3

V.

For the best experience, open this PDF portfolio in
Acrobat X or Adobe Reader X, or later.

Get Adobe Reader Now!



http://www.adobe.com/go/reader


Communicable Diseases and Allergy Record

WYOMING @

family
W family

HEALTH INFORMATION CENTER

Disease

Date

Duration

Medications Taken

Measles (regular 7 day)

German Measles (Rubella)

Chickenpox

Mumps

Pertussis (Whooping Cough)

Scarlet Fever

Strep Throat

Reseola

Other:

Other:

Allergy

Date

Type of Reaction

Wyoming Family to Family Health Information Center
Wyoming Institute for Disabilities/UPLIFT | www.uwyo.edu/wind/f2f

Health Records






		DateMeasles regular 7 day: 

		DurationMeasles regular 7 day: 

		Medications TakenMeasles regular 7 day: 

		DateGerman Measles Rubella: 

		DurationGerman Measles Rubella: 

		Medications TakenGerman Measles Rubella: 

		DateChickenpox: 

		DurationChickenpox: 

		Medications TakenChickenpox: 

		DateMumps: 

		DurationMumps: 

		Medications TakenMumps: 

		DatePertussis Whooping Cough: 

		DurationPertussis Whooping Cough: 

		Medications TakenPertussis Whooping Cough: 

		DateScarlet Fever: 

		DurationScarlet Fever: 

		Medications TakenScarlet Fever: 

		DateStrep Throat: 

		DurationStrep Throat: 

		Medications TakenStrep Throat: 

		DateReseola: 

		DurationReseola: 

		Medications TakenReseola: 

		DateOther: 

		DurationOther: 

		Medications TakenOther: 

		DateOther_2: 

		DurationOther_2: 

		Medications TakenOther_2: 

		AllergyRow1: 

		DateRow1: 

		Type of ReactionRow1: 

		AllergyRow2: 

		DateRow2: 

		Type of ReactionRow2: 

		AllergyRow3: 

		DateRow3: 

		Type of ReactionRow3: 

		AllergyRow4: 

		DateRow4: 

		Type of ReactionRow4: 

		AllergyRow5: 

		DateRow5: 

		Type of ReactionRow5: 

		AllergyRow6: 

		DateRow6: 

		Type of ReactionRow6: 

		AllergyRow7: 

		DateRow7: 

		Type of ReactionRow7: 

		AllergyRow8: 

		DateRow8: 

		Type of ReactionRow8: 

		AllergyRow9: 

		DateRow9: 

		Type of ReactionRow9: 

		AllergyRow10: 

		DateRow10: 

		Type of ReactionRow10: 

		AllergyRow11: 

		DateRow11: 

		Type of ReactionRow11: 






WYOMING @

famil
Immunization Record W fﬁm)ill

HEALTH INFORMATION CENTER

Date Physician Reaction

Hepatitis B (HepB)

Rotavirus (RV) RV1
(2-dose series);
RV5 (3-dose series)

Diphtheria,
tetanus, &
acellular pertussis
(DTaP: <7 yrs)

Haemophilus
influenzae type b
(Hib)

Pneumococcal
conjugate (PCV13)

Inactivated
poliovirus
(IPV: <18 yrs)

Influenza (11V;
LAIV)

Measles, mumps,
rubella (MMR)

Health Records
Wyoming Family to Family Health Information Center
Wyoming Institute for Disabilities/UPLIFT | www.uwyo.edu/wind/f2f






Immunization Record

WYOMING @

family
W family

HEALTH INFORMATION CENTER

Date

Physician

Reaction

Varicella (VAR)

Hepatitis A (HepA)

Meningococcal
(Hib-MenCY

> 6 weeks;
MenACWY-D >9
mos; MenACWY-
CRM 2 2 mos)

Tetanus,
diphtheria, &
acellular pertussis
(Tdap: >7 yrs)

Human
papillomavirus
(2vHPV: females
only; 4vHPV,
9vHPV: males and
females)

Meningococcal B

Pneumococcal
polysaccharide
(PPSV23)

Health Records
Wyoming Family to Family Health Information Center
Wyoming Institute for Disabilities/UPLIFT | www.uwyo.edu/wind/f2f






		DateHepatitis B HepB: 

		PhysicianHepatitis B HepB: 

