
HNE Personal Health Record 
for Adults
 PERSONAL INFORMATION

Name 

Address

City State Zip

Home Phone
(             )

Work Phone
(             )

Cell Phone
(             )

Date of Birth Male/Female Height Weight Eye Color Blood/RH Type

Languages Spoken

Medications You Are Allergic To:

 INSURANCE INFORMATION

Primary Health Insurance Carrier Policy Number Phone
(             )

Secondary Health Insurance Carrier Policy Number Phone
(             )

HNE Case Manager Phone
(             )

Name Relationship

Address

City State Zip

Home Phone
(             )

Work Phone
(             )

Cell Phone 
(             )

Healthcare Proxy        o yes      o no              who:   Where are copies?

 IN  CASE OF AN EMERGENCY NOTIFY:

Primary Care Physician Phone
(             )

Specialist/Type Phone
(             )

Specialist/Type Phone
(             )

Dentist Phone
(             )

Pharmacy Phone
(             )

 HEALTHCARE PROVIDERS

 IMMUNIZATIONS

 AT THE DOCTOR’S  OFFICE

Questions for every doctors visit that will 
help me understand my health.

1.   What is my main problem?
2.   What do I need to do?
3.   Why is it important for me to do this?

BOOSTER 1 BOOSTER 2 BOOSTER 3

Childhood Immunization for Age Date Age Date Age Date

Diphtheria

Pertussis/Whooping Cough

Polio

Smallpox

Typhoid

Rubella

Mumps

Measles

Other

Tetanus:	 yes q no q	 Most Recent Date: ___________________

Tuberculosis:	 yes q no q	 Most Recent Date: ___________________

Flu Shot:	 yes q no q	 Most Recent Date: ___________________

Hepatitis B: 	 Dose #1: _____ Date:_____ Dose #2: _____  Date:_____ Dose #3: ______ Date:_____

Pneumococcal Vaccine:	 yes q no q	 Most Recent Date: ___________________

Meningococcal Vaccine:	 yes q no q	 Most Recent Date: ___________________

Travel Related Vaccinations: (Please indicate type and date) ___________________________________________________

___________________________________________________________________________________________

Other: (Please indicate type and date) ______________________________________________________________________
_____________________________________________________________________________________________



 MEDICAL HISTORY  ( check  a l l  appropr ia t e  i t ems)

Acquired Immunodeficiency Syndrome (AIDS)
or HIV Positive

High Blood Pressure

Acid Reflux/Ulcers Hypoglycemia/Low Blood Sugar

Alcohol Use
How Much: ________________________________
How Often: ________________________________

Kidney Disease/Dialysis

Allergies Low Blood Pressure

Anemia/Low Blood Count Multiple Sclerosis

Angina/Chest Pain Osteoporosis

Asthma Rheumatism

Bronchitis Rheumatic Fever

Cancer/Tumor
Type: ___________________________________
Part of Body: _____________________________

Recreational Drug Use
What Drugs: _____________________________
How Much: ______________________________

Chronic Pain
Part of Body:

Smoking/Packs Per Day: _____________________ 
Number of Years: ___________________________    

Diabetes Thyroid Problems

Depression/Mental Illness Tuberculosis

Dizziness/Fainting Urinary Tract Infection

Eating Disorder Sexually Transmitted Diseases
Chlamydia:      Herpes:      Gonorrhea:      Syphilis:

Epilepsy/Seizures Sexual Dysfunction

Emphysema/Chronic Lung Disease Other:

Eye Problem/Glaucoma/Blindness  

Headaches/Migraines

Heart Disease

Hearing Impairment

Hepatitis/Liver Cirrhosis

High Blood Cholesterol

Disease Age Date Disease Age Date
Chicken Pox Polio

Measles Pneumonia

Rubella Pertussis/Whooping Cough

Hepatitis Scarlet Fever

Mumps Other

 WHAT INFECTIOUS DISEASES HAVE YOU HAD?

 MEDICATIONS

Name and Dosage Amount What Do You Take It For?
What 

Doctor 
Prescribed?

 SURGICAL HISTORY

Surgery Performed Date Doctor


