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Personal Health Records

Due to the personal nature of some areas of this document service users may request the removal of particular sections on a need to know basis. Where service users are not able to make this choice staff must be sensitive and always act in the service users’ best interest.

	This Health Record belongs to:
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	Date of Birth:


	( Address 

Postcode
	

	NHS Number
	
	

	National Insurance Number:


	( Telephone Number 

	· E-mail address:


	(Mobile Phone number



	General Practitioner (GP)


	Care Manager/Social Worker

	( Address

Postcode
	( Address

Postcode

	( Tel:


	( Tel:




	Next of Kin’s Name (Key Contact):


	Next of Kin’s Name (Secondary Contact):

	( Address

Postcode


	( Address 

Postcode



	( Tel:


	(Tel: 

	(Mobile Phone number


	(Mobile Phone number



	· E-mail address:


	· E-mail address:




	
	WHERE I LIVE (Please tick the box(s) that apply).

	· I live in supported housing.


	
	Additional Comments:



	· I live in a residential Care Home.


	
	

	· I need support from a carer.
	
	

	Same Sex Worker: Other than for intimate/personal care do you require a same sex worker for other areas of care or support
	Yes /No

	Brief details:




	
	Information about me and my families’ health.
	

	If you have a name for your learning disability please add it here.


	

	I Have
	Yes 
	No


	?
	Close Relative (Father, Mother, Brother or sister)
	Yes 


	No
	?

	Asthma  
	(
	(
	(
	Asthma  
	(
	(
	(

	Diabetes  (see page 26)
	(
	(
	(
	Diabetes  
	(
	(
	(

	Epilepsy (see page 27)
	(
	(
	(
	Epilepsy
	(
	(
	(

	Glaucoma
	(
	(
	(
	Glaucoma
	(
	(
	(

	Heart Disease
	(
	(
	(
	Heart Disease
	(
	(
	(

	High Blood Pressure
	(
	(
	(
	High Blood Pressure
	(
	(
	(

	Low Blood Pressure
	(
	(
	(
	Low Blood Pressure
	(
	(
	(

	Thyroid Problems
	(
	(
	(
	Thyroid Problems
	(
	(
	(

	Breast Cancer
	(
	(
	(
	Breast Cancer
	(
	(
	(

	Cervical Cancer
	(
	(
	(
	Cervical Cancer
	(
	(
	(

	Prostate Cancer
	(
	(
	(
	Prostate Cancer
	(
	(
	(

	Testicular Cancer
	(
	(
	(
	Testicular Cancer
	(
	(
	(

	Mental Health issues
	(
	(
	(
	Mental Health issues
	(
	(
	(

	Hepatitis
	(
	(
	(
	Hepatitis
	(
	(
	(

	Sickle Cell
	(
	(
	(
	Sickle Cell
	(
	(
	(

	Thalassemia
	(
	(
	(
	Thalassemia
	(
	(
	(

	Other (Please Specify)
	(
	
	
	Other: (Please Specify)

	(
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	Specific detail regarding any of the above conditions may be entered on the other health needs page 28.


	RECORD OF ALLERGIES


	

	Cause of allergy if known
	Reaction 

Shade*
	Comments

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	MEDICATION THAT I AM ALLERGIC TO.


	

	Medication
	Reaction 

Shade
	Comments

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	* Note: If an allergy is potentially life threatening shade the box red. If completing information on behalf of a service user a record must also be made on the Service User Profile.

	Add additional pages where necessary


	
	GENERAL INFORMATION

               
	

	PEOPLE WHO KNOW ABOUT MY HEALTH AND HELP KEEP ME HEALTHY



	( Name/Address


	( How to contact them.

	Family member
	
	

	Friend 
	
	

	Health Facilitator
	
	

	Doctor 
	
	

	Community Nurse
	
	

	Dentist
	
	

	Podiatrist
	
	

	Dietician
	
	

	Occupational Therapist
	
	

	Optician
	
	

	Psychiatrist
	
	

	Advocate
	
	

	Psychologist
	
	

	Carer
	
	

	Behavioural Specialist 
	
	

	Speech & Language Therapist
	
	


	OTHER PEOPLE WHO HELP TO KEEP ME HEALTHY



	( Name/Address


	( How to contact them.

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	


	COMMUNICATION.


	

	First language understood/spoken:
	

	HOW I COMMUNICATE WITH OTHERS (Please tick the box(s) that apply).
	

	· I can speak clearly.
	
	Additional Comments:

	· I do not use speech to communicate
	
	

	· I have difficulty in understanding long sentences or words.


	
	

	· Using noises & gestures.
	
	

	· Use of objects
	
	

	· Use of sign
	
	

	· Use of an electronic communication aid.
	
	

	· Use of a communication passport.
	
	

	· Use of a communication diary.
	
	

	· I have guidelines that will help us to communicate better.


	
	

	· Other Systems Used (Please specify)
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	Reading & Writing
	

	I can read on my own.
	
	

	I am able to read information, which is brief, and jargon free with some support.
	
