
Health Passport (HPP)

This HPP is to be completed for each child in care within four weeks of placement. It is to be kept with the child while in care and accompanies the child when the child is returned home, placed in a permanent placement or when the child is emancipated from care. The HPP documents should be photocopies periodically and the copies kept in the case file.

	Last
     
	First
     
	MI
     
	[bookmark: Text4]State ID/Medicaid #        



	[bookmark: Text5]Date of Birth       

	[bookmark: Text6]Male/Female       


[bookmark: Text7]Identifying Information Date Opened       

	[bookmark: Text8]Height:       

	[bookmark: Text9]Weight:       

	[bookmark: Text10]Eye Color:       

	[bookmark: Text11]Scars/Identifying Marks:       

	Hair Color:       

	Other:       


 -- CHILD’S CHRONIC HEALTH PROBLEMS HISTORY --
History of Chronic Health Problems (check all that apply and date diagnosed, if known)

	Ear Infections
	[bookmark: Check1]|_|
	[bookmark: Text12]     
	Asthma
	[bookmark: Check7]|_|
	[bookmark: Text18]     

	Diabetes
	[bookmark: Check2]|_|
	[bookmark: Text13]     
	ADHD/ADD
	[bookmark: Check8]|_|
	[bookmark: Text19]     

	Urinary
	[bookmark: Check3]|_|
	[bookmark: Text14]     
	Heart Problems
	[bookmark: Check9]|_|
	[bookmark: Text20]     

	Epilepsy
	[bookmark: Check4]|_|
	[bookmark: Text15]     
	Sickle Cell
	[bookmark: Check10]|_|
	[bookmark: Text21]     

	Other Seizure Disorders
	[bookmark: Check5]|_|
	[bookmark: Text16]     
	Positive TB Skin Test
	[bookmark: Check11]|_|
	[bookmark: Text22]     

	Bone/Joint Problems
	[bookmark: Check6]|_|
	[bookmark: Text17]     
	Other
	[bookmark: Check12]|_|
	[bookmark: Text23]     



	Medical Alert/Allergies

	Known Reactions/Symptoms
	Emergency Response

	[bookmark: Text24]     

	[bookmark: Text25]     
	[bookmark: Text26]     

	[bookmark: Text27]     

	[bookmark: Text28]     
	[bookmark: Text29]     

	     

	[bookmark: Text31]     
	[bookmark: Text30]     

	     

	[bookmark: Text33]     
	     

	[bookmark: Text34]     

	[bookmark: Text35]     
	[bookmark: Text36]     

	[bookmark: Text37]     

	[bookmark: Text38]     
	[bookmark: Text39]     

	[bookmark: Text40]     

	[bookmark: Text41]     
	[bookmark: Text42]     



COPY OF IMMUNIZATION RECORD MUST BE ATTACHED TO THE HEALTH PASSPORT, ALLERGIES & MEDICAL ALERT CONDITIONS.  (TO BE COMPLETED BY CASEWORKER AND GIVEN TO PROVIDER WITHIN 30 DAYS OF PLACEMENT). 

-- CHILD’S MEDICAL HISTORY --
To be completed by caseworker and given to provider

	Name of Hospital at Birth:
     
	Hospital Address:
      
	Hospital City, State, Zip
     

	Birth Weight:
     
	Problems with Pregnancy

	Problems with Birth:
     




CHILDHOOD DISEASES (if known, list age at time of illness)

	Chicken Pox
	[bookmark: Check13]|_|
	Age:       
	Details:       

	Measles
	[bookmark: Check14]|_|
	Age:       
	Details:       

	Rubella
	[bookmark: Check15]|_|
	Age:       
	Details:       

	Mumps
	[bookmark: Check16]|_|
	Age:       
	Details:       

	Other:
	[bookmark: Check17]|_|
	Age:       
	Details:       



MEDICAL/DEVELOPMENTAL HISTORY AND PROBLEMS 

	Motor
	|_|
	Details:       

	Language
	|_|
	Details:       

	Developmental/Cognitive
	|_|
	Details:       

	Menstrual/Contraceptive History
	|_|
	Details:       



BIOLOGICAL FAMILY HISTORY (Please check box if anyone in child’s biological family has been diagnosed or suffered from any of the following. List relation to child. MOC (bio-mother); FOC (bio-father). Use the abbreviations M=Maternal, P=Paternal (i.e., M-grandmother for maternal grandmother; P-uncle for paternal uncle, etc.)

				         Who/Relation to Child
	Diabetes
	[bookmark: Check18]|_|
	[bookmark: Text43]     

	Developmental Disabilities
	[bookmark: Check19]|_|
	[bookmark: Text44]     

	Epilepsy/Seizures
	[bookmark: Check20]|_|
	[bookmark: Text45]     

	Kidney Problems
	[bookmark: Check21]|_|
	[bookmark: Text46]     

	High Blood Pressure
	[bookmark: Check22]|_|
	[bookmark: Text47]     

	Mental Health Issues
	[bookmark: Check23]|_|
	[bookmark: Text48]     

	Heart Attack/Stroke (under age 60)
	[bookmark: Check24]|_|
	[bookmark: Text49]     

	Positive TB Skin Test
	[bookmark: Check25]|_|
	[bookmark: Text50]     

	Blood Disease or Anemia
	[bookmark