc.gov/vaccines/pubs/surv-manual 
 y Travel vaccine recommendations: www.cdc.gov/travel
 y Recommended Child and Adolescent Immunization Schedule, United States, 
2019: www.cdc.gov/vaccines/schedules/hcp/child-adolescent.html

Recommended Adult Immunization Schedule
for ages 19 years or older
How to use the adult immunization schedule

1  Determine recommended 
vaccinations by age 
(Table 1)

2  Assess need for additional 
recommended vaccinations 
by medical condition and 
other indications (Table 2)

3  Review vaccine types, 
frequencies, and intervals, 
and considerations for 
special situations (Notes)

Recommended by the Advisory Committee on Immunization Practices  
(www.cdc.gov/vaccines/acip) and approved by the Centers for Disease  
Control and Prevention (www.cdc.gov), American College of Physicians  
(www.acponline.org), American Academy of Family Physicians (www.aafp.org), 
American College of Obstetricians and Gynecologists (www.acog.org), and 
American College of Nurse-Midwives (www.midwife.org).

UNITED STATES

2019

Vaccines in the Adult Immunization Schedule*
Vaccines Abbreviations Trade names

Haemophilus influenzae type b vaccine Hib ActHIB
Hiberix

Hepatitis A vaccine HepA Havrix
Vaqta

Hepatitis A and hepatitis B vaccine HepA-HepB Twinrix

Hepatitis B vaccine HepB Engerix-B
Recombivax HB
Heplisav-B

Human papillomavirus vaccine HPV vaccine Gardasil 9

Influenza vaccine, inactivated IIV Many brands

Influenza vaccine, live attenuated LAIV FluMist Quadrivalent

Influenza vaccine, recombinant RIV Flublok Quadrivalent

Measles, mumps, and rubella vaccine MMR M-M-R II

Meningococcal serogroups A, C, W, Y vaccine MenACWY Menactra
Menveo

Meningococcal serogroup B vaccine MenB-4C
MenB-FHbp

Bexsero
Trumenba

Pneumococcal 13-valent conjugate vaccine PCV13 Prevnar 13

Pneumococcal 23-valent polysaccharide vaccine PPSV23 Pneumovax

Tetanus and diphtheria toxoids Td Tenivac
Td vaccine

Tetanus and diphtheria toxoids and acellular pertussis vaccine Tdap Adacel
Boostrix

Varicella vaccine VAR Varivax

Zoster vaccine, recombinant RZV Shingrix

Zoster vaccine live ZVL Zostavax

* Administer recommended vaccines if vaccination history is incomplete or unknown. Do not restart or add doses to vaccine 
series for extended intervals between doses. The use of trade names is for identification purposes only and does not imply 
endorsement by the ACIP or CDC.

Download the CDC Vaccine Schedules App for providers at  
www.cdc.gov/vaccines/schedules/hcp/schedule-app.html.

U.S. Department of 
Health and Human Services 
Centers for Disease 
Control and Prevention 

http://www.vaers.hhs.gov
http://www.hrsa.gov/vaccinecompensation
https://www.cdc.gov/cdc
https://www.cdc.gov/vaccines/hcp/acip-recs/index.html
https://www.cdc.gov/vaccines/hcp/acip-recs/general-recs/index.html
https://www.cdc.gov/vaccines/hcp/vis/index.html
https://www.cdc.gov/vaccines/pubs/surv
https://www.cdc.gov/travel
https://www.cdc.gov/vaccines/schedules/hcp/child-adolescent.html
https://www.cdc.gov/vaccines/acip
https://www.cdc.gov
http://www.acponline.org
http://www.aafp.org
http://www.acog.org
http://www.midwife.org
https://www.cdc.gov/vaccines/schedules/hcp/schedule-app.html
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Vaccine 19–21 years 22–26 years 27–49 years 50–64 years ≥65 years

Influenza inactivated (IIV) or 
Influenza recombinant (RIV) 1 dose annually

Influenza live attenuated
(LAIV)                                                                                                                        1 dose annually

Tetanus, diphtheria, pertussis 
(Tdap or Td) 1 dose Tdap, then Td booster every 10 yrs

Measles, mumps, rubella 
(MMR)                                                                       1 or 2 doses depending on indication (if born in 1957 or later)

Varicella  
(VAR) 2 doses (if born in 1980 or later)

Zoster recombinant  
(RZV) (preferred) 2 doses

Zoster live  
(ZVL)             1 dose

Human papillomavirus (HPV) 
Female 2 or 3 doses depending on age at initial vaccination

Human papillomavirus (HPV) 
Male 2 or 3 doses depending on age at initial vaccination

Pneumococcal conjugate 
(PCV13)                                                         

Pneumococcal polysaccharide 
(PPSV23)                                                              1 or 2 doses depending on indication 1 dose

Hepatitis A  
(HepA) 2 or 3 doses depending on vaccine

Hepatitis B  
(HepB) 2 or 3 doses depending on vaccine

Meningococcal A, C, W, Y 
(MenACWY) 1 or 2 doses depending on indication, then booster every 5 yrs if risk remains

Meningococcal B  
(MenB) 2 or 3 doses depending on vaccine and indication

Haemophilus influenzae type b 
(Hib) 1 or 3 doses depending on indication

1 dose

Table 1 Recommended Adult Immunization Schedule by Age Group 
United States, 2019

or or

oror

  Recommended vaccination for adults who meet age requirement,  
lack documentation of vaccination, or lack evidence of past infection  Recommended vaccination for adults with an 

additional risk factor or another indication  No recommendation



02/12/19 Centers for Disease Control and Prevention  |  Recommended Adult Immunization Schedule, United States, 2019  |  Page 3

Vaccine Pregnancy

Immuno-
compromised 
(excluding HIV 

infection)

HIV infection 
CD4 count Asplenia, 

complement 
deficiencies

End-stage  
renal  

disease, on  
hemodialysis

Heart or 
lung disease, 
alcoholism1

Chronic liver 
disease Diabetes Health care 

personnel2
Men who have 
sex with men<200 ≥200

IIV or RIV 1 dose annually

LAIV CONTRAINDICATED PRECAUTION 1 dose annually

Tdap or Td 1 dose Tdap each 
pregnancy                                                                                          1 dose Tdap, then Td booster every 10 yrs

MMR CONTRAINDICATED 1 or 2 doses depending on indication

VAR CONTRAINDICATED 2 doses

RZV(preferred) DELAY 2 doses at age ≥50 yrs

ZVL CONTRAINDICATED 1 dose at age ≥60 yrs

HPV Female DELAY 3 doses through age 26 yrs 2 or 3 doses through age 26 yrs

HPV Male 3 doses through age 26 yrs 2 or 3 doses through age 21 yrs 2 or 3 doses 
through age 26 yrs

