
Name:                                      I like to be called:

special alerts:

my diagnoses/Medical history:

My Health Passport
birthdate:                            AGE:

the people who know me well and support me:

emergency phone number;

primary physician:                                                          pharmacy:

description of my baseline/when i am at my healthiest:



you can tell that
something is wrong:

you can help me feel
comfortable by:

about me
how i show/measure pain:

sensitivities/triggers:

strategies for success:

Name:                              

behavior challenges:

sensory needs/tools: how to keep me safe:



Daily Life

Name:                              

things that i enjoy/help to
pass the time:

my dreams and goals:

learning strengths and
challenges:

mobility needs:

washing needs: dressing needs:

how i communicate:

eating/drinking needs and/or feeding regimen: 



Name:                              

medical
challenges with medical procedures and what helps:

specialists i regularly see: current therapies:

current medications: medicines that i’ve tried that
don’t work for me and whY:

how i take my medications:

additional information


