
HEALTH
PASSPORT



Pl
ac
e
ph

ot
o
he

re

2x
2

Fi
rs
tN

am
e:

Fi
rs
tN

am
e:

La
st
N
am

e:
M
id
dl
e
N
am

e:

La
st
N
am

e:

A
dd

re
ss
:

A
dd

re
ss
:

D
at
e
of

Bi
rt
h:

G
en

de
r:

Fa
m
ily

Em
er
ge
nc

y
Co

nt
ac
t

M
y
in
fo
rm

at
io
n:

Ph
on

e
#:

Re
la
tio

n:

Ca
ll
m
e(

ni
ck
na

m
e)
:



What I like

What I don’t like



Diagnosis

Blood Type

Healthcare Proxy

Phone#:

Name:
Address:
City: Zip:State:



Allergies

Medications that have been
prescribed by my doctors



Adaptive aids I use:

Communication Aids

Other:

Hearing aids

Eyeglasses

Bathrooom aids

Wheelchair/scooter

Prosthetics

Yes No

Walker/Cane

Information about me

Yes No

Yes No

Yes No

Yes

I use wordsI use gesturesI do not use words

Sign LanguageCommunication Device

Other:

No

Vehicle  Li�



Phone #:

Last Name:

First Name:

Phone #:

Last Name:

First Name:

Phone #:

Last Name:

First Name:

People to support
me in my decisions



Phone#:

Name:

Type:

Address:
City: Zip:State:

Phone#:

Name:

Type:

Address:
City: Zip:State:

Phone#:

Name:

Type:

Address:
City: Zip:State:

My Healthcare



Phone#:

Name:

Type:

Address:
City: Zip:State:

Phone#:

Name:

Type:

Address:
City: Zip:State:

Phone#:

Name:

Type:

Address:
City: Zip:State:

Providers/Doctors



My Dental History



MyMedical History



How to support me



What is important
to me



Notes



Notes



This work is supported by the Texas Council for Developmental
Disabilities through a grant from the U.S. Administration for
Community Living (ACL), Department of Health and Human
Services (HHS), Washington, D.C. 20201, with a 100% federal
funding award totaling $5,907,507. Council efforts are those of the
grantee and do not necessarily represent the official views of nor are
endorsed by ACL, HHS, or the U.S. government.


