Portable Medical Record

Name:

Date of Birth:

Primary Care Physician/Address/Phone Number:

Medical History: include diagnosis (for example: fractures, surgeries, vision
issues, hearing issues, swallowing issues, brain injury, stroke, major illnesses such
as high blood pressure/diabetes/high cholesterol/seizure/cancer).

Year Condition Diagnosis or Surgery Treating Physician &
Diagnosed Physician’s Phone Number
OR

Year of Surgery

Allergies:

Advance Directives: __ No __ Yes (Attach a copy if “Yes”)



Equipment /Orthotics Name of Vendor and Address Phone Number

Immunization Status:

Health Care Providers Service Provided Location & Phone Number
(Not Physicians)

Hospital Preference:

Insurance Information: (Always take insurance card to appointments with you)

Emergency Contact Information:

Functional Status: (Do you live alone, need assistance for specific activities, drive,
volunteer, work)




MEDICATIONS LIST:

NAME OF
MEDICATION

DOSAGE

ROUTE
BY MOUTH
OR
INJECTION

FREQUENCY
HOW OFTEN?
(DAILY, TWICE
DAILY, THREE TIMES
DAILY, @ BEDTIME
ONLY, ETC)

DATE STARTED
OR
DATE ENDED




