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INTRODUCTION
This Health Passport encourages you to record your continuing health. It is intended to be used as a guide for ongoing health, wellness and follow-up of any Chronic Disease Process.
This passport gives you information about early signs of possible concerns regarding your health that you need to discuss with your Family Health Team Providers.


HOW TO USE YOUR PASSPORT
The Health Passport is designed to help you record important
information. Keep it on hand, take it with you when you visit your
Doctor or other Health Care Professional. Please make sure all
entries are made accurately.


Your Family Health Team is available to assist
you when entering your initial data
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GENERAL INFORMATION


	
Click here to enter text.

First Name
	
Click here to enter text.

Middle Name                                         
	
Click here to enter text.

Last Name

	

Current Address


Click here to enter text.                                                                                   Click here to enter text.
Street										Apt.


Click here to enter text.                                                                                   Click here to enter text.
City/Town									Province


Click here to enter text.                                                                                   Click here to enter text.
Country									Postal Code



Click here to enter text.                  Click here to enter text.                        Click here to enter text.
Telephone (Home)			(Mobile)				 (Work)

Telephone (Home)								Telephone (Work)





	
MEDICAL INSURANCE


	
Provincial Health Insurance

Province:				Click here to enter text.


Health Insurance Number: 		Click here to enter text. 


Private Health Insurance

Type of Insurance: 			Click here to enter text.


Insurer (Name of Company):		Click here to enter text.

Address:				 Click here to enter text.

Phone:		Click here to enter text.			Fax:	Click here to enter text.

Policy Number: 			Click here to enter text.






	
IN CASE OF EMERGENCY CONTACTS


	
Ambulance/Fire/Police………………………………………………………………………911


Family Physician:			Click here to enter text.
								
								Phone:		Click here to enter text.

Hospital Emergency Room:			Click here to enter text.
								
								Phone:		Click here to enter text.

Poison Control Centre:			Click here to enter text.
								
								Phone:		Click here to enter text.

Pharmacy:			Click here to enter text.
								
								Phone:		Click here to enter text.

Next of Kin:			Click here to enter text.
								
								Phone:		Click here to enter text.

Friend/Relative:			Click here to enter text.
								
								Phone:		Click here to enter text.







HEALTH CARE DIRECTIVE
(LIVING WILL)
WRITTEN BY:

Name:  _________________________________________________
Address:  _______________________________________________
City: ___________________________________________________
Province or Territory: __________________	Postal Code: ________________

INSTRUCTIONS TO PERSONS COMPLETING THIS DIRECTIVE:

· You may wish to discuss this directive with your doctor before completing it.

· Be sure the directive clearly expresses your personal wishes, ie., if there is any section you do NOT wish to include, cross it out and initial the cross-out. There are special instructions in part 5 for expressing personal wishes.

· The directive should not be signed until you are in the presence of your witness.

· Your witness is confirming that you are of sound mind and making this directive of your own free will.

· Keep this original document in a safe but accessible place known to your family, caregiver, and doctor.

Name of physician  	

Phone number  	

· Give copies of your directive to all whom it may concern.
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To my family, my friends, my physicians, and all others whom it may concern:

I,	 voluntarily make this directive concerning my health care in the circum- stances set out herein.

I believe that when there is no reasonable expectation of recovery from disease or injury, the continuation of my life by life support systems or medical therapy will be contrary to my right of autonomy.

It is my intention that this Directive be respected by my physician, my family, and friends, if I am no longer capable of consenting to health care on my own behalf.


DIRECTIVE

1. This directive shall apply in the event that:

(a) I am no longer able to make or communicate decisions for my own health care.

(b) there is no reasonable expectation of my recovery from extreme physical or mental disability, of if I am afflicted with irreversible injury, disease or illness.

2. For the purpose of determining whether the circumstances set out in Number 1 exist, I stipulate that when possible, the opinion of two medical doctors who have examined me shall be determinative.

3. When death is inevitable, I would accept the performance of any procedure or administration of medication deemed necessary to provide me with compassionate care and comfort.


4. Where the application of medical procedures would primarily serve to prolong the moment of my death or maintain my life in the circumstances set out in Part 1, I direct that such procedures be withheld or withdrawn and that I be permitted to die naturally.

5. In this section, I have placed an X in the box beside all measures for extending life that are unacceptable to me when there is no reasonable expectation of my recovery and which are to be withheld or withdrawn in that case. I have initialed those measures that I would still accept even if there is no real hope of my recovery.