PCV13

PPSV23

HepA

HepB

MenACWY

MenB PRECAUTION

Hib 3 doses HSCT3 
recipients only

1 dose

1, 2, or 3 doses depending on age and indication

1 or 2 doses depending on indication, then booster every 5 yrs if risk remains

2 or 3 doses depending on vaccine and indication

2 or 3 doses depending on vaccine

2 or 3 doses depending on vaccine

1 dose

Table 2

or or

Recommended Adult Immunization Schedule by Medical Condition and Other Indications  
United States, 2019

  Recommended vaccination for adults 
who meet age requirement, lack 
documentation of vaccination, or lack 
evidence of past infection

  Recommended vaccination 
for adults with an additional 
risk factor or another 
indication

  Precaution—vaccine might 
be indicated if benefit of 
protection outweighs risk of 
adverse reaction

  Delay vaccination until 
after pregnancy if 
vaccine is indicated

  Contraindicated—vaccine 
should not be administered 
because of risk for serious 
adverse reaction

 No recommendation

oror

1. Precaution for LAIV does not apply to alcoholism. 2. See notes for influenza; hepatitis B; measles, mumps, and rubella; and varicella vaccinations. 3. Hematopoietic stem cell transplant.
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Haemophilus influenzae type b vaccination

Special situations
 yAnatomical or functional asplenia (including sickle 
cell disease): 1 dose Hib if previously did not receive 
Hib; if elective splenectomy, 1 dose Hib, preferably at 
least 14 days before splenectomy
 yHematopoietic stem cell transplant (HSCT): 3-dose 
series Hib 4 weeks apart starting 6–12 months after 
successful transplant, regardless of Hib vaccination 
history

Hepatitis A vaccination

Routine vaccination
 yNot at risk but want protection from hepatitis A 
(identification of risk factor not required): 2-dose 
series HepA (Havrix 6–12 months apart or Vaqta 
6–18 months apart [minimum interval: 6 months]) or 
3-dose series HepA-HepB (Twinrix at 0, 1, 6 months 
[minimum intervals: 4 weeks between doses 1 and 2, 
5 months between doses 2 and 3]) 

Special situations
 yAt risk for hepatitis A virus infection: 2-dose series 
HepA or 3-dose series HepA-HepB as above
 - Chronic liver disease
 - Clotting factor disorders
 - Men who have sex with men
 - Injection or non-injection drug use
 - Homelessness 
 - Work with hepatitis A virus in research laboratory or 
nonhuman primates with hepatitis A virus infection
 - Travel in countries with high or intermediate 
endemic hepatitis A
 - Close personal contact with international adoptee 
(e.g., household, regular babysitting) in first 60 days 
after arrival from country with high or intermediate 
endemic hepatitis A (administer dose 1 as soon 
as adoption is planned, at least 2 weeks before 
adoptee’s arrival)

Hepatitis B vaccination

Routine vaccination
 yNot at risk but want protection from hepatitis B  
(identification of risk factor not required): 2- or 3-dose 
series HepB (2-dose series Heplisav-B at least 4 weeks 
apart [2-dose series HepB only applies when 2 doses 
of Heplisav-B are used at least 4 weeks apart] or 3-dose 
series Engerix-B or Recombivax HB at 0, 1, 6 months 
[minimum intervals: 4 weeks between doses 1 and 2, 
8 weeks between doses 2 and 3, 16 weeks between 
doses 1 and 3]) or 3-dose series HepA-HepB (Twinrix at 
0, 1, 6 months [minimum intervals: 4 weeks between 
doses 1 and 2, 5 months between doses 2 and 3])

Special situations
 yAt risk for hepatitis B virus infection: 2-dose 
(Heplisav-B) or 3-dose (Engerix-B, Recombivax HB) 
series HepB, or 3-dose series HepA-HepB as above
 - Hepatitis C virus infection
 - Chronic liver disease (e.g., cirrhosis, fatty liver 
disease, alcoholic liver disease, autoimmune 
hepatitis, alanine aminotransferase [ALT] or aspartate 
aminotransferase [AST] level greater than twice 
upper limit of normal)
 - HIV infection
 - Sexual exposure risk (e.g., sex partners of hepatitis B 
surface antigen (HBsAg)-positive persons; sexually 
active persons not in mutually monogamous 
relationships, persons seeking evaluation or 
treatment for a sexually transmitted infection, men 
who have sex with men)
 - Current or recent injection drug use
 - Percutaneous or mucosal risk for exposure to 
blood (e.g., household contacts of HBsAg-positive 
persons; residents and staff of facilities for develop-
mentally disabled persons; health care and public 
safety personnel with reasonably anticipated risk 
for exposure to blood or blood-contaminated body 
fluids; hemodialysis, peritoneal dialysis, home dialysis, 
and predialysis patients; persons with diabetes mel-
litus age younger than 60 years and, at discretion of 
treating clinician, those age 60 years or older)
 - Incarcerated persons
 - Travel in countries with high or intermediate 
endemic hepatitis B

Human papillomavirus vaccination

Routine vaccination
 y Females through age 26 years and males through 
age 21 years: 2- or 3-dose series HPV vaccine 
depending on age at initial vaccination; males age 
22 through 26 years may be vaccinated based on 
individual clinical decision (HPV vaccination routinely 
recommended at age 11–12 years)
 yAge 15 years or older at initial vaccination: 3-dose 
series HPV vaccine at 0, 1–2, 6 months (minimum 
intervals: 4 weeks between doses 1 and 2, 12 weeks 
between doses 2 and 3, 5 months between doses 
1 and 3; repeat dose if administered too soon)
 yAge 9 through 14 years at initial vaccination and 
received 1 dose, or 2 doses less than 5 months 
apart: 1 dose HPV vaccine
 yAge 9 through 14 years at initial vaccination and 
received 2 doses at least 5 months apart: HPV 
vaccination complete, no additional dose needed
 y If completed valid vaccination series with any HPV 
vaccine, no additional doses needed

Special situations
 y Immunocompromising conditions (including HIV 
infection) through age 26 years: 3-dose series HPV 
vaccine at 0, 1–2, 6 months as above
 yMen who have sex with men and transgender 
persons through age 26 years: 2- or 3-dose series 
HPV vaccine depending on age at initial vaccination  
as above
 yPregnancy through age 26 years: HPV vaccination 
not recommended until after pregnancy; no 
intervention needed if vaccinated while pregnant; 
pregnancy testing not needed before vaccination

Recommended Adult Immunization Schedule
United States, 2019Notes
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Influenza vaccination

Routine vaccination
 yPersons age 6 months or older: 1 dose IIV, RIV, or 
LAIV appropriate for age and health status annually
 y For additional guidance, see www.cdc.gov/flu/
professionals/index.htm

