	Personal Health Information
Use your tab key to move to each input field. Enter your personal information and save this form to your own computer. 

You should keep a copy of this form with you and update it often. 

You may wish to provide copies to your family members, your health advocate and your physicians.

	NAME

	     
	DATE
	     

	ADDRESS    
	     
	PHONE

	     

	DRUG
ALLERGIES
	     
	DOB
	     
	AGE
	     

	Height
	    
	Weight
	     
	Blood type
	     
	Male
	     
	Fem
	     

	INSURANCE CARRIER  
	     

	POLICY/ID #  
	     

	NAME OF PRIMARY SUBSCRIBER

	     


	PRIMARY CARE PHYSICIAN  
	     

	OTHER PHYSICIAN 
	     

	PHYS. PHONE NUMBER


	     
	PHYS. PHONE NUMBER
	     

	PHYS. ADDRESS
	     

	PHYS. ADDRESS
	     

	Current/chronic conditions
	MEDICATIONS
	DOSAGE
	Supplements/other

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	

	Risk factors  (check those that apply)
	comments

	    
	Smoking 

	     

	    
	Alcohol/Other Drugs
	     

	    
	STDs/Contraception


	     

	    
	Other
	     

	

	Surgical History






DATE

hOSPITAL

	1.
	     
	     
	     

	2.
	     
	     
	     

	3.
	     
	     
	     

	4.
	     
	     
	     

	5.
	     
	     
	     

	

	Health maintenance (enter date)

	Immunizations
	Td: 
	     
	Flu: 
	     
	Pneumovax:
	     
	Hep.B:
	     
	Hep.C:
	     

	Pap 


	     
	GC/CT           
	     


	Mammogram 


	     
	Bone density          
	     


	Flex. sig. 
	     
	Other  



	     
	Date       

	     


	Other Hospitalizations
	DATE

	     
	     

	     
	     

	     
	     

	FAmily medical history

	Relation
	Health Condition
	Dates of condition(s)/ results

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	Eye Exam History

List Insurance Information:

	Dates
	Results/Findings/ Prescription(s)
	Doctor / Phone Number

	     
	     
	     

	
	
	

	Dental Exam history

List Insurance Information:

	Dates
	Results / Findings /Procedures/X-rays
	Doctor / Phone Number

	     
	     
	     

	     
	     
	     

	Additional History/Comments

	     


	EMERGENCY CONTACTS

	NAME
	PHONE
	RELATIONSHIP
	PATIENT ADVOCATE    Y/N

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	DO YOU HAVE AN ADVANCE HEALTH DIRECTIVE,  MEDICAL POWER OF ATTORNEY OR A LIVING WILL THAT NAMES
A PERSON(S) THAT CAN BE CONTACTED IN ORDER TO EXECUTE YOUR WISHES IN THE CASE YOU ARE

ARE UNABLE TO DO SO YOURSELF? PLEASE LIST BELOW

	NAME


	CONTACT INFORMATION

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     


Please note:  Your doctor(s) hold a record of your personal health information and this data is compiled into what is known as your medical or health record and is protected under the Health Insurance Portability and Accountability Act, known as HIPAA. It is important to understand that PHRs generally are not part of a provider’s electronic health record and would not be considered legal health records which means they would not covered by HIPAA.