(a) resuscitation of my heart (defibrillation and chest compression).

(b) artificial supportive breathing, except for the purpose of organ donation (mechanical ventilation on a respirator)

(c) dialysis to replace kidney function.


(d) Surgical procedures.

(e) radiation

(f) chemotherapy

(g) medications other than those used for comfort

(h) blood transfusion

(i) diagnostic tests

(j) special feeding, whether food into the vein (parenteral) or tube feeding into the stomach (enteral).

6. If I should happen to be under the care of a physician who cannot respect my wishes as expressed in this document, I direct that the physician with- draw from my care, and that I be placed under the care of another physician who will respect my views. Similarly, I direct that I will be transferred to another hospital if necessary to honour the directions in this document.

7. No participant in the making of carrying out of this directive, whether it be a health care provider, hospital administrator, spouse, relative, friend or any other person, shall be held responsible in any way, legally or professionally, for any consequences arising from the implementation of my wishes.

8. This directive shall have no force and effect if revoke by me orally or in writing.


(Optional Clauses)

A. Proxy:
The following person is named to act as my proxy for health care. As my proxy, this person is authorized to consent to my health care when I am unable to communicate AND to consent to withdrawal of treatment on my behalf when the circumstances as described in part 1, page 2 of this directive come into effect.
(1) 	Phone  	

Address 	AND/OR

(1) 	Phone  	

Address 	AND/OR

(1) 	Phone  	

Address 	AND/OR

B. I consent to the use after my death of any needed organs or parts of my body for transplantation.

C. If I am pregnant, and there is any prospect that the child can sur- vive, this directive shall have no force during the course of my pregnancy.

SIGNED AND DECLARED

by the said  	

this 	day of 	, A.D 20 	





Witness	     Address





MEDICATION ALLERGIES/SENSITIVITY
	










FOOD ALLERGIES/SENSITIVITY
	










OTHER
	










I HAVE:
☐ Lens Implants	☐ Dentures	☐ Pacemaker/Defibrillator	☐ Artificial Joint
☐ Contact Lenses	☐ Prosthetic Valves


MEDICAL HISTORY
	SPECIALIST
	DIAGNOSIS
	DATE OF ONSET

	
	

	

	
	

	

	
	
	


	
	
	


	
	
	


	
	
	


	
	
	


	
	
	


	
	
	


	
	
	


	
	
	


	
	
	


	
	
	


	
	
	


	
	
	


	
	
	


	
	

	

	
	

	

	
	

	

	
	

	

	
	

	



SURGICAL HISTORY
	DATE
	SURGEON
	HOSPITAL
	PROCEDURE

	
	
	
	


	

	
	
	

	

	
	
	

	

	
	
	

	

	
	
	

	

	
	
	

	

	
	
	

	

	
	
	

	

	
	
	

	

	
	
	

	

	
	
	

	

	
	
	

	

	
	
	

	

	
	
	

	

	
	
	

	

	
	
	

	

	
	
	

	

	
	
	

	
	

	
	

	

	
	
	




MEDICAL VISITS
	DATE
	HEALTHCARE
PROFESSIONAL
	COMMENTS/ACTIONS

	
	
	


	
	
	


	
	
	


	
	
	


	
	
	


	
	
	


	
	
	


	

	

	

	

	

	

	

	
	

	

	
	

	

	
	

	

	
	

	

	
	

	

	
	

	

	
	


	

	
	

	

	
	

	

	
	

	

	
	

	

	
	



MEDICATIONS
	NAME OF PRESCRIPTION
	DATE STARTED
	DATE DISCONTINUED
	COMMENTS

	

	
	
	

	

	
	
	

	

	
	
	

	

	
	
	

	

	
	
	

	

	
	
	

	

	
	
	

	

	
	
	

	

	
	
	

	

	
	
	

	

	
	
	

	

	
	
	

	
	
	
	


	
	
	
	


	
	
	
	


	

	
	
	


	

	
	
	


	
	
	
	


	
	
	
	


	
	
	
	



IMMUNIZATION RECORDS
	DATE
	TYPE OF VACCINATION
	NOTES

	

	
	

	
	

	

	
	

	

	
	

	

	
	

	

	
	

	

	
	

	

	
	
	


	
	
