(DATE OF VISIT)
MEDICAL VISIT PASSPORT
MEDICATION LIST	
__(medication)____  FOR __(health condition)_____ 
_________________FOR_____________________
_________________FOR_____________________
HOW I COMMUNICATE
__________________________________________
BEST WAY TO CONTACT ME
________(number or email)____________________
PEOPLE WHO MAY ASSIST ME
__(name/relation)                 ______   __(contact info)___ 
__________________________	    _______________
INSURANCE INFO
	___(company & number)__________________
	______________________________________
	

ME	______________________________________
DOCTOR ____________________________________
OFFICE # ____________________________________
VISIT PURPOSE
	______________________________________
MY OTHER DOCTORS
__(name)                 ____  FOR __(health condition)_____ 
___________________FOR_____________________
___________________FOR_____________________
___________________FOR_____________________
PHARMACY
	______________________________________
	______________________________________
	______________________________________
















QUESTIONS FOR MY DOCTOR
1.
DR. RESPONSE
2.
DR. RESPONSE
3.
DR. RESPONSE
4.
DR. RESPONSE













HEALTH PORTAL
WEB ADDRESS______________________________________________________________________________
LOG IN  _____________________________________	PASSWORD  ______________________________________
WHO WILL HELP ME ACCESS THE PORTAL
________________________________________________________________________________________
 	

MEDICATION INSTRUCTIONS	
ADD    CHANGE    DELETE  __(medication)____  FOR __(health condition)_____  TO _____(new instruction)________
ADD    CHANGE    DELETE  __(medication)____  FOR __(health condition)_____  TO _____(new instruction)________
LAB TESTS OR IMAGING
__________(test)___________________    ______(purpose)_______________    (name of person making arrangements)_
__________(place)__________________    ______(contact info)____________    __________(due date)_____________
THERAPIES
__________(therapy__________________    ______(purpose)______________    (name of person making arrangements)_
__________(place)___________________    ______(contact info)___________    __________(due date)_____________
	

DR. FINDINGS	____________________________________________________________________________
_________________________________________________________________________________________________
WHAT THESE FINDINGS MEAN FOR MY HEALTH
_________________________________________________________________________________________________
NEXT STEPS __________________________________________________________________________________
MY RESPONSIBILITIES _______________________________________________________________________
DR. OFFICE RESPONSIBILITIES _____________________________________________________________
CONTACT INFORMATION FOR QUESTIONS ON FINDINGS __________________________________
CONTACT INFORMATION FOR QUESTIONS ON NEXT STEPS/FOLLOW UP
_________________________________________________________________________________________________

(DATE OF VISIT)
MY VISIT RESULTS

