Name: _______________________________________
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Doctor: ______________________________________

Doctor Number: _______________________________

Doctor Address: ______________________________

Insurance Provider: ___________________________

Insurance Number: ____________________________

Emergency Contact: ___________________________

Emergency Phone: ____________________________

Medications:

	Name
	Dose
	Schedule

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


Allergies:

	Allergy
	Reaction

	
	

	
	



Medical/Hospitalization History:

	Medical Reason
	Month/Year

	
	

	
	

	
	

	
	


Surgery History:

	
	

	
	

	
	


        Tobacco:   Y   N
            Alcohol:  Y   N  
                       Illicit Drugs:   Y   N

Standard Wellcare Screenings:

	Date
	Age
	Height
	Weight
	BMI*
	Blood Pressure (BP)

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	BMI: <18.5 Underweight, 18.5-24.9 Normal, 25-29.9 Overweight, >30-39.9 Obese, >40 Morbid


Additional Wellcare Screenings*:

	Date
	Total Cholesterol±
	HDL
	LDL
	Triglycerides*

	
	
	
	
	

	
	
	
	
	


±: Check in males ≥ 35, females ≥ 45 every five years or males 20-25, females 20-45 with risks of Coronary Heart Disease, if abnormal follow up with physician.  

	Date
	Finger Stick Glucose€
	Foot Exam
	Eye

Exam
	HIV Testing

	
	
	
	
	

	
	
	
	
	


€: Check if risk factors/symptoms or ≥ BP of 135/ 80 mm Hg. 

	Date
	Pap Smear♀
	Bimanual Exam♀
	Mammography40

	
	
	
	

	
	
	
	


♀: In Women: Indicated Pap smear with Bimanual Exam every 1-3 years ≥ 21 years or 3 years after sex ≤ age 21, if abnormal follow up with physician. 

40: In Women: Indicated mammography with or with clinical breast exam (CBE) every 1-2 years ≥ 40.



Passport to Wellness

My Health Begins with Me!