	


	
	
	


	
	
	


	
	
	


	

	
	

	

	
	

	
	

	

	

	
	

	

	
	

	

	
	

	
	

	

	

	
	

	

	
	



FAMILY HISTORY

Allergies		☐			Congenital Heart Problems		☐
Eczema		☐			Heart Attacks				☐
Asthma		☐			Early Death				☐
Tuberculosis		☐			High Blood Pressure			☐
Epilepsy		☐			Osteoporosis				☐
Seizures		☐			Cardiovascular Disease		☐
Learning Disorder	☐			Other					☐
Early Blindness	☐
Cancer			☐
Obesity		☐
Diabetes		☐




MY RESULTS
	
	
	DATE
	
	
	
	
	

	
	TEST
	NORMAL
	
	
	
	
	
	

	
	
Body Weight

	
	
	
	
	
	
	

	
	
Body Mass Index

	20-25
	
	
	
	
	
	

	
	
Blood Pressure

	<140/90
Target
	
	
	
	
	
	

	
	
Annual Foot Exam

	
	
	
	
	
	
	

	Glucose
	
Before Meal 2hr. Post Meal

	4-7 mmol/L
5-8 mmol/L
	
	
	
	
	
	

	
	
HbA1C

	
	
	
	
	
	
	

	
	
Lab Meter Check

	
	
	
	
	
	
	

	Kidney
	Micro-albuminuria
	
	
	
	
	
	
	

	Lipids
	Total Cholesterol
	
	
	
	
	
	
	

	
	
HDL Cholesterol

	
	
	
	
	
	
	

	
	LDL Cholesterol
	
	
	
	
	
	
	

	
	Triglycerides
	
	
	
	
	
	
	


PREVENTATIVE CARE
	Date
	FIT Test
	PAP or PSA
	Mammography
	Colonoscopy

	

	


	
	



	

	 

	 
	

 
	 



	 

	 

	 
	 


	 



	 

	 

	 
	

 
	 



	 

	 

	 
	 


	 



	 

	
	
	
	



	



	
	
	
	



	



	
	
	
	



	



	



	
	
	
	

	



	
	
	
	




DENTAL HEALTH
	
Dentist

Name: 				Click here to enter text.
 

Address:			Click here to enter text.	
					Click here to enter text.



Phone:		Click here to enter text.			Fax:		Click here to enter text.
 




Oral & Overall Health
A conversation with your dentist can help you understand the connection between oral health and overall health, and ensure that you are getting the best possible care. Discussing your medical history and health issues ensures that you get the specialized treatment you need. Your dentist can also spot emerging medical problems. For example, the onset of bleeding gums might suggest the beginning of gum disease, which may also be related to adult-onset diabetes if your gums have otherwise been healthy. Through the oral exam, your dentist can see if there are any unusual signs or changes in your mouth which may indicate more serious health problems.
Oral Cancer
Oral cancer starts in the cells of the mouth, tongue or throat. Normally these cells are quite resistant to damage, but repeated injury from smoking, alcohol or even friction may create sores or painful areas where cancer can start.






FOOT CARE
You may have this page printed for each visit or pencil in the information to update this chart regularly.
	
Date: 		Click here to enter text.



					Right					Left

Sensitivity:		Click here to enter text.			Click here to enter text.


Circulation:		Click here to enter text.			Click here to enter text.


Calluses:		Click here to enter text.			Click here to enter text.


Sores:			Click here to enter text.			Click here to enter text.



Comments:	

















MENTAL HEALTH

	Social/Mental Health

Name:			Click here to enter text.	



Address:		Click here to enter text.		

				Click here to enter text.



Phone:			Click here to enter text.







PHARMACY
Your pharmacist may help you to manage your prescription medications and better understand how they interact with each other and other over-the-counter medication you may be taking.
Call your local pharmacy to see what programs may be offered to you:
· Medication: Review & Education
· Review of high risk medications/interactions
	
Pharmacy Name: 		Click here to enter text.



Phone:	Click here to enter text.		Fax:		Click here to enter text.








MY PERSONAL WEIGHT JOURNAL
	DATE
	
WEIGHT


	

	

	

	

	
	


	
	


	
	


	
	


	
	


	
	


	
	


	
	


	
	


	
	


	
	


	
	


	
	


	
	


	
	


	

	

	

	

	

	



	NOTES


NOTES
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