Special situations
 y Egg allergy, hives only: 1 dose IIV, RIV, or LAIV 
appropriate for age and health status annually
 y Egg allergy more severe than hives (e.g., 
angioedema, respiratory distress): 1 dose IIV, RIV, or 
LAIV appropriate for age and health status annually 
in medical setting under supervision of health care 
provider who can recognize and manage severe 
allergic conditions
 y Immunocompromising conditions (including HIV 
infection), anatomical or functional asplenia, 
pregnant women, close contacts and caregivers 
of severely immunocompromised persons 
in protected environment, use of influenza 
antiviral medications in previous 48 hours, with 
cerebrospinal fluid leak or cochlear implant: 1 dose 
IIV or RIV annually (LAIV not recommended)
 yHistory of Guillain-Barré syndrome within 6 weeks 
of previous dose of influenza vaccine: Generally 
should not be vaccinated

Measles, mumps, and rubella vaccination

Routine vaccination
 yNo evidence of immunity to measles, mumps, or 
rubella: 1 dose MMR
 - Evidence of immunity: Born before 1957 (except 
health care personnel [see below]), documentation 
of receipt of MMR, laboratory evidence of immunity 
or disease (diagnosis of disease without laboratory 
confirmation is not evidence of immunity)

Special situations
 yPregnancy with no evidence of immunity to 
rubella: MMR contraindicated during pregnancy; after 
pregnancy (before discharge from health care facility), 
1 dose MMR
 yNon-pregnant women of childbearing age with no 
evidence of immunity to rubella: 1 dose MMR
 yHIV infection with CD4 count ≥200 cells/μL for at 
least 6 months and no evidence of immunity to 
measles, mumps, or rubella: 2-dose series MMR 
at least 4 weeks apart; MMR contraindicated in HIV 
infection with CD4 count <200 cells/μL
 y Severe immunocompromising conditions: MMR 
contraindicated
 y Students in postsecondary educational 
institutions, international travelers, and household 
or close personal contacts of immunocompromised 
persons with no evidence of immunity to measles, 
mumps, or rubella: 1 dose MMR if previously received 
1 dose MMR, or 2-dose series MMR at least 4 weeks 
apart if previously did not receive any MMR 
 yHealth care personnel born in 1957 or later with 
no evidence of immunity to measles, mumps, or 
rubella: 2-dose series MMR at least 4 weeks apart for 
measles or mumps, or at least 1 dose MMR for rubella; 
if born before 1957, consider 2-dose series MMR at 
least 4 weeks apart for measles or mumps, or 1 dose 
MMR for rubella

Meningococcal vaccination

Special situations for MenACWY
 yAnatomical or functional asplenia (including sickle 
cell disease), HIV infection, persistent complement 
component deficiency, eculizumab use: 2-dose 
series MenACWY (Menactra, Menveo) at least 8 weeks 
apart and revaccinate every 5 years if risk remains
 yTravel in countries with hyperendemic or epidemic 
meningococcal disease, microbiologists routinely 
exposed to Neisseria meningitidis: 1 dose MenACWY 
and revaccinate every 5 years if risk remains
 y First-year college students who live in residential 
housing (if not previously vaccinated at age 
16 years or older) and military recruits: 1 dose 
MenACWY

Special situations for MenB
 yAnatomical or functional asplenia (including sickle 
cell disease), persistent complement component 
deficiency, eculizumab use, microbiologists 
routinely exposed to Neisseria meningitidis: 2-dose 
series MenB-4C (Bexsero) at least 1 month apart, 
or 3-dose series MenB-FHbp (Trumenba) at 0, 1–2, 
6 months (if dose 2 was administered at least 6 months 
after dose 1, dose 3 not needed); MenB-4C and MenB-
FHbp are not interchangeable (use same product for 
all doses in series)
 yPregnancy: Delay MenB until after pregnancy unless 
at increased risk and vaccination benefit outweighs 
potential risks
 yHealthy adolescents and young adults age 
16 through 23 years (age 16 through 18 years 
preferred) not at increased risk for meningococcal 
disease: Based on individual clinical decision, may 
receive 2-dose series MenB-4C at least 1 month apart, 
or 2-dose series MenB-FHbp at 0, 6 months (if dose 
2 was administered less than 6 months after dose 
1, administer dose 3 at least 4 months after dose 2); 
MenB-4C and MenB-FHbp are not interchangeable 
(use same product for all doses in series)

Recommended Adult Immunization Schedule
United States, 2019Notes

https://www.cdc.gov/flu/professionals/index.htm
https://www.cdc.gov/flu/professionals/index.htm
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Pneumococcal vaccination

Routine vaccination
 yAge 65 years or older (immunocompetent): 1 dose 
PCV13 if previously did not receive PCV13, followed by 
1 dose PPSV23 at least 1 year after PCV13 and at least 
5 years after last dose PPSV23 
 - Previously received PPSV23 but not PCV13 at age 
65 years or older: 1 dose PCV13 at least 1 year after 
PPSV23
 - When both PCV13 and PPSV23 are indicated, 
administer PCV13 first (PCV13 and PPSV23 should not 
be administered during same visit)

Special situations
 yAge 19 through 64 years with chronic medical 
conditions (chronic heart [excluding hypertension], 
lung, or liver disease; diabetes), alcoholism, or 
cigarette smoking: 1 dose PPSV23
 yAge 19 years or older with immunocompromising 
conditions (congenital or acquired 
immunodeficiency [including B- and T-lymphocyte 
deficiency, complement deficiencies, phagocytic 
disorders, HIV infection], chronic renal failure, 
nephrotic syndrome, leukemia, lymphoma, 
Hodgkin disease, generalized malignancy, 
iatrogenic immunosuppression [e.g., drug or 
radiation therapy], solid organ transplant, 
multiple myeloma) or anatomical or functional 
asplenia (including sickle cell disease and other 
hemoglobinopathies): 1 dose PCV13 followed by 
1 dose PPSV23 at least 8 weeks later, then another 
dose PPSV23 at least 5 years after previous PPSV23; 
at age 65 years or older, administer 1 dose PPSV23 
at least 5 years after most recent PPSV23 (note: only 
1 dose PPSV23 recommended at age 65 years or older)
 yAge 19 years or older with cerebrospinal fluid leak 
or cochlear implant: 1 dose PCV13 followed by 1 dose 
PPSV23 at least 8 weeks later; at age 65 years or older, 
administer another dose PPSV23 at least 5 years after 
PPSV23 (note: only 1 dose PPSV23 recommended at 
age 65 years or older)

Tetanus, diphtheria, and pertussis vaccination

Routine vaccination
 yPreviously did not receive Tdap at or after age 
11 years: 1 dose Tdap, then Td booster every 10 years

Special situations
 yPreviously did not receive primary vaccination 
series for tetanus, diphtheria, and pertussis: 1 dose 
Tdap followed by 1 dose Td at least 4 weeks after Tdap, 
and another dose Td 6–12 months after last Td (Tdap 
can be substituted for any Td dose, but preferred as 
first dose); Td booster every 10 years thereafter
 yPregnancy: 1 dose Tdap during each pregnancy, 
preferably in early part of gestational weeks 27–36
 y For information on use of Tdap or Td as tetanus 
prophylaxis in wound management, see www.cdc.gov/
mmwr/volumes/67/rr/rr6702a1.htm