	

	I am able to write to make my needs known.
	
	

	I am unable to write.
	
	


	ORAL HEALTH & DENTAL CARE (Please tick the box(s) that apply).

	· I go for a dental check every 6 months
	
	Additional Comments:

	· I have false teeth
	
	

	· I have no teeth
	
	

	· I have a problem with my teeth / gums
	
	

	The problem is:



	To keep my teeth and gums healthy


	

	· I need support.
	
	Additional Comments: 

	· I do not need staff support.
	
	

	

	
	VISION 

(Please tick the box(s) that apply).


	

	· I do not have a problem with my sight
	
	Additional Comments:

	· I have my eyes checked at least once every two years by an optician.
	
	

	· I wear glasses or contact lenses?
	
	

	· I am registered blind or partially sighted?
	
	

	· Other problem:
	
	

	This problem is:




	
	 HEARING

(Please tick the box’(s) that apply).


	

	· I do not have problems with my hearing.


	
	Additional Comments:

	· I wear a hearing aid
	
	

	· I have had a hearing test
	
	

	Date(s) of Tests
	

	
	
	
	

	
	
	
	

	I have other problems with my ear(s):



	Right Ear:
	Left ear:



	
	


	
	MOBILITY

(Please tick the box’(s) that apply).
	

	· I walk unaided
	
	Additional Comments: 


	· I walk with the use of a walking aid
	
	

	· I need some support from a carer
	
	

	· I use a wheel chair with support from a carer
	
	

	· I self-propel my own wheelchair/use an electric wheel chair (delete accordingly)
	
	

	· I can transfer myself with minimal support from my wheelchair to a car seat
	
	

	· I have a false limb
	
	

	· I have a physiotherapy report
	
	

	Other comments:




	Foot Care
	Additional Comments:



	· I see a Podiatrist on a regular basis.
	
	

	· I have no problems with my feet
	
	

	· I wear specially fitting foot wear
	
	

	· I have problems with my feet
	
	

	The problems are/requirements regarding my foot care includes:




	Nutrition & Life styles

(Tick the box’(s) that apply).


	

	Nutrition
	

	I have no problems with eating or drinking.
	
	
	

	I need help and support with eating and/or drinking?
	
	
	

	The help and support I require is:



	· I have swallowing difficulties.
	
	Additional Comments:



	· I have difficulty chewing.
	
	

	· I have had a video fluoroscopy
	
	

	· I am on a modified or special diet. 
	
	

	· I am peg fed.
	
	

	· I have eating & drinking guidelines.
	
	

	Diet Information, cultural, likes/dislikes and food preparation:




	
	Life Style

(Tick the box’(s) that apply).


	

	
	Per week

	· I exercise each week.


	Yes

No
	The exercise I take is
	How often?

	· I like to drink Alcohol.


	Yes

No
	I like to drink:
	How much?

	· I like to Smoke.


	Yes

No
	I like to smoke: 
	How many per day?

	· I like to drink Tea/Coffee
	Yes

No
	I like to drink:


	How much?

	· I have advice regarding healthy life styles/living.


	Yes

No
	Comments:

	My body mass index weight is:
	My height Is:

	

	Weight: See the Health Record Summary (sheet 2) for details about weight


	EMOTIONAL NEEDS (Please tick the box’(s) that apply).



	· I have no diagnosed Mental Health Problems.
	
	Additional Comments:

	· I eat regularly at “normal” times of the day.
	
	

	· I have 8 or more hrs sleep a night.
	
	

	· When I do sleep I often wake up early in the morning for no apparent reason.
	
	

	· I am able to relax during the day.
	
	

	I would describe my personality as:

	
	
	

	For any history regarding medication and mental well being please refer to the medication section (page 29). For current regime see my MAR sheet.


	CONTINENCE (Please tick the box’(s) that apply).



	· I do not need help
	
	Additional Comments:



	· I need help from a carer to attend to my toileting needs.


	
	

	· I use pads.
	
	

	· I use sheaths.
	
	

	· I have a colostomy
	
	

	· I use a commode.
	
	

	· I use a urine bottle.
	
	

	· I need reminders.
	
	

	· There is toileting programme in operation.


	
	

	· I have had a continence assessment.


	
	

	· Other:
	
	

	Any other comments:




	Skin & Hair.

	Problem
	Yes
	Current
	Past
	Treatment

	Eczema.


	
	
	
	

	Psoriasis.


	
	
	
	

	Soreness or tender.


	
	
	
	

	Pressure areas.


	
	
	
	

	Itching.


	
	
	
	

	Dry patches.


	
	
	
	

	Hair loss.


	
	
	
	

	Dandruff.


	
	
	
	

	Wear a wig or hairpiece.


	
	
	
	

	Lumps – cancerous (Malignant).


	
	
	
	

	Lumps – none cancerous (Benign).


	
	
	
	

	Other


	
	
	
	

	Additional Comments/Information:
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If I am unable to tell you – please indicate on the diagram any lumps I have which have been seen by a Doctor and are not harmful but which others need to know about. Also include a brief description and date the lump was first noticed.

