
Name of Practice:

Address:

Telephone #:     Fax #:

Name of My Doctor:

Picture

Patient Name:___________________________________________________________ Date of Birth:____ /___ /___

Parent name: ____________________________________________________________________________________

Address: ________________________________________________________________________________________

Phone number: _______________________________ Account No: ______________ Insurance: _______________

Complexity index grade: ________________________ Next visit due on: ___________________________________

Primary Diagnosis:      1. __________________________________________________________________________

Additional Diagnosis:  2. __________________________________________________________________________

   3. __________________________________________________________________________

Problems:       1. __________________________________________________________________________

    2. __________________________________________________________________________

   3. __________________________________________________________________________

Portable Health Record

REMINDER: Bring this document to all appointments and for any emergency visits.



Important Baseline Data (Labs, X-Ray, EKG, Neurologic findings):   

   1. __________________________________________________________________________

    2. __________________________________________________________________________

   3. __________________________________________________________________________

Allergies (medications/foods to be avoided)  Why?

Medication     Purpose     Dose



Services provided:      

1. School _______________________________________________________________________________________

2. Social Services ________________________________________________________________________________

3. Support Groups ________________________________________________________________________________

4. Extended Care _________________________________________________________________________________

5. Respite _______________________________________________________________________________________ 

6. Camps _______________________________________________________________________________________ 

Specialist Services: 

 Specialty  Name    Phone  Fax  Next Visit

     Pulmonologist

     Cardiologist

     Gastroenterologist

     Ophthalmologist

     Surgeon

     Dentist

     Other

     Other

     Other



Family Strengths:      1. __________________________________________________________________________

    2. ________________________________________________________________________

   3. ________________________________________________________________________

Immunization Record: (see attached)

Support Services: 

          Service             Provider             Phone           Fax            Frequency       Next Visit

     PT

     OT

     Speech

     Hearing

     Spl Ed Teacher

     Pharmacy

     Home Care

     Equipment

     Nutritionist

     Other

     Other

Additional Information:


