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Health Care Information 

PERSONAL INFORMATION 
First Name (Nickname) Last Name DOB or Age 

Street Address City, State, ZIP 

Preferred Language Phone Number Emergency Contact Information

Parent/Legal Representative Parent/Legal Representative Phone/Email 

Insurance Information Pharmacy Information (most commonly used) 

Primary Care Provider/Contact Information Specialty Care Providers/Contact Information 

Communication Support Needed  

Current Symptoms

Medication List 

Allergies and Dietary Restrictions 

Symptom When it started 
Fever - Temp:
Cough

Shortness of Breath
Chest Pain/Pressure
Blue Lips/Face
Nasal Congestion
Diarrhea
Loss of Smell/Taste
Sore Throat
Blood Oxygen <90
Headache
Confusion/Won’t Wake
Body Ache
Chills/Shaking with Chills

Note: Information on this form may not be complete 

Check all that apply 

☐

☐

☐

☐

☐

HEALTH CARE ADVANCE DIRECTIVE OR LIVING WILL – Location, if known:
POWER OF ATTORNEY– Location, if known:
DO NOT RESUSCITATE (DNR) ORDER – Location, if known:
PHYSICIAN ORDERS FOR LIFE-SUSTAINING TREATMENT (POLST, MOLST OR POST)
PSYCHIATRIC ADVANCE DIRECTIVE – Location, if known:

IMPORTANT – Health Care Person-Centered Profile on Reverse Side

Other:

Advance Care Planning (check all that apply) 

☐ Immunocompromised
Severe obesity (>40 BMI)
Mental illness
Substance use
Corticosteroid use

☐
☐
☐
☐

☐ Neurodevelopmental disorder/ID

COPD
Emphysema
Asthma  

Cancer☐
☐
☐
☐

Other Health Conditions

 

 

 

☐ Smoker
Homeless
Long-term care resident
Pregnant

☐ Age 65 or older

☐
☐
☐

☐ Kidney disease
Liver disease
Heart disease
HIV/AIDS
Diabetes

☐
☐
☐
☐

Medical/Assistive Devices and/or Service Animal

Muscle Pain/Fatigue



1. What people appreciate about me

2. Who and what is important to me

3. How to best support me

This Health Care Person-Centered Profile was completed by:     ☐ Me

Please call me

Health Care Person-Centered Profile 
What Matters to Me

This is intended to help health care providers support this individual to make informed health care decisions 
and express their preferences and priorities. To learn more about person-centered thinking, planning and 
practices, visit the National Center on Advancing Person-Centered Practices and Systems at https://ncapps.acl.gov.

☐ Someone else
Name and relationship):


	Health Care Information 
	PERSONAL INFORMATION 
	Current Symptoms
	Medication List 
	Allergies and Dietary Restrictions 
	Medical/Assistive Devices and/or Service Animal
	Check all that apply 
	Other Health Conditions
	Advance Care Planning (check all that apply) 
	Health Care Person-Centered ProfileWhat is important to me
	Please call me
	1.What people appreciate about me
	2.Who and what is important to me
	3.How to best support me

