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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.
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.







MEDICATION ALLERGIES/SENSITIVITY
	










FOOD ALLERGIES/SENSITIVITY
	










OTHER
	










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


MEDICAL HISTORY
	DIAGNOSIS
	DATE OF ONSET

	

	

	

	

	
	


	
	


	
	


	
	


	
	


	
	


	
	


	
	


	
	


	
	


	
	


	
	


	
	


	
	


	

	

	

	

	

	

	

	

	

	




SURGICAL HISTORY
	DATE
	SURGEON
	HOSPITAL
	PROCEDURE

	
	
	
	


	

	
	
	

	

	
	
	

	

	
	
	

	

	
	
	

	

	
	
	

	

	
	
	

	

	
	
	

	

	
	
	

	

	
	
	

	

	
	
	

	

	
	
	

	

	
	
	

	

	
	
	

	

	
	
	

	

	
	
	

	

	
	
	

	

	
	
	

	
	

	
	

	

	
	
	



MEDICAL VISITS
	DATE
	HEALTHCARE
PROFESSIONAL
	COMMENTS/ACTIONS

	
	
	


	
	
	


	
	
	


	
	
	


	
	
	


	
	
	


	
	
	


	

	

	

	

	

	

	

	
	

	

	
	

	

	
	

	

	
	

	

	
	

	

	
	

	

	
	


	

	
	

	

	
	

	

	
	

	

	
	

	

	
	


ANNUAL MEDICAL VISITS (Health Assessments)
	DATE
	HEALTHCARE
PROFESSIONAL
	COMMENTS/ACTIONS

	
	
	


	
	
	


	
	
	


	
	
	


	
	
	


	
	
	


	
	
	


	

	

	

	

	

	

	

	
	

	

	
	

	

	
	

	

	
	

	

	
	

	

	
	

	

	
	


	

	
	

	

	
	

	

	
	




MEDICATIONS
	NAME OF PRESCRIPTION
	DATE STARTED
	DATE DISCONTINUED
	COMMENTS

	

	
	
	

	

	
	
	

	

	
	
	

	

	
	
	

	

	
	
	

	

	
	
	

	

	
	
	

	

	
	
	

	

	
	
	

	

	
	
	

	

	
	
	

	

	
	
	

	
	
	
	


	
	
	
	


	
	
	
	


	

	
	
	


	

	
	
	


	
	
	
	


	
	
	
	


	
	
	
	


	
	
	
	



IMMUNIZATION RECORDS
	DATE
	TYPE OF VACCINATION
	NOTES

	

	
	

	
	

	

	
	

	

	
	

	

	
	

	

	
	

	

	
	

	

	
	
	


	
	
	


	
	
	


	
	
	


	
	
	




	IMMUNIZATIONS

Annual Influenza: 			Click here to enter text.Pneumococcal: 			Click here to enter text.				Tetanus/Diphtheria (Td): 		Click here to enter text.	Hepatitis:				Click here to enter text. 

	
Height:				Click here to enter text.	
Weight: 			            Click here to enter text.	
BMI:				Click here to enter text.	


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
	
	
	
	
	
	
	


MAMMOGRAM RECORD
	DATE
	RESULT

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	



FECAL OCCULT BLOOD RECORD
	DATE
	RESULT

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	



PAP or PSA (Prostate Specific Antigen) RECORD 
	DATE
	RESULT

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	



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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