		ReactionHepatitis B HepB: 

		DateRotavirus RV RV1 2dose series RV5 3dose series: 

		PhysicianRotavirus RV RV1 2dose series RV5 3dose series: 

		ReactionRotavirus RV RV1 2dose series RV5 3dose series: 

		DateDiphtheria tetanus  acellular pertussis DTaP 7 yrs: 

		PhysicianDiphtheria tetanus  acellular pertussis DTaP 7 yrs: 

		ReactionDiphtheria tetanus  acellular pertussis DTaP 7 yrs: 

		DateHaemophilus influenzae type b Hib: 

		PhysicianHaemophilus influenzae type b Hib: 

		ReactionHaemophilus influenzae type b Hib: 

		DatePneumococcal conjugate PCV13: 

		PhysicianPneumococcal conjugate PCV13: 

		ReactionPneumococcal conjugate PCV13: 

		DateInactivated poliovirus IPV 18 yrs: 

		PhysicianInactivated poliovirus IPV 18 yrs: 

		ReactionInactivated poliovirus IPV 18 yrs: 

		DateInfluenza IIV LAIV: 

		PhysicianInfluenza IIV LAIV: 

		ReactionInfluenza IIV LAIV: 

		DateMeasles mumps rubella MMR: 

		PhysicianMeasles mumps rubella MMR: 

		ReactionMeasles mumps rubella MMR: 

		DateVaricella VAR: 

		PhysicianVaricella VAR: 

		ReactionVaricella VAR: 

		DateHepatitis A HepA: 

		PhysicianHepatitis A HepA: 

		ReactionHepatitis A HepA: 

		fill_7: 

		fill_8: 

		fill_9: 

		DateTetanus diphtheria  acellular pertussis Tdap 7 yrs: 

		PhysicianTetanus diphtheria  acellular pertussis Tdap 7 yrs: 

		ReactionTetanus diphtheria  acellular pertussis Tdap 7 yrs: 

		DateHuman papillomavirus 2vHPV females only 4vHPV 9vHPV males and females: 

		PhysicianHuman papillomavirus 2vHPV females only 4vHPV 9vHPV males and females: 

		ReactionHuman papillomavirus 2vHPV females only 4vHPV 9vHPV males and females: 

		DateMeningococcal B: 

		PhysicianMeningococcal B: 

		ReactionMeningococcal B: 

		DatePneumococcal polysaccharide PPSV23: 

		PhysicianPneumococcal polysaccharide PPSV23: 

		ReactionPneumococcal polysaccharide PPSV23: 






WYOMING o

family
Notes W family

HEALTH INFORMATION CENTER

Take notes on other important things about your child that were not covered in the last section.

Health Records
Wyoming Family to Family Health Information Center
Wyoming Institute for Disabilities/UPLIFT | www.uwyo.edu/wind/f2f






		Health Records: 






Portable Health Record

WYOMING o

family
W family

HEALTH INFORMATION CENTER

Date: Completed by:

Initials:

Name:

Nickname:

Date of Birth:

Gender:

Language:

Parent/guardian name:

Home address:

City: State:

Zip:

Home phone:

Cell phone:

Allergies/medications/procedures to avoid

And why:

LAl Fall Bl

Emergency Contact Information

Name: Phone (Home):
Relationship: Phone (Cell):
Name: Phone (Home):
Relationship: Phone (Cell):
Health Care Contacts

Primary Care Physician: Phone:

Emergency Phone:

Specialist/Specialty:

Phone:

Emergency Phone:

Specialist/Specialty:

Phone:

Emergency Phone:

Therapist:

Phone:

Emergency Phone:

Care Coordinator/Case Manager:

Phone:

Emergency Phone:

Home Care Agency/Social Services:

Phone:

Emergency Phone:

Health Records

Wyoming Family to Family Health Information Center
Wyoming Institute for Disabilities/UPLIFT | www.uwyo.edu/wind/f2f






Portable Health Record

WYOMING o

family

W family

Transportation company/provider: Phone:

Emergency Phone:
Other: Phone:

Emergency Phone:
Other: Phone:

Emergency Phone:
Significant past medical history:
1.
2.
3.
4.
Baseline/abnormal findings:
Vital signs:
Respiratory: Blood pressure:
Weight: Pulse:
Exam findings:
Emergency Medial Recommendations:

