[image: image1.png]Helping people 10 be
the best they can be.






My Health Information

NAME:  
Private and Confidential

This booklet is all about me and my health.

This may help if people need more information with my Patient Passport  e.g.

•
going to see somebody about my health e.g.  Dentist, GP surgery, hospital, 

            clinics e.g. optician, wheelchair.

My health action plan is at the back of the booklet.

 Please check that the information about me in this booklet is current.


	If you are not one of my carers or health professionals or if you have found this file please return it to me.




Please complete if giving a copy to young person/ family & carers

Very Important information about me (Including: Child in Need, vulnerability, keeping safe, allergies and phobias)
	Issue/ Risk
	How to manage/where to get more information

	
	

	
	

	
	

	
	

	
	


Professionals/ Agencies I see regularly
	Health Professional
	Reason
	Other Agency
	Reason

	G.P.
	
	School/College
	

	Paediatrician
	
	P.A.
	

	Dentist
	
	Respite
	

	Optician
	
	Social Worker
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


	My Health




  
               
 FORMCHECKBOX 
 heart conditions


        FORMCHECKBOX 
 orthopaedic/bones

    FORMCHECKBOX 
 skin conditions

 FORMCHECKBOX 
 diabetes



        FORMCHECKBOX 
 ophthalmology/eyes
                 FORMCHECKBOX 
 dental/oral health


 FORMCHECKBOX 
 continence/toileting

        FORMCHECKBOX 
 orthotics/feet

                 FORMCHECKBOX 
 mental health

 FORMCHECKBOX 
 gastrointestinal/digestive
                     FORMCHECKBOX 
 auditory/ears

                 FORMCHECKBOX 
 dietary/eating

 FORMCHECKBOX 
 neurological/nerves

        FORMCHECKBOX 
 dysphasia/swallowing
                 FORMCHECKBOX 
 respiratory/breathing 

 FORMCHECKBOX 
 gynaecological


        FORMCHECKBOX 
 genetic conditions

    FORMCHECKBOX 
 other



	Known allergies (inc treatment);



	On-going investigations:



	Past Medical History (including Surgical History)



	Birth early years details (if appropriate/ relevant)


	Are my immunisations up to date?
 FORMCHECKBOX 
 Yes


 FORMCHECKBOX 
 No, if not please list


	Relevant  Family medical history:



	Medication 


I usually take my medication as:

 FORMCHECKBOX 
 Tablets    FORMCHECKBOX 
 Liquid    FORMCHECKBOX 
 Other
Special instructions e.g. take with food, via PEG

	


Communication
	How I will communicate with you e.g. words, signs, gestures, eye pointing.
	How you should communicate with me so I can understand e.g. words, signs, gestures, eye pointing.



	Pain Profile: Signs that I am in pain or discomfort…


	Behaviour


	

	Habits/mannerisms


	

	Vocal  signs

	

	Eyes

	

	Skin

	

	Posture/Observations


	

	Face

	

	Other


	


	Blood Tests – How to support mw when I have blood taken e.g. reasonable adjustments

	Where is my blood test taken e.g. hospital
Where on my body is blood taken e.g. hand/foot

What helps me




* Clinician note: Remember the Mental Capacity Act (2005)
Special requirements






	Eating/drinking: Allergies/special diet/PEG/special instructions including Dysphagia guidance:

Special guidance/care plans



	Sleep/postural care: Aids/adaptations/sleep systems/routines/suppliers
	Mobility: inc special equipment:

	Specialised equipment: e.g. suction/oxygen etc./ suppliers / How & when is it used

	Personal care: Special requirements for support inc oral hygiene


	Continence information:
Products, supplier/guidance



	Well-being & lifestyle information: including vulnerability & safety issues

What makes me happy?

What makes me anxious?




Reasonable Adjustments
What extra things do I need, so I can get health services as good as other people?
Support for a hospital admission/health appointments
I prefer to have….. parent(s)  FORMCHECKBOX 
 carer(s)  FORMCHECKBOX 
 staff team  FORMCHECKBOX 
 other …….. FORMCHECKBOX 
 ….with me in hospital.
	I need support with
	Yes
	No
	Details – how you can help me

	Communication

(inc capacity issues)


	
	
	

	Personal care


	I


	
	

	Toileting


	
	
	 

	Eating and drinking


	
	
	

	Medication


	
	
	

	Procedures


	
	
	

	Challenging 

Behaviours


	
	
	

	Mobility


	
	
	

	Other


	
	
	

	
	
	
	


Important additional information

	



My health need

	e.g. Oral Health
	What needs to be done?

6 monthly visits

High fluoride toothpaste
	Who is going to do what?

1. Mum makes appointment

2. Spec Dentist examines me
	Extra information
I need to visit before

I have a photo journey to use
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My health need

	e.g. Oral Health
	What needs to be done?
6 monthly visits

High fluoride toothpaste
	Who is going to do what?
1. Mum makes appointment

2. Spec Dentist examines me
	Extra information
I need to visit before
I have a photo journey to use
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Consent and Capacity for young people aged 16+


Do not assume that I cannot make specific decision(s) concerning my health and wellbeing.  If you feel that I lack the capacity to make a specific decision you must use the guidance of the Mental Capacity Act (2005).





Please ask me if you want to share my information with other people.





This booklet has been completed for me by: 


Date completed: 





Who is responsible for keeping this up to date:








Name:


Date of Birth:


NHS No:


Contact details:
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