Varicella vaccination

Routine vaccination
 yNo evidence of immunity to varicella: 2-dose series 
VAR 4–8 weeks apart if previously did not receive 
varicella-containing vaccine (VAR or MMRV [measles-
mumps-rubella-varicella vaccine] for children); if 
previously received 1 dose varicella-containing 
vaccine: 1 dose VAR at least 4 weeks after first dose
 - Evidence of immunity: U.S.-born before 1980 (except 
for pregnant women and health care personnel 
[see below]), documentation of 2 doses varicella-
containing vaccine at least 4 weeks apart, diagnosis 
or verification of history of varicella or herpes zoster 
by a health care provider, laboratory evidence of 
immunity or disease

Special situations
 yPregnancy with no evidence of immunity to 
varicella: VAR contraindicated during pregnancy; after 
pregnancy (before discharge from health care facility), 
1 dose VAR if previously received 1 dose varicella-
containing vaccine, or dose 1 of 2-dose series VAR 
(dose 2: 4–8 weeks later) if previously did not receive 
any varicella-containing vaccine, regardless of whether 
U.S.-born before 1980

 yHealth care personnel with no evidence of 
immunity to varicella: 1 dose VAR if previously 
received 1 dose varicella-containing vaccine, or 2-dose 
series VAR 4–8 weeks apart if previously did not receive 
any varicella-containing vaccine, regardless of whether 
U.S.-born before 1980
 yHIV infection with CD4 count ≥200 cells/µL with no 
evidence of immunity: Consider 2-dose series VAR 
3 months apart based on individual clinical decision; 
VAR contraindicated in HIV infection with CD4 count 
<200 cells/μL
 y Severe immunocompromising conditions: VAR 
contraindicated

Zoster vaccination

Routine vaccination
 yAge 50 years or older: 2-dose series RZV 2–6 months 
apart (minimum interval: 4 weeks; repeat dose if 
administered too soon) regardless of previous herpes 
zoster or previously received ZVL (administer RZV at 
least 2 months after ZVL)
 yAge 60 years or older: 2-dose series RZV 2–6 months 
apart (minimum interval: 4 weeks; repeat dose if 
administered too soon) or 1 dose ZVL if not previously 
vaccinated (if previously received ZVL, administer RZV 
at least 2 months after ZVL); RZV preferred over ZVL

Special situations
 yPregnancy: ZVL contraindicated; consider delaying 
RZV until after pregnancy if RZV is otherwise indicated
 y Severe immunocompromising conditions 
(including HIV infection with CD4 count <200 cells/
μL): ZVL contraindicated; recommended use of RZV 
under review

Recommended Adult Immunization Schedule
United States, 2019Notes

https://www.cdc.gov/mmwr/volumes/67/rr/rr6702a1.htm
https://www.cdc.gov/mmwr/volumes/67/rr/rr6702a1.htm
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                             Pediatric 
Standing Delegation Orders 

Revised: 06/12/2019 

Vaccine Storage and Handling 
 

I. Method used in developing and approving vaccine storage and Handling 
 
The Wellness Pointe Pediatric department is part of the Federal Vaccines of 
Children Program (VFC). Texas has been a participant in this program since 
its inception in 1994. The guidelines for storage and handling of vaccines 
are detailed in a publication from the Texas Department of Health Services 
& Texas Health and Human Services. 
 

II. Experience, Training, and/or Education requirements 
 
The Care Coordinator and the clinical coordinator are in charge of handling 
storing of vaccines and assures that all department personnel comply with 
the requirements to keep vaccines safe and administered correctly. 
 

III. Circumstances for performance of vaccine storage and handling 
 
The Wellness Pointe Pediatric department has posted and adheres to the 
Centers for Disease Control’s recommendations for handling and storage of 
selected Biologicals and the Texas Vaccines for Children program 
guidelines. 

 
 
IV. Specific requirements to be followed in vaccine administration 
 

A. Proper Equipment for Storage of Vaccines/Biologicals 
                                                                                                                                                                                                                                                                                                                                                                                                                                                 

1. Refrigerators and freezers must contain thermometers capable 
of recording maximum-minimum temperature readings and 
data loggers are required beginning January 2018. (See guide 
for Texas Vaccines for children for specific regulations 
regarding types of refrigerators and freezers acceptable for use 
with state vaccines.) 
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        Standing Delegation Orders 

Revised: 06/12/2019 
 

2. The refrigerator compartment must maintain temperatures 
between 36° F and 46° F (2° C and 8° C) for vaccine viability.  
Refrigerator temperature should be set at midrange, about 40° 
F. 

3.  The freezer compartment should maintain temperatures at or 
below 5°F and -58F (-15C to -50C) 

4. MMR vaccine may be stored either frozen or refrigerated. 
MMR is sensitive to light and vaccine efficacy could be 
compromised if left out in the light. 

5. All vaccines except Varicella and Zoster are to be stored in the 
refrigerator and should never be frozen. 

6. Diluent may be stored in the door of the refrigerator and can 
provide extra insulation if needed. Diluent may be stored on a 
shelf outside of the refrigerator if indicated as such on the 
diluent.  If diluent comes in the same box as the vaccine, it 
must be kept together with the vaccine in order to maintain 
the cold chain of the vaccine. 

7. It is important that vaccines are kept at the proper 
temperatures at all times. Opening the door frequently 
interrupts the cold chain and can result in cumulative loss of 
vaccine potency over time. 

B. Guidelines required for providers involved in handling and storage of                                                          
vaccines. 

1. Check and record internal refrigerator and freezer             
temperatures on the Temperature Recording Form twice 
daily. Verify that temperatures are within acceptable 
range and adjusting the thermostat as necessary only 
with approval of Care Coordinator/Clinical Coordinator. 

2. Store extra water bottles along the walls, back and door 
of the freezer compartment. This helps keep a steady 
temperature during the automatic defrosting cycles and 
provides additional reserves of cold in the event of a 
power failure. Air must circulate around vaccines freely. 
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3. All vaccines must be stored on the refrigerator/freezer 
shelves, not in the vegetable bins, meat drawer, or in 
the door. Storing vaccines in the central body of the 
refrigerator/freezer helps maintain vaccine at proper 
temperatures which are more stable in the body of the 
refrigerator. 

4. Stack vaccines with enough room for cold air to circulate 
freely around vaccines. 

C. Vaccine Management Plan 
1. All Pediatric support staff involved in administering 

vaccines must complete the vaccine provider training as 
required by the TVFC program. 

2. A primary Vaccine Coordinator/Care Coordinator 
manages the overall operations of the vaccine program 
with direction from the Clinical Coordinator.  The 
Primary Vaccine Coordinator also orders other vaccines 
to be administered to patients who do not qualify for 
the Texas Vaccines For Children program. 

3. The Wellness Pointe Pediatric department will order 
vaccines monthly due to the volume of immunizations 
given each month. 

4. The primary Vaccine Coordinator and the designated 
backup vaccine coordinator verifies shipment receipts 
and rotate stock to use vaccines according to expiration 
dates to reduce vaccine loss for out of date vaccines. 

5. The Vaccine Coordinator/Care Coordinator completes 
monthly reports of vaccine usage, monitoring for loss of 
vaccines, and current expiration dates. Vaccine 
Coordinator/Care Coordinator requests additional 
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supplies of vaccine when expected changes in volume 
are anticipated. 
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6. Any changes to vaccine formulary are to be brought to 
the Clinical Coordinator and the CMO for approval. 

7. All vaccine reports, losses, orders and sign out sheets are 
to be sent via email to the Clinical Coordinator for 
review once monthly report is completed. 

8. Expired vaccines and loss reports are to be sent to Gregg 
County and the Clinical Coordinator within 3 days of the 
loss or expiration of medications. 
 
 

V. Method for initial and continuing competency evaluation 
 
The Clinical Coordinator, a Registered Nurse in the state of Texas and has 
many years of experience working with vaccines. The Clinical Coordinator 
continues to assure that all department personnel comply with the 
requirements to keep vaccines safe and administered correctly. The Clinical 
Coordinator oversees the Vaccine Coordinator/Care Coordinator and 
monitors the vaccines monthly. The Clinical Coordinator is also consulted at 
times when the daily count of vaccines cannot be justified with the log. The 
entire staff becomes involved when a unique dosing pattern exists for a 
particular patient.  

 
VI. Scope of supervision required for performance of vaccine Storage and 

Handling 
 
Initial competency for handling vaccines for patients shall be evaluated by 
the Delegating Provider and the Clinical Coordinator. All non-licensed 
support staff is initially supervised exclusively for this task. All Pediatric 
support staff is responsible to maintain the vaccines in proper 
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temperatures. Only the Gregg County health department staff may transfer 
state vaccines from one facility to another. 
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VII. Specialized circumstances requiring immediate communication concerning 
vaccine storage and handling. 

 
Procedures for vaccine relocation in the event of a prolonged power failure, 
mechanical difficulty or prolonged delay in planned shipments of vaccine 
are events that need to be communicated to all Pediatric providers and 
support staff. 

 
 

VIII. Limitations of practice setting for vaccine storage and handling 
 
The Wellness Pointe Pediatric department handles and stores only vaccines 
typically used in routine preventive care. The office/department does not 
deal with specialty vaccines necessary for travel outside of the United 
States. 
 

IX. Patient record-keeping requirements 
 

Vaccine administration, including name and title of administering support 
staff, and any variations from expected outcomes shall be documented in 
the center’s Electronic Medical Records system according to Center policy. 
This documentation confirms that the vaccines were stored and handled 
properly prior to administration. 
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          OB/GYN Department 
Administration of Drugs 

 

Administration of Drugs Ordered by the Physician 

I. Method used in Administration of Drugs Ordered by Provider 

The Wellness Pointe OB/GYN department provides care for patients who need routine 
health maintenance and for sick patients in a variety of stages of illness. At times, it is 
necessary to administer drugs immediately to assist the patient in recovery from the 
precipitating condition. These drugs are limited to what is on hand. (See attached list) 

II. Experience, training, and/or education requirements 

All OB/GYN support staff have the requisite experience, training, and/or education 
necessary to administer the medication. The provider, either mid-level or physician 
assists the support staff as needed, to understand the order and administer the 
medication. 

III. Circumstances for Administration of Drugs 

Periodically, patients present to clinic for scheduled visits and are found to need 
immediate treatment for certain clinical states such as a patient with an elevated blood 
pressure reading who may require Clonidine or a patient with abnormal blood sugar 
level who may require insulin. At times, patients with an acute wheezing episode may 
require a bronchodilator nebulizer treatment. 

IV. Specific requirements to be followed when administering drugs 

A. Oxygen is available for use in emergency situations to assist patients in 
respiratory distress until emergency medical personnel arrive in the clinic for 
transport to the hospital. Masks in a variety of sizes are available to administer 
the oxygen, if necessary. 

B. Medications administered by injection should be administered by the clinic 
support staff after receiving the order from the physician or midlevel provider. 

1. The OB/GYN department stocks some basic antibiotics that can be 
administered intramuscularly such as Rocephin and Bicillin-LA. 

2. Some steroid medications such as Kenalog and Decadron are available for 
use for patients in need of prompt relief from respiratory distress states 
or allergic reactions. 
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3. Rarely, the OB/GYN department will give a dose of an antiemetic 
medication (Phenergan) while in the office. 
 

V. Method for initial and continuing competency evaluation 
a. Initial competency for administering medications to clients shall be evaluated by 

the delegating provider and clinical coordinator, who is a Registered Nurse. Each 
non licensed support staff is initially supervised exclusively for this task during 
the first 90 days of employment. 

b. Continuing competency shall be evaluated no less than annually by the 
delegating provider and/or clinical coordinator by means of annual clinical 
performance review. 
 

VI. Requires scope of supervision when administering drugs 

All support staff administering drugs shall possess the requisite experience, training, 
and/or education necessary to perform them in the judgment of the delegating provider 
and clinical coordinator. 

VII. Specialized Circumstances requiring immediate communication with provider. 
In the event that a client suffers an adverse reaction to the administered drug, the staff 
member will immediately notify the provider in charge and/or the Chief Medical Officer. 
 

VIII. Limitations of practice setting 
Medications to treat ill patients are limited and are for adults registered as established 
patients of Wellness Pointe. 

IX. Patient record-keeping requirements 

Administered medications as well as the name and title of the clinic support staff who 
administered medication, and any variations from expected outcomes shall be 
documented in the Center’s Electronic Medical Records system according to Center 
policy. 
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      OB/GYN Department 
Administration of Drugs 

 
Drugs Available for Administration in the OB/GYN Department 
 
Estradiol 
Estrogen 
Ceftriaxone 
Bicillin – LA 
Celestone 
Rhogam 
Plan B One-Step Emergency Contraceptive Pills 
Azithromycin 
Cytotec 
Clonidine 
Lactated Ringer’s solution (start kit) 
1% Lidocaine 
2% Lidocaine 
17- hydroxyprogesterone 
Makena 
Nexplanon subdermal implant 
Progestin containing IUD 
Copper IUD 
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                 OB/GYN 
Standing Delegation Order 

 

Issuance of Medications Which Do Not Require a Prescription 

I. Method used in developing and approving this order and any revisions 

The development and implementation of this order is the product of 
collaboration between the authorizing physician, midlevel providers, other 
licensed and/or certified medical staff, and the Compliance & Performance 
Improvement program. Revisions are considered annually or more 
frequently as indicated. 

II. Experience, training, and/or education requirements 

Staff performing functions delegated under this order shall possess the 
requisite experience, training, and/or education necessary to perform them 
in the judgment of the delegating provider, as evidenced by the signatures 
of both on this order. 

III. Circumstances for performance of this order 

Patients may be issued sample medications to try for a trial period or if they 
are financially unable to obtain medications at pharmacy. 