	Nickname: Ronny
	Last Name: Grace
	DOB or Age: 10/01/1941
	Street Address: 123 First Lane
	City State ZIP: Longview, Texas 75604
	Preferred Language: English
	Emergency Contact: Dan Grace / Laura Buckner
	ParentLegal Representative: N/A
	ParentLegal Representative PhoneEmail: N/A
	Insurance Information: ABC Insurance co., Membership # 98765
	Pharmacy Information most commonly used: 456 Drugstore Lane
	Primary Care ProviderContact Information: Dr. Joe Smith 123-555-456
	Specialty Care ProvidersContact Information: Dr. Suzy Caring, 123-555-789
	Temp over 1004F: On
	Shortness of Breath: Off
	Chest PainPressure: Off
	Blue LipsFace: Off
	Nasal Congestion: Off
	Diarrhea: Off
	Loss of SmellTaste: Off
	Sore Throat: Off
	Blood Oxygen  90: Off
	Headache: Off
	ConfusionWont Wake: Off
	Body Ache: Off
	PERSON HAS HEALTH CARE ADVANCE DIRECTIVE OR LIVING WILL  Location if known: On
	PERSON HAS POWER OF ATTORNEY Location if known: Off
	PERSON HAS DO NOT RESUSCITATE DNR ORDER  Location if known: Off
	PERSON HAS PHYSICIAN ORDERS FOR LIFESUSTAINING TREATMENT POLST MOLST OR POST: Off
	PERSON HAS PSYCHIATRIC ADVANCE DIRECTIVE  Location if known: Off
	Me: On
	Someone else specify name and relationship: On
	profile_picture: 
	Health Care Advanced Directive Location: 
	Power of Attorney Location: 
	DNR Location: 
	Psychiatric Advanced Directive Location: 
	When it started - Malaise or Fatigue: Yesterday Afternoon
	When it started - Shortness of Breath: 
	When it started - Chest Pain or Pressure: 
	When it started - Blue Lips or Face: 
	When it started - Nasal Congestion: 
	When it started - Diarrhea: 
	When it started - Loss of Smell or Taste: 
	When it started - Sore Throat: 
	When it started - Blood Oxygen less than 90: 
	When it started - Headache: 
	When it started - Confusion or Wont Wake: 
	When it started - Body Ache: 
	Name and Relationship of Person Who Completed Form: My Son, Dan
	Emergency Contact Information: dan.grace@email.com / laura.buckner@email.edu
	What to know about communicating with me: Speak slowly, give me time to process if necessary
	When it started - cough: 
	Medication List: ABC Anti-Depressant
XYZ Diuretic
	Allergies and Dietary Restrictions: None known
	Medical/Assistive devices and/or service animal: 
	Chill: Off
	Other symptom: Off
	When it started - Chill: 
	When it started - other symptom: 
	Other symptom text: 
	Neurodevelopmental disorderID: Off
	Cancer: Off
	COPD: Off
	Emphysema: Off
	Asthma: Off
	Kidney disease: Off
	Liver disease: Off
	Heart disease: Off
	HIVAIDS: Off
	Diabetes: Off
	Immunocompromised: Off
	Severe obesity 40 BMI: Off
	mental illness: Off
	Substance use: Off
	Corticosteroid use: Off
	Smoker: Off
	Homeless: Off
	Long-term care resident: Off
	Pregnant: Off
	Cough: Off
	MusclePain/Fatigue: On
	Other health conditions: Numerous past surgeries -- including titanium rib replacements
	When it started - temp: 8am Today
	temperature: 101 F
	First Name: Veronica
	1: 
	 What people appreciate about me: A gracious southern lady - gracefully direct and straightforward
A creative problem-solver who's glass is always half-full
My priorities are family! (Dan, Cathy, Rick & Sue, and The Grand-Boys)

	2: 
	 Who and what is important to me: - Before you leave the room, make ensure I have my “Security System” 
  within reach:   
      IN MY LAP OR ON THE TABLE TRAY: 
       *My cell phone      *Hair brush  *The hospital phone 
       *The call light        *Hair clips    *The TV Remote
     
- Ask me your questions.  Listen. Ask me your questions.  Listen. Give me time to think when possible. 
 
- Inform me about what you are doing and why.  If you can, let me tell   
  you what works best for me. 

	3: 
	 How to best support me:  
- Inform me & include me in all aspects of my care  
- Give me time to think about things when possible  
- Include me in planning after having time to consider my options.   
- I need my cell phone charged & in reach!  
- Help me manage my hair when possible. 
- Having my privacy and modesty protected even in the midst of 
  necessary medical procedures. 

	Age 65 or Older: Yes
	Name: Ronny