Problems/findings Labs/diagnostic imaging Treatment

Health Records

Wyoming Family to Family Health Information Center

Wyoming Institute for Disabilities/UPLIFT | www.uwyo.edu/wind/f2f






Portable Health Record

WYOMING o

family

W family
Pharmacy:
Pharmacy name: Phone:
Address: Fax:
Other:

Medical Equipment:

Equipment name

Maker/supplier

Supplies needed

Phone number

Immunizations:

Are your child’s immunizations up to date? Yes No

If, no, note the missing vaccinations:

**Attach a copy of the immunization form**

Home care agency/social service needs:

Agency Notes

WIC

Nurse

Other:

Other:

Care plan:

Condition/issue Management plan Person responsible Status
e Complete
e Ongoing
e Complete
e Ongoing

Wyoming Institute for Disabilities/UPLIFT | www.uwyo.edu/wind/f2f

Health Records
Wyoming Family to Family Health Information Center






WYOMING o

Health Care Providers and Support \;af:::)rl

HEALTH INFORMATION CENTER

e Complete

e Ongoing

e Complete

e Ongoing

Topics or questions to discuss

1.

Health Records
Wyoming Family to Family Health Information Center
Wyoming Institute for Disabilities/UPLIFT | www.uwyo.edu/wind/f2f






		Date: 

		Completed by: 

		Initials: 

		Name: 

		Nickname: 

		Date of Birth: 

		Gender: 

		Language: 

		Parentguardian name: 

		Home address: 

		City: 

		State: 

		Zip: 

		Home phone: 

		Cell phone: 

		And why1: 

		And why2: 

		And why3: 

		And why4: 

		And why5: 

		Emergency Contact Information: 

		Phone Home: 

		RelationshipRow1: 

		Phone CellRow1: 

		Name_3: 

		Phone Home_2: 

		Relationship: 

		Phone Cell: 

		Health Care Contacts: 

		Primary Care Physician: 

		Phone: 

		Emergency Phone: 

		SpecialistSpecialty: 

		Phone_2: 

		Emergency Phone_2: 

		SpecialistSpecialty_2: 

		Phone_3: 

		Emergency Phone_3: 

		Therapist: 

		Phone_4: 

		Emergency Phone_4: 

		Phone_5: 

		Care CoordinatorCase ManagerRow1: 

		Emergency Phone_5: 

		Home Care AgencySocial Services: 

		Phone_6: 

		Emergency Phone_6: 

		Transportation companyprovider: 

		Phone_7: 

		Emergency Phone_7: 

		Other: 

		Phone_8: 

		Emergency Phone_8: 

		Other_2: 

		Phone_9: 

		Emergency Phone_9: 

		Significant past medical history: 

		1: 

		2: 

		3: 

		4: 

		Baselineabnormal findings: 

		Vital signs: 

		Respiratory: 

		Blood pressure: 

		Weight: 

		Pulse: 

		Exam findings: 

		Emergency Medial Recommendations: 

		ProblemsfindingsRow1: 

		Labsdiagnostic imagingRow1: 

		TreatmentRow1: 

		ProblemsfindingsRow2: 

		Labsdiagnostic imagingRow2: 

		TreatmentRow2: 

		ProblemsfindingsRow3: 

		Labsdiagnostic imagingRow3: 

		TreatmentRow3: 

		ProblemsfindingsRow4: 

		Labsdiagnostic imagingRow4: 

		TreatmentRow4: 

		Pharmacy: 

		Pharmacy name: 

		Phone_10: 

		Address: 

		Fax: 

		Other_3: 

		Medical Equipment: 

		Equipment nameRow1: 

		MakersupplierRow1: 

		Supplies neededRow1: 

		Phone numberRow1: 

		Equipment nameRow2: 

		MakersupplierRow2: 

		Supplies neededRow2: 

		Phone numberRow2: 

		Equipment nameRow3: 

		MakersupplierRow3: 

		Supplies neededRow3: 

		Phone numberRow3: 

		Immunizations: 

		If no note the missing vaccinations: 

		Attach a copy of the immunization form: 

		Home care agencysocial service needs: 

		NotesWIC: 

		NotesNurse: 

		NotesOther: 

		NotesOther_2: 