IV. Specific requirements to be followed in performing particular functions 

Clinic staff must document in the Electronic Medical Records system any 
medications issued to the patient including medication strength, lot 
number, expiration date, dosing directions, quantity issued and prescribing 
provider. Staff must also document on the sample medication log using two 
patient identifiers such as DOB and patient ID. 
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           OB/GYN 
Standing Delegation Order 

 
 
v. Method for initial and continuing competency evaluation 

 
a. Initial competency shall be evaluated by the delegating provider 

and/or Clinical Coordinator by continual observation and supervision 
of the staff member during the first 90 days of employment. 

b. Continuing competency shall be evaluated no less than annually by 
the delegating provider and/or Clinical Coordinator by means of 
annual clinical performance review. 

 
V. Scope of supervision required for performance of this order 

This order is to be performed only when a licensed, privileged physician or 
midlevel provider is present on-site 

VI. Specialized Circumstances requiring immediate communication with 

physician 

VII. Limitations of practice setting 

This order shall be in force only in the practice setting where the delegating 
provider is routinely on-site. 

VIII. Patient record-keeping requirements 

The support staff must document in the Electronic Medical Records system 
as well as on the sample medication log sheet, any medications issued to 
the patient including medication strength, directions, quantity issued and 
prescribing provider. 
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Taking of Personal & Medical History 
 

I. Method used in developing and approving this order & any revisions 
 
The development and implementation of this order is the product of 
collaboration between the authorizing physician, mid-level providers, other 
licensed and/or certified medical staff, and the Compliance & Performance 
Improvement program.  Revisions are considered at quarterly Performance 
Improvement Committee meetings.  This order is reviewed not less than 
annually. 
 

II. Experience, Training, and/or Education requirements 
 
Staff performing functions delegated under this order shall possess the 
requisite experience, training, and/or education necessary to perform them in 
the judgment of the delegating provider, as evidenced by the signatures of 
both on this order. 
 

III. Circumstances for performance of this order 
 
This order shall be performed. 
 

IV. Specific requirements to be followed in performing particular functions 
 

A. Initial Visit                                                                                                                                                                                                                                                                                
 
1. Reason for Visit:  Obtain and document the stated purpose of the visit 

and/or chief complaint. 
 
2.  History:  Obtain and document information about the following 

histories:  
a. Obstetrical history 

 
  b. Gynecologic history 
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  c.   Menstrual history 
 
  d.   Medical history 
 
  e.   History of allergies  
 

   f. Family history 
 

  g. Contraceptive history 
 
  h. Psychosocial history 
 
  i. Sexual history 
 
3.  Miscellaneous:  
  a.  Current medications 
 
  b. Assess and document smoking/alcohol and/or drug usage. 
 

c. Medication taken in past 60 days, other than in 3.a. 
 
d. Ask if there are other concerns not specifically mentioned 

by the interviewer. 
 
e. Ask if immunization history is current and document 

accordingly. 
 

     4.   Review past and current lab, weight and BP history. 
 
      5.   Instruct on clinic routine and exam procedures.  
 
      6.   Blood pressure, height and weight are obtained at each visit. 
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B.   Annual Exam Visit                                                                                                                                                                                                                                                                                
 
1. Reason for Visit:  Obtain the stated purpose of the visit and/or chief 

complaint. 
 
2.  History:  Review and update the following: 
   
  a. Obstetrical history 
   

b. Gynecologic history 
   

c. LNMP (1st day of menses) 
   

d. Medical history 
   

e. Family history 
   

f. Allergy history 
   

g. Contraceptive history 
   

h. Sexual history 
   

i. Psychosocial history 
   

j. Immunization history 
 
3. Miscellaneous Information 
 

a. Review current medication intake. 
 

  b. Review smoking/alcohol and/or drug usage. 
 
4. Review clinic routine and exam procedures. 
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C.   Postpartum Visit                                                                                                                                                                                                                                                                                
 
1. If: 

 
a. New postpartum visit, initiate initial visit counseling. 

 
b. Return postpartum, initiate annual visit counseling. 

                                                                                                                                                                                                                                                                         
2. Additional historical data to be obtained: 

 
a. Method of delivery 

 
b. Infant’s sex, weight, and current health status 

 
c. Complications of pregnancy and/or labor and delivery 

 
d. Length of hospital stay 

 
e. Current medication intake 

 
f. Infant feeding choice/concerns/immunizations/well child clinic 

referral 
 

D.   Problem Visit                                                                                                                                                                                                                                                                                
 
1. Reason for visit:  Obtain the stated purpose of the visit and/or chief 

complaint 
 

2. Update the following histories, if indicated: 
 

a. Obstetrical 
 

b. Gynecological 
 

c. LNMP (1st day menses) 
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d. Medical 
 

e. Allergy history 
 

f. Family history 
 

g. Contraceptive history 
 

h. Sexual history 
 

i. Psychosocial history 
 

j. Immunization history 
 

3. Perform a symptom analysis on each problem identified.  Include: 
 

a. Onset 
 

i. Date of onset 
 

ii. Manner of onset 
 

iii. Precipitating and predisposing factors related to onset 
 

b. Characteristics 
 

i. Character (quality, quantity, consistency) 
 

ii. Location and radiation 
 

iii. Intensity or severity 
 

iv. Timing 
 

v. Aggravating and/or relieving factors 



   Obstetrical & Gynecological 

Standing Delegation Order 
 

Page 6 of 6 
 

 
vi. Associated symptoms 

 
4. Review clinic routine and exam procedures. 

 
V. Method for initial and continuing competency evaluation 

 
A. Initial competency shall be evaluated by the delegating provider and 

staff supervisor by continual observation and supervision of the staff 
member during the first 90 days of employment. 
 

B. Continuing competency shall be evaluated no less than annually by the 
delegating provider and/or staff supervisor by means of the annual 
performance review. 

 
VI. Scope of supervision required for performance of this order 

 
This order is to be performed only when a license, privileged physician or mid-
level provider is present on-site. 

 
VII. Specialized circumstances requiring immediate communication with physician  

 
VIII. Limitations of practice setting 
 

This order shall be in force only in the practice setting where the delegating 
provider is routinely on-site. 
 

IX. Patient record-keeping requirements 
 
Performance of this order and resultant findings shall be documented in the 
Center’s Electronic Medical Records system according to Center policy. 
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Performing Physical Exam and Recording Physical Findings 
 

I. Method used in developing and approving this order and any revisions 
 
The development and implementation of this order is the product of collaboration 
between the authorizing physician, mid-level providers, other licensed and/or certified 
medical staff, and the Compliance & Performance Improvement program.  Revisions are 
considered at quarterly Performance Improvement Committee meetings.  This order is 
reviewed not less than annually. 
 

II. Experience, Training, and/or Education requirements 
 
Staff performing functions delegated under this order shall possess the requisite 
experience, training, and/or education necessary to perform them in the judgment of 
the delegating provider, as evidenced by the signatures of both on this order. 
 

