
 SEQ CHAPTER \h \r 1
MEDICAL INFORMATION

           RESIDENT: ____________________________
DATE: ___________

              Protocol:


This form can accompany me on any trips to the hospital or medical appointments.


It is intended to help communicate my health issues in case of emergency or regular medical appointments.


This form will remain on my file while I am a resident of this home.


This information covers ongoing communication concerning my medical and/or psychiatric conditions(s).


Signing of this form indicates that I have read the information, and Homes for Special Care staff have explained the intent of the form.


I would like my next-of-kin notified?      □Yes     □ No

Nov. 2/01

	ALLERGY ALERTS (list):



      MEDICAL INFORMATION FORM
	        PRESENTING PROBLEM:


PERSONAL / HEALTH  INFORMATION
	Name:  

	Date of Birth:



	Homes for Special Care Residence/Address:


	Phone#:

	Emergency Contact(s):
Notify: (Next of Kin)    Y    N

 Notified by Home Staff

 Not Notified by Home Staff
	Phone #:

	Health Number:  
	Language: 


	Family Physician:


	Walk in Clinic 
	Phone #: 

	Psychiatrist:


	
	Phone #:

	Community Service 
 Provider

	
	Phone #:


	Diagnosis(es):


	 Axis I - 


	Medical Condition(s):


	 


	Current Medication:


	
	 Mar Sheet                                                                      


	Special Needs


	

	Caution: eg:

History of Trauma

	


Resident’s Signature: _______________________________  Date: ____________ TC \l4 "
Nov 2/01

