MY HEALTHCARE PASSPORT

Name: | like to be called:

Birthdate: Age:

The people who know me well and support me:

Emergency phone number;

Primary physician: Pharmacy:

Special alerts:

How | communicate:

My diagnoses/Medical history:

llek

Description of my baseline/when | am at my healthiest:
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ABOUT ME

You can tell that something is wrong:

How | show/measure pain:

You can help me feel comfortable by:

Sensory needs/tools:
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ABOUT ME

Sensitivities/triggers:

Behavior challenges:

How to keep me safe:

Strategies for success:
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DAILY LIFE

Things that | enjoy/help to pass the time:

Things P'm not a fan of:

Learning strengths and challenges:

My dreams and goals:
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DAILY LIFE

Mobility needs: ﬁ'@%
Hygiene needs: :’")

Dressing needs:

Eating/drinking needs and/or feeding regimen: -
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MEDICAL

Challenges with medical procedures and what helps:

Specialists | regularly see: { &
Current therapies: .ﬁ_:;
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MEDICAL

20!

Current medications: @§

Medicines that I've tried and am allergic to or that don’t work for me and why:

How | take my medications:

Additional information
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