III. Circumstances for Administration of Drugs 
 
Physical findings are important facts used in the care of patients/clients in all levels of 
health care.  Physical findings are collected and recorded for each visit to the OB/GYN 
department.  The combination of measurements obtained may vary depending on the 
type of visit scheduled. 

 
IV. Specific requirements to be followed in performing particular functions 

 
A. Obtaining body temperature using the Welch/Allyn Digital Thermometer                                                                                                                                                                                                                                                                                                                                                                                                                                          

Temperature readings are obtained on all patients who complain of having fever 
within the previous 24 hours. 

B. Obtaining Body Weight and Height Measurements 
Body weight and Height me are important measurements for all OB/GYN 
patients.  Every patient will be weighed and the measurement will be 
documented in the permanent record.  Height will be obtained at the first visit 
and then reassessed periodically, if needed. 

C. Obtaining Blood Pressure 
Blood pressure readings are an important measurement for the patient’s well-
being and accurate readings are critical. 
1. Blood pressure readings are an important measurement for the patient’s 

well-being and accurate readings are critical. 
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2.   Proper cuff selection is essential when measuring blood pressure in order 
to obtain valid readings.  

3.  All blood pressure readings will be documented in the patient’s medical 
record.  

D. Obtaining Pulse and Respiratory Rates  
     Pulse and respiratory rates are obtained and recorded by the OB/GYN support staff. 

 
V. Method for initial and continuing competency evaluation 

 
a. Initial competency shall be evaluated by the delegating provider and clinical 

coordinator by continual observation and supervision of the staff member during 
the first 90 days of employment. 

b. Continuing competency shall be evaluated no less than annually by the 
delegating provider and/or clinical coordinator by means of annual clinical 
performance review. 

 
VI. Requires scope of supervision when administering drugs 

 
This order is to be performed only when a licensed, privileged physician or midlevel 
provider is present on-site. 

 
VII. Specialized circumstances requiring immediate communication with provider 

 
In the event of any recorded measurement/value that falls outside of the normal 
expected range, the provider should be notified immediately. 

 
VIII. Limitations of practice setting 

 
This order shall be in force only in the practice setting where the delegating provider is 
routinely on-site. 

 
IX. Patient record-keeping requirements  

 
Performance of this order and resultant findings shall be documented in the center’s 
electronic medical records system according to center policy. 
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Ordering of Tests Appropriate to Services Provided Under Orders 

I. Method used in developing and approving this order & any Revisions 

The development and implementation of this order is the product of collaboration 

between the authorizing physician, midlevel providers, other licensed and/or certified 

medical staff, and the Compliance & Performance Improvement program. Revisions are 

considered annually and more frequently as indicated. 

II. Experience, Training, and/or Education Requirements 

Staff performing functions delegated under this order shall possess the requisite 

experience, training, and/or education necessary to perform them in the judgment of 

the delegating provider, as evidenced by the signatures of both on this order. 

III. Circumstances for performance of this order 

Certain labs are performed on patients depending on their diagnosis. Patient with 

diabetes or metabolic syndrome will have random blood sugar checks via finger sticks. 

Patients with shortness of breath or difficulty breathing may have pulse ox checked. 

Female patients of child bearing age with symptoms of pregnancy or missed cycle may 

require a urine pregnancy test, while patients with urinary symptoms may require a 

urinalysis. 

IV. Specific requirements to be followed in performing particular functions  

All laboratory tests ordered should be documented in the electronic medical records 

system and the provider must be notified. 

V. Method for initial and continuing competency evaluation 

A. Initial competency shall be evaluated by the delegating provider and clinical 

coordinator by continual observation and supervision of the staff member during 

the first 90 days of employment. 

B. Continuing competency shall be evaluated no less than annually by the 

delegating provider and/or clinical coordinator by means of the annual 

performance review. 
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VI. Scope of supervision required for performance of this order 

This order is to be performed only when a licensed, privileged physician or midlevel 

provider is present on-site. 

VII. Specialized circumstances requiring immediate communication with Physician  

VIII. Limitations of practice setting 

This order shall be in force only in thee practice setting where the delegating provider is 

routinely on-site. 

IX. Patient record-keeping requirements 

Performance of this order and resulting findings shall be documented in the center’s 

Electronic Medical Records system according to Center policy 
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Obtaining Laboratory Specimens 
 

I. Method used in developing and approving this order and any revisions 
 
The development and implementation of this order is the product of collaboration 
between the authorizing physician, mid-level providers, other licensed and/or certified 
medical staff, and the Compliance & Performance Improvement program.  Revisions are 
considered at quarterly Performance Improvement Committee meetings.  This order is 
reviewed not less than annually. 
 

II. Experience, Training, and/or Education requirements 
 
Staff performing functions delegated under this order shall possess the requisite 
experience, training, and/or education necessary to perform them in the judgment of 
the delegating provider, as evidenced by the signatures of both on this order. 
 

III. Circumstances for performance of this order 
 
Appropriately obtaining laboratory specimens is vital to ensure that results are accurate 
and reliable.  The laboratory specimens obtained from each patient will be dependent 
on the type of visit scheduled. 

 
 
IV. Specific requirements to be followed in performing particular functions 

 
A. Urine Collection -                                                                                                                                                                                                                                                                                                                                                                                                                                          

 
Urine collection containers will be presented to each patient and instructions will be 
given regarding how to collect a clean catch specimen.  Patient will also be 
instructed where to leave specimen. 

 
                 

B. Culture Collection 
 
GBS culturettes will be given to each OB patient at approximately 36 weeks 
gestation or anytime thereafter if patients are late entry for prenatal care or if 
they have missed previous appointments.  Instructions will be provided 
regarding how to obtain a specimen and patient will be instructed where to 
return specimen. 
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V. Method for initial and continuing competency evaluation 
 

A. Initial competency shall be evaluated by the delegating provider and staff 
supervisor through continual observation and supervision of the staff member 
during the first 90 days of employment. 
 

B. Continuing competency shall be evaluated no less than annually by the 
delegating provider and/or staff supervisor by means of the annual performance 
review. 

 

VI. Scope of supervision required for performance of this order 
 
This order is to be performed only when a licensed, privileged physician or midlevel 
provider is present on-site 

 
VII. Specialized circumstances requiring immediate communication with physician 

 
Support staff will make provider aware of inability to collect appropriate specimens so 
that the laboratory order is altered or arrangements made for the patient to provide a 
sample at a later date/time. 

 
VIII. Limitations of practice setting 

 
This order shall be in force only in the practice setting where the delegating provider is 
routinely on-site 

 
IX. Patient record-keeping requirements 

  
Performance of this order and resultant findings shall be documented in the center’s 
electronic medical records system according to center policy. 
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ADMINISTRATION OF BIRTH CONTROL 

I. Method used to developing and approving this order & any revisions. 

The development and implementation of this order is the product of collaboration between 
the authorizing Physician, midlevel providers, other licensed and/or certified medical staff, 
and the compliance & performance improvement program. This order is reviewed not less 
than annually. 
 

