
My Personal Health Record
Name: ____________________________________________

Date of Birth: _______________ Blood Type:______________

Caregiver Information
Name: ____________________________________________

Relationship to me: _________________________________

Phone Numbers: ____________________________________

Advance Directives / Living Will:  Yes  No

If yes, where can this be found? ________________________

Durable Power of Attorney for Health Care:  Yes  No

Name: ____________________________________________

Phone Numbers: ____________________________________

Health Care Providers

TYPE NAME PHONE NUMBER
Primary Care 
Physician (PCP)

Specialist

Specialist

Specialist

REMEMBER: Take this form and your medications (including 
bottles) to your doctor visits. Connect to your patient portal(s) 
to get access to your health care information and communicate 
with your provider(s).

Medical History

 Arthritis

 Abnormal Heart Rhythm

 Addictions:
 ______________________

 Cancer:
 ______________________

 COVID-19

Mental Health:
 ______________________

 Dementia/Alzheimer’s

 Diabetes

 Heart Disease

 Heart Failure

 High Blood Pressure

 Kidney Disease

 Lung Disease:
 ______________________

 Stroke

 Tobacco Use

Wound Healing Problems
 Other / Notes: ____________________________________
__________________________________________________
__________________________________________________
__________________________________________________
__________________________________________________

Date Surgical History / Hospitalizations / Screenings

This tool was originally developed by Dr. Eric Coleman, UCHSC, HCPR, with funding from the John A. Hartford Foundation and the Robert Wood Johnson Foundation. 
Spanish translations and additional material developed by TMF Health Quality Institute. This material was modified by TMF Health Quality Institute, a Quality Innovation 
Network-Quality Improvement Organization, under contract with the Centers for Medicare & Medicaid Services (CMS), an agency of the U.S. Department of Health 
and Human Services (HHS). Views expressed in this material do not necessarily reflect the official views or policy of CMS or HHS, and any reference to a specific product 
or entity herein does not constitute endorsement of that product or entity by CMS or HHS. 12SOW/TMF Health Quality Institute/Quality Innovation Network-Quality 
Improvement Organization. 12SOW-QINQIO-CC-21-65 10/1/2021
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Vaccine Dates

Flu: _________Pneumonia:________________

COVID-19: _____________________________

Other: (shingles, tetanus, Hepatitis B, etc.):

______________________________________

______________________________________

Medication List
(In the table below include vitamins, over-the-counter and supplements) 

Pharmacy: _________________________________________________

Pharmacy Phone Number: ____________________________________

Allergies (include sensitivities to food, medications or materials (like 
latex)): ____________________________________________________

__________________________________________________________

__________________________________________________________

Tip:  Use a pencil to enter information below. 
Use additional paper if needed.

How Often? M = Morning | N = Noon | E = Evening | BT = Bed Time | PRN = Only Take As Needed

Name Dose
How Often

M N E BT PRN
Reason Prescribing Doctor

Notes/Side Effects 
Start-Stop Dates

 | | | |

 | | | |

 | | | |

 | | | |

 | | | |

 | | | |

 | | | |

 | | | |

 | | | |

 | | | |

 | | | |
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