
SOP Template: Patient Arrival and Initial Assessment
Protocols
This SOP details patient arrival and initial assessment protocols, covering procedures for receiving patients,
verifying patient identity, gathering medical history, conducting initial vital signs assessment, prioritizing urgent cases
through triage, ensuring patient comfort and safety, and documenting preliminary information accurately. The goal is to
provide a structured and efficient process that enhances patient care quality and facilitates timely medical intervention
upon arrival.

1. Purpose
To establish standardized procedures for patient arrival and initial assessment, ensuring efficient, timely, and high-quality
patient care.

2. Scope
This SOP applies to all healthcare staff involved in receiving and performing initial assessments on patients in
[Hospital/Clinic Name].

3. Responsibilities

Role Responsibilities

Receptionist/Front Desk Receive patients, verify identity, notify assessment team.

Nursing Staff Conduct initial assessment, record vital signs, gather medical history, initiate triage.

Triage Nurse/Officer Prioritize patients based on urgency and clinical guidelines.

Assessment Team Document preliminary findings and ensure safety and comfort.

4. Procedures
1. Patient Arrival and Reception

Greet patient courteously upon arrival.
Ask for personal identification (e.g., government-issued ID, insurance card).
Ensure confidentiality and privacy at all times.

2. Verification of Patient Identity
Confirm patient name and date of birth using two identifiers.

3. Initial Medical History Gathering
Collect chief complaint, relevant medical, surgical, and medication history.
Record known allergies and current symptoms.

4. Initial Vital Signs Assessment
Measure and record temperature, pulse, blood pressure, respiratory rate, and SpO2.

5. Triage and Prioritization
Assign triage level based on condition severity and established criteria.
Communicate urgent cases immediately to clinical team.

6. Ensuring Patient Comfort and Safety
Provide seating, water, and emotional support as appropriate.
Monitor and address immediate comfort or safety concerns.

7. Documentation
Accurately document all information in the patient's chart/electronic record.
Ensure information is legible, thorough, and up to date.

5. Documentation and Record Keeping
All collected data must be recorded promptly in the designated patient record system.
Any deviations from protocol must be documented with explanation.



6. References
Hospital/Clinic Policy Manual
Relevant National and Local Health Authority Guidelines

7. Review and Revision History

Date Version Description Author

[Insert Date] 1.0 Initial SOP draft [Insert Name]
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