II. Experience, training, and/or education requirements 
 

Staff collecting physical findings shall possess the requisite experience, training, and/or 
education necessary to perform them in the judgment of the delegating provider. 
 

III. Circumstances for obtaining physical findings 
 

Physical findings are important facts used in the care of patient/clients in all levels of 
health care. Physical findings are collected and recorded for each visit in the OB/GYN 
department. The combination of measurements obtained may vary depending on the 
type of visit scheduled. 
 

IV. Specific requirements necessary to the collection of physical findings 
 

a. Blood pressure and weight as collected per guidelines. 
b. Last menstrual period and recent sexual history. 
c. Urine pregnancy test should be performed on all patients, unless medical 

provider states otherwise. 
d. Dispense birth control per prescription order in chart. 

i. Repeat Depo-Provera (DMPA) injection:  repeat Depo-Provera DMPA 
injection can be given between 11-13 weeks after last injection if urine 
pregnancy test is negative unless otherwise stated by OB/GYN provider 
as notated in the patient’s medical record. 

ii. If more than 13 weeks after previous injection, patient must be assessed 
by the OB/GYN provider even if urine pregnancy test is negative. 

e. If patient expresses any dissatisfaction with current birth control method or 
concerns about method use, her OB/GYN provider must be notified. 

f. Any change in birth control method should be documented in the medical record 
in the form of a provider order.  

g. A signed new patient consent form must be obtained once there is any change in 
birth control method. 
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V. Method for initial and continuing competency evaluation 
 

The initial competency shall be evaluated by the delegating provider and staff 
supervisor by continual observation and supervision of staff member. 
 

VI. Scope of supervision required to collect physical findings 
 

This order is to be performed only when a licensed, privileged physician or midlevel 
provider is present on-site. 

 
VII. Specialized circumstances requiring immediate communication with provider 
 

Special circumstances requiring immediate communication with the physician or midlevel 
provider would include findings outside of expected normal ranges. 
 

VIII. Limitations of practice setting 
 

This order shall be in force only in the practice setting where the delegating provider is routinely 
on-site. 
 

IX. Patient record-keeping requirements of physical findings 
 

Performance of this order and resultant findings shall be documented in the Electronic Medical 
Records system according to the center policy. 
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Provision of General Patient Education 

 

I. Method used in developing plans for General Patient Education. 

The Wellness Pointe OB/GYN department provides some very general 
patient education to prevent chronic health disorders e.g. diabetes, 
hypertension, dyslipidemia as well as how to maintain a healthy lifestyle. 

II. Experience, training, and/or education requirements 

All OB/GYN support staff has the requisite experience, training and/or 
education necessary to discuss General Patient Education information. The 
provider, either mid-level or physician assists the support staff as needed to 
help families/caregivers understand information discussed.   

III. Circumstances for performance of General Patient Education 

OB/GYN patients are educated regarding preventive health services based 
on the U.S. Preventive Services Task Force recommendations. 

IV. Specific requirements necessary for General Patient Education 

The center’s Electronic Medical Records system has been established to 
present a variety of items for patient education at each designated visit 
type. 

A. Dietary Concerns – Is patient following a healthy diet to maintain a 
healthy lifestyle?  

B. Medication Education – Is patient taking medications correctly and 
does the patient understand what the medication is treating? 

C. Preventive Education – (e.g. vaccines, avoid smoking and tobacco 
use, excessive alcohol use, practices safe sex etc.) 

D. Screening Education – (e.g. colorectal and cervical cancer screening, 
screening mammography etc.).    
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V. Method for initial and continuing competency evaluation 

a. Initial competency shall be evaluated by the delegating provider and 
clinical coordinator, who is a registered nurse by continual 
observation and supervision of the staff member during the first 90 
days of employment. 

b. Continuing competency shall be evaluated no less than annually by 
the delegating provider and/or clinical coordinator by means of 
annual clinical performance review.  
 

VI. Limitations of practice setting 

Pertinent patient education regarding general medical and/or mental 
health problems is usually provided but should not be considered sufficient 
for the management of complex health problems. 

 

VII. Patient record-keeping requirements 

General Patient education topics shall be documented in the Center’s 
Electronic Medical Record system according to Center Policy. 
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Patient Telephone Calls 

 

I. Method used in developing and approving this order & any revisions 

The development and implementation of this order is the product of 
collaboration between the authorizing physician, midlevel providers, and 
other licensed and/or certified medical staff, and the Compliance & 
Performance Improvement program. This order is reviewed and revisions 
are considered annually or more frequently as indicated. 

II. Experience, training, and/or education requirements 

Staff performing functions delegated under this order shall possess the 
requisite experience, training and/or education necessary to perform them 
in the judgment of the delegating provider, as evidences by the signatures 
of both on this order. 

III. Circumstances for performance of this order 

We will attempt to answer all phone calls as they are received. However, in 
the event a call cannot be answered immediately, the following procedure 
will be followed: 

IV. Specific requirements to be followed in performing particular functions. 

A. The designated phone line will be checked a minimum of three times 
each day: 8am, 1pm, and 4pm. Each call will be documented in a 
phone log with the following information: 

1. Date and time of call 
2. Person calling 
3. Patient ID# 
4. Call back number 
5. Question(s)/Concern(s) 
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B. The following calls can be returned by support staff 
1. Verification of appointment date/time 
2. Rescheduling of a missed appointment 
3. Medication refill requests 
4. Confirmation of lab/imaging results 
5. Confirmation of referral(s) 

C. The following calls must be discussed with a provider: 
1. Question regarding medication/possible side effect 
2. Question regarding medical decision making 
3. Rescheduling of an appointment if the patient has 2 no shows 
4. Emergency situations where patient was told to call 911/sent 

to ER 
 

V. Method for initial and continuing competency evaluation 

a. Initial competency shall be evaluated by the delegating provider and 
clinical coordinator, who is a registered nurse by continual 
observation and supervision of the staff member during the first 90 
days of employment. 

b. Continuing competency shall be evaluated no less than annually by 
the delegating provider and/or clinical coordinator by means of 
annual clinical performance review.  
 

VI. Scope of supervision required for performance of this order 

All support staff shall possess the necessary experience, training and/or 
education to carry out these tasks as delegated by the provider.  

VII. Specialized Circumstances requiring immediate communication with 
Physician 
All calls concerning suicidal/homicidal/psychotic behavior or possible 
reaction to medication will immediately staffed and patient will be 
instructed to call 911 or go to the nearest ER. Every effort will be made to 
address the patient’s concern immediately. 
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VIII. Limitations of practice setting 

This order shall be in force only in the practice setting where the delegating 
provider is routinely on-site and/or readily available. 

 

IX. Patient record-keeping requirements 

Performance of this order and resultant findings shall be documented in 
the Center’s Electronic Medical Records system according to Center policy. 
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