MossRehab

instelin MossRehab Portable Patient Profile

The purpose of this form is to aid in identifying you and your medical history to other healthcare providers or an ambulance crew, rescue
squad, fire or police department who might have to enter your home in an emergency situation when you can not communicate information
vital to your health and safety. If you are brought to a hospital, this valuable information will also be extremely helpful to Emergency

Department physicians who treat you.
General: Date Last Updated:

i

Name: [Birth Date:

Address: Male: Female:
Telephone: Primary Language:

Current Functional Status (Ambulation,etc.):

Name: Immunizations up to date? [Yes [No
Relationship: Date of last Pneumonia Vaccine?

Telephone: Date of last Flu Vaccine?

Please list any drug, food, substances to which you have had an allergic or bad reaction.

CURRENT MEDICATIONS:

Please list any prescription medications, over the counter medications, vitamins, herbs or nutritional supplements that you are
now taking. Please include the dosage amount and the times a day you take them. Please include any drug sensitivities.
Medications Name: Dosage: Times a Day:

Physicians & Other Healthcare Providers involved in my care:
Telephone:

Specialty:




Health Information:

Do you have an Advance Directive? Location:

What hospital do you prefer to use? Blood Type:

What is your current insurance? Insurance Number:

| have never smoked Yes |l currently smoke packs per day | I have smoked for years
Do you use other forms of tobacco? Yes [No | [Yes [No [Do you drink alcohol? [Yes [No
How often/how much? How often/how much?

| formerly smoked but stopped in: (list year)

Medical / Surgical History: Please list any lliness/Operations/Injuries and the dates on which they occurred.

Do you wear contact lens or glasses? Yes No Do you have a swallowing difficulties? |Yes |No
Do you have an artificial eye? Yes No Right [Left
Are you legally blind? Yes No Right [Left Both
Do you wear dentures? Yes No Upper [Lower Both Partial plate
Do you have a hearing impairment? Yes No Right [Left Both
Device Information: Equipment Information: Prosthetic/Orthotics Information:
Type: Type: Type:
Contact Physician: Vendor/Provider: Provider:
Frequency of checks/refills: Contact # of vendor/provider: Components:
Date of last check or refill: Date of last service: History:
Model # if applicable: Date of last service:

ave you ever pee eated 1o
Anemia Yes |No Epilepsy Yes |No Liver Disease Yes |No
Arthritis Yes [No Glaucoma Yes [No Leukemia Yes [No
Asthma Yes |No Heart disease Yes |No Lung disease Yes |No
Alcohol problems Yes |No Heart Murmur Yes |No Lupus Yes |No
Bleeding Tendency Yes |No Hepatitis Yes |No Rheumatic Fever Yes |No
Cancer Yes |No High blood pressure Yes |No Stroke/TIA Yes |No
Congenital Heart problem Yes |No High cholesterol Yes |No Tuberculosis (TB) Yes |No
Depression Yes |No Jaundice Yes |No Thyroid disease Yes |No
Diabetes Yes |No Kidney disease Yes |No Ulcers Yes |No

Other health problems:

Spiritual Information:

Would you like your Minister / Priest / Rabbi / Other to be notified? (Circle One)
Name:

Telephone:

Signs and symptoms for which | should seek emergent care:

Risk factors not previously addressed on this form:

Comments:
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