	EQUIPMENT 

(I require regular use of)


	Equipment
	Yes
	No
	Describe/Comments

	Oxygen
	
	
	

	Suction
	
	
	

	Tube feed
	
	
	

	Hoist
	
	
	

	Wheelchair
	
	
	

	Specialist seating
	
	
	

	Splints
	
	
	

	Standing frame
	
	
	

	Foot straps
	
	
	

	Wrist straps
	
	
	

	Wedges
	
	
	

	Walking frame
	
	
	

	Use hand rails
	
	
	

	Communication aid
	
	
	

	Eating aid
	
	
	

	Others  (Please specify)
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


	RECORD OF IMMUNISATIONS.



	Immunisation
	Date
	Comments
	 Dates of Boosters

	Hep B
	
	
	
	
	
	

	BCG
	
	
	
	
	
	

	MMR
	
	
	
	
	
	

	Polio
	
	
	
	
	
	

	Tetanus
	
	
	
	
	
	

	Flu
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	Holiday Vaccinations

	Immunisation
	Date
	Comments
	 Dates of Boosters

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	All entries must be cross-referenced with Service User/Carer notes.

	Add additional pages where necessary


	
	PERSONAL HEALTH SCREENING

GP PRACTICE HEALTH EXAMINATIONS/CHECKS.


	

	Date
	Reason for the visit
	Seen by
	Outcome

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	All entries must be cross-referenced with Service User/Carer notes.                                                  Add additional pages where necessary


	Blood Tests.



	Blood Group
	
	Hepatitis Status
	

	Date
	Reason for test
	Seen by
	Outcome

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	All entries must be cross-referenced with Service User/Carer notes.

	Add additional pages where necessary


	EEG/Scans/X-rays/ECG.



	Date
	Reason for test
	Seen by
	Outcome

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	All entries must be cross-referenced with Service User/Carer notes.

	Add additional pages where necessary


	Other Tests OR investigations not covered previously (please specify)



	Date
	Reason for test
	Seen by
	Outcome

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	Record of Tests specifically related to females.



	Test
	Date
	Result
	Date
	Result

	Smear Test
	
	
	
	

	Smear Test
	
	
	
	

	Mammogram
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	All entries must be cross-referenced with Service User/Carer notes.

	Add additional pages where necessary


	Record of hospital admissions.


	Date admitted
	Date Discharged

	Name of Hospital
	Department/Ward

	Name of Doctor
	

	Reason for Admission



	Summary of treatment given/follow up actions to be taken:



	

	Date admitted
	Date Discharged

	Name of Hospital
	Department/Ward

	Name of Doctor
	

	Reason for Admission



	Summary of treatment given/follow up actions to be taken:



	All entries must be cross-referenced with Service User/Carer notes.


Add additional pages where necessary

	


	RECORD OF OUTPATIENT/CASUALTY VISITS.



	Name of Hospital 
	Department

	Date visit
	Name of Doctor

	Reason for visit



	Summary of treatment/follow up actions to be taken:




	

	Name of Hospital 
	Department

	Date visit
	Name of Doctor

	Reason for visit



	Summary of treatment/follow up actions to be taken:




	All entries must be cross-referenced with Service User/Carer notes.

	Add additional pages where necessary


	My Religion is:

Special instructions in respect to my religion or culture are:


	

	

	People know when I am feeling unwell or in pain because I:



	Things that can help are:




	DIABETES (Please tick the box’(s) that apply).
	

	· I have diabetes
	
	
	

	· I have a Care Plan
	
	
	

	Additional Comments:



	This is what happens if I have low blood sugar

	

	This is the help I need



	This is what happens if I have high blood sugar

	

	This is the help I need




	EPILEPSY (Please tick the box’(s) that apply).



	· I do not have epilepsy


	
	Additional Comments:



	· I have epilepsy


	
	

	The types of fits I have are described as:


	

	· I am prescribed medication to help me manage my epilepsy


	
	

	· I have a Care Plan


	
	

	· I use rectal diazepam
	
	

	· I have had an epilepsy assessment.


	
	

	I know that I am going to have a fit when:



	The details of how to recognise my seizures are:



	For a record of how often and when I have fits see my Epilepsy Summary Records.


	Other Health Needs I Have.



	My other health needs are:



	How to help me:



	Add additional pages where necessary.


	
	HISTORY OF MEDICATION I HAVE TAKEN


	

	Reason for Medicine
	Name of Medicine & dose
	Date started
	Date stopped and by whom
	Possible Side Effects/Other Comments.

	
	
	
	
	

	
	Dose
	Route
	
	
	

	
	
	
	
	

	
	Dose
	Route
	
	
	

	
	
	
	
	

	
	Dose
	Route
	
	
	

	
	
	
	
	

	
	Dose
	Route
	
	
	

	
	
	
	
	

	
	Dose
	Route
	
	
	

	
	
	
	
	

	
	Dose
	Route
	
	
	

	Add additional pages where necessary.
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