Medical Summary
Personal









Date ________________
Name _____________________________________ Birthdate_______________ SS#________________

Address ______________________________________________________________________________
                                           Street

     
        City


State


Zip

Phones _________________     ______________________        E-Mail _________________________
                        Cell                                       Home
Emergency Contact ________________________   Relationship ______________  Phone _____________

Guardian/Medical Surrogate__________________  Relationship ______________  Phone_____________
Allergies: (meds, food, environment and what happens)_________________________________________
_____________________________________________________________________________________

Communication/Language/Cultural Needs___________________________________________________

Assistive Technology Used/Needed________________________________________________________

Glasses   ( Yes    ( No        Hearing/Aids    ( Yes     ( No            ( Other ______________________
Special Dietary Needs___________________________________________________________________
Height _______________
     Weight _______________       Blood Type___________________

Strengths/Assets_________________________________________________________________________ 
______________________________________________________________________________________
Insurance:

Primary Insurance ____________________________     _________________    _____________________ 
                                                         Name                                                       ID#                                        Group#                                    
     Case Manager  ________________________________________________      Phone #___________________
Secondary Insurance_____________________________    _________________    ___________________ 
                                                          Name                                                              ID#                                        Group#          

     Case Manager  ________________________________________________      Phone #___________________
Information Sharing

Which family members, guardians, or other people are allowed to discuss your medical information with your doctor?  If you are 18 or older, include them on your HIPAA privacy form.

Name_______________________________Relationship_____________________Phone_____________

Name_______________________________Relationship_____________________Phone_____________

Health Condition 

	Diagnosis or condition
	Name of doctor or nurse practitioner 
	Contact information

	Medical Home
	
	

	Dental care
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


Hospitalizations  (including surgeries) in Past Year – Start with most recent

(or Last Hospitalization if more than a year ago)
	Where
	Reason
	Date

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


Lab, X-ray Studies/Findings in Past Year

	Test
	For what reason
	Results
	Date
	Where done

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Current Medications

	Name of medicine
	For what reason
	Amount (Dose) and how often
	Doctor/Practioner
who prescribed

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Name of Pharmacy_________________________________________  Phone______________________
Current Therapies or Treatments

	Type of therapy/treatment
	Frequency
	Provider
	Contact information

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Medical Equipment and Medical Supplies, Orthotics or Prosthetics

	What
	For what reason
	Provider and contact information

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


Immunizations

	Type
	Date of last one
	
	Date of last one

	Diphtheria, Pertussis, Tetanus 

(DPT/DTaP/Tdap)
	
	Meningococcal
	

	Tetanus (Td)
	
	Hepatitis B
	

	Polio
	
	Hepatitis A
	

	Measles, Mumps, Rubella 

(MMR)
	
	Human Papilloma Virus 

(HPV)
	

	Varicella (Chickenpox)
	
	Influenza (Flu)
	

	Hib 

(Haemophilus influenzae type b)
	
	Tuberculosis 

(Mantoux or PPD)
	

	Pneumococcal (PVC)
	
	Other
	


Activities of Daily Living 

	Activity
	I can do
	Need some help
	Need lots of help

	Grooming and personal hygiene
	
	
	

	Bathing
	
	
	

	Dressing and undressing
	
	
	

	Feeding self
	
	
	

	Transfers
	
	
	

	Bowel and bladder management
	
	
	

	Walking without assistive device
	
	
	

	Getting around with assistive device (crutches, walker, wheelchair)
	
	
	

	Get out in the community
	
	
	


Future Plans

	Topic
	Plans
	Referrals made & contact information

	Health Care
	
	

	Health Insurance
	
	

	School & Work
	
	

	Housing
	
	

	Transportation
	
	

	Supports
	
	

	Other
	
	


Additional comments related to transition (may use back of form) ____________________________
_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________