		Care plan: 

		Status: 

		ConditionissueRow1: 

		Management planRow1: 

		Person responsibleRow1: 

		Complete  Ongoing: 

		Complete  Ongoing_2: 

		Complete  Ongoing_3: 

		Complete  Ongoing_4: 

		Topics or questions to discuss: 

		1_2: 

		2_2: 

		3_2: 

		4_2: 

		avoid1: 

		avoid2: 

		avoid3: 

		avoid4: 

		avoid5: 

		Name_2: 

		Check Box13: Off

		Check Box14: Off

		ConditionissueRow3: 

		ConditionissueRow2: 

		ConditionissueRow4: 

		Management planRow2: 

		Management planRow3: 

		Management planRow4: 

		Person responsibleRow2: 

		Person responsibleRow3: 

		Person responsibleRow4: 






WYOMING @

Authorization for Emergency Medical Treatment \;af::m

HEALTH INFORMATION CENTER

Child’s name:

Date of birth:

Date of last tetanus shot:
Current medications:

Allergies to medications:

Chronic medical conditions:

In the event of an emergency requiring medical treatment/aid due to iliness or injury while in the care
of, , 1

authorize medical or surgical care from a healthcare facility, physician, or dentist for my child. It is
understood that a conscientious effort will be made to locate me before action will be taken. If this is not
possible, treatment as deemed necessary by the health care facility/physician/dentist may be taken. |
further consent to transportation of the above-named child to the nearest or most appropriate medical
facility.

Insurance company that oversees the above-named child:

Address:

Phone:

Name of policy holder: Policy number:
Medicaid Client: Medicaid number:

ACS phone number:

lauthorize the hospital, and attending physician/dentist to submit claims to this company and to Medicaid,
and hereby assign benefits directly to them.

Name: Date:

Witness: Date:

Health Records
Wyoming Family to Family Health Information Center
Wyoming Institute for Disabilities/UPLIFT | www.uwyo.edu/wind/f2f






		Childs name: 

		Date of birth: 

		Date of last tetanus shot: 

		Current medications: 

		Allergies to medications: 

		Chronic medical conditions: 

		of: 

		I: 

		Insurance company that oversees the abovenamed child: 

		Address: 

		Phone: 

		Name of policy holder: 

		Policy number: 

		Medicaid Client: 

		Medicaid number: 

		ACS phone number: 

		Name: 

		Date: 

		Witness: 

		Date_2: 






Health Records

Portable health information

The Health Records section provides
resources for tracking health information.
These forms are called “portable” because

Health Records section forms

, ] e Portable Medication Information

you easily can fill them out and take them e Portable Health Record
to your doctor’s office to reference. . L.

e Immunization Record

e Communicable Diseases and Aller;
Use this section record health information &Y

) Record
and to save copies of letters from health . L. .
. e Authorization for Emergency Medical
care providers.
Treatment
e Notes
WYOMING o

family
W family

HEALTH INFORMATION CENTER

Wyoming Family to Family Health Information Center
Wyoming Institute for Disabilities/UPLIFT | www.uwyo.edu/wind/f2f







WYOMING @

Portable Medication Information \;af::m

HEALTH INFORMATION CENTER

Knowing about the medications your child takes, how they work, and how they are taken is very
important. You can use books, the Internet, and your pharmacist as tools to find out more about the
medications. Here are some things to consider about medications. You can use this page as a tool to
record information or to share with health care providers when they ask questions about your child’s
medication routine or to report on how your child responds to medications.

Name of medication:

How does this medication work?

What does this medication treat/help with?

Are there any unwanted effects of this medication? If yes, what?

What are some ways to cope with unwanted effects?

How often is the medication given?

What do | do if my child misses a dose?

What other medications or food interfere with how this medication works?

Where can | learn more about this medication?

Health Records
Wyoming Family to Family Health Information Center
Wyoming Institute for Disabilities/UPLIFT | www.uwyo.edu/wind/f2f






		Name of medication: 

		How does this medication work: 

		What does this medication treathelp with: 

		Are there any unwanted effects of this medication If yes what: 

		What are some ways to cope with unwanted effects: 

		How often is the medication given: 

		What do I do if my child misses a dose: 

		What other medications or food interfere with how this medication works: 

		Where can I learn more about this medication: 





