
FLOYD PRIMARY CARE 
Nurse Practitioner Functions Requested 

 
________________________________    _______________________________ 
Applicant Name       Supervising Physician 
________________________________    _______________________________ 
Title        Department 
 
Please check patient care functions requested and note the degree of supervision, direct or indirect, by 
each. 
Patient Care Functions Direct Indirect Approved 
Initial and ongoing assessment of patients' medical, physical and 
psychosocial status 

   

Obtain a relevant health and medical history    
Perform a physical examination based on age and history    
Conduct preventive screening procedures based on age and history    
Identify medical and health risks and needs    
Update and record changes in health status    
Formulate the appropriate differential diagnosis based on history, 
physical examination and clinical findings 

   

Identify the needs of the individual, family or community as a result of 
the evaluation of the collected data 

   

Order appropriate diagnostic tests    
Identify appropriate pharmacological agents    
Identify non-pharmacological interventions    
Develop a client education plan    
Conduct & interpret diagnostic tests    
Prescribe pharmacological agents    
Prescribe non-pharmacological therapies    
Provide relevant patient education    
Write physician orders    
Make appropriate referrals to  other health professionals and 
community agencies 

   

Dictate admission and discharge summaries    
Determine the effectiveness of the plan and care through 
documentation of client care outcomes 

   

Reassess and modify the plan as necessary to achieve medical and 
health goals 

   

Participate in quality assurance on periodic basis, including systematic 
review of records and treatment plans 

   

Assist in surgical cases    
 

Date: ______________________              Signature of Applicant__________________________________ 
               

________________________________          _______________________________________________ 
Printed Name of Supervising Physician           Signature of Supervising Physician 

 
 
 



____________________________ 
Applicant 
 

12.6.2017 

     
APPROVED FPC:     

 

__________________________________                             _______________________  
EVP and CHIEF MEDICAL OFFICER                    Date 
 

GOVERNING BODY APPROVAL;    ______ YES              ______ NO        
 
 
 ____________________ 
 Date                                                                                                   
 

 

 


