Health Passport 
Name:      
 Date of Birth:      
 SS # (last 4 digits):       

Address:       
  Home Phone:      
  Fax:       

Residential Provider (if applicable):      
 
Phone:      

Primary Care Physician:      
 
Phone:      

Dentist:      
 
Phone:      

Pharmacy:      
 
Phone:      

Health Insurance:      
 
ID Number:     

Immunization Date: Influenza:      
 Pneumococcal      
 Tetanus:      
 Other:      

Allergies (medications, foods, environmental, seasonal):

      

	Physician/Specialist Contacts:
	Specialty
	Phone

	Physician/Specialist:     
	     
	     

	Physician/Specialist:     
	     
	     

	Physician/Specialist:     
	     
	     

	Physician/Specialist:     
	     
	     


	Contacts
	Phone
	Cell Phone

	Emergency Contact (24 hr):      
	     
	     

	Health Decision-Maker:     
	     
	     

	Family Member:     
	     
	     

	Nursing Contact::     
	     
	     

	Case Manager:     
	     
	     

	Behavior Support Consultant:     
	     
	     

	Other:     
	     
	     

	If other contacts unsuccessful: DDSD Regional Office ( 9 am to 5 pm M – F)
	     
	     


	Major Safety Issues & Risk Factors:

	 FORMCHECKBOX 
  Aspiration
	 FORMCHECKBOX 
  Vagus Nerve Stimulator
	 FORMCHECKBOX 
  Incontinent
	 FORMCHECKBOX 
   Glasses 

	 FORMCHECKBOX 
  Diabetes
	 FORMCHECKBOX 
   Communication Disorder
	 FORMCHECKBOX 
   Constipation
	 FORMCHECKBOX 
   Contact Lenses 

	 FORMCHECKBOX 
   Seizure Disorder
	 FORMCHECKBOX 
   Behavioral Issues
	 FORMCHECKBOX 
  Weight :  Loss  FORMCHECKBOX 
 Gain  FORMCHECKBOX 

	 FORMCHECKBOX 
   Dentures/Partial 

	 FORMCHECKBOX 
   Skin Integrity 
	 FORMCHECKBOX 
   Substance Abuse
	 FORMCHECKBOX 
   Heart Disease
	 FORMCHECKBOX 
   Walker/Cane/Gait Belt 

	 FORMCHECKBOX 
   G – Tube
	 FORMCHECKBOX 
   Tobacco Use
	 FORMCHECKBOX 
   Fall Risk
	 FORMCHECKBOX 
   Wheelchair 

	 FORMCHECKBOX 
  J – Tube
	 FORMCHECKBOX 
   Asthma/COPD  
	 FORMCHECKBOX 
   Assistive Technology 
	 FORMCHECKBOX 
       

	 FORMCHECKBOX 
   Pacemaker
	 FORMCHECKBOX 
   CPAP/Sleep apnea
	 FORMCHECKBOX 
   Hearing Aid(s)
	 FORMCHECKBOX 
       

	


Other Important Information: 
     

Advance Health-care Directives:    FORMCHECKBOX 
  Yes  FORMCHECKBOX 
  No   DNR Order:    FORMCHECKBOX 
 Yes  FORMCHECKBOX 
  No  
____________________________________________________
     

Signature / Nurse/CM *follow hierarchy
Date/Most Recent Update

MUST ATTACH:
 CURRENT Medication Administration Record or CURRENT list of medications, 
Advance Health-care Directives (if applicable)                                                                                                    
Master Diagnoses List

Name:      
 Date of Birth:      
 SS # (last 4 digits):      

Provider Agency Name:      

Phone:      

Etiology of Intellectual/Developmental Disability (if known)      

	ACTIVE DIAGNOSES

	Axis I (Primary Psychiatric Diagnoses, Autism, TBI, etc.)
	Date of Dx. 

(if available)
	Physician Making Diagnosis
 (if available)

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	Axis II (Mental Retardation and Personality Disorders)

	     
	     
	     

	     
	     
	     

	Axis III (Medical Conditions)

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	Axis IV (Psychosocial and Environmental Problems)

	     
	     
	     

	     
	     
	     

	     
	     
	     

	Axis V (Global Assessment of Functioning) GAF 

	GAF Score =      
	     
	     

	RESOLVED DIAGNOSES (INACTIVE/HISTORY OF)

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	Allergies (medications, foods, environmental, seasonal)
	Specific Signs and Symptoms of Allergic Reaction

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     


____________________________________________________

     

Signature Nurse Reviewing/Updating





Date/Most Recent Update

 FORMCHECKBOX 
  Please Fax To Agency Nurse/Contact Person:      
 Fax Number:      

Doctor Visit Form

Section 1:
To be completed by the individual, family, guardian, agency, or health care designee
Name:      
 Date of Birth:      
 SS # (last 4 digits):      

Provider Agency Name:      
  Phone:      

Doctor Name:      
 Specialty:      

Reason for Visit/Referral:      

Name/Title of Person Accompanying Individual:       
   Date of Visit:      

Section 2: 
To be completed by the agency nurse 

Allergies (medications, foods, environmental, seasonal      

Section 3:
To be completed by the physician

Physician’s Recommendations/Orders:  
*Please write medication orders as a separate prescription

Labs ordered: 
Next Appointment Date or Follow Up Scheduled:      

If New/Change in Active Diagnosis (list below):     

Axis I:
     

Axis II:
     

Axis III:
     


     

_________________________________________        
       

Physician Signature
Print Physician’s Name
Date
********************************************THIS FORM MUST BE SUBMITTED TO THE AGENCY NURSE BY THE NEXT BUSINESS DAY**************************************************

Section 4: To be completed by the agency nurse
Date received:      


       

Signature / Nurse/CM *follow hierarchy
Date Reviewed


NOTE: Password for document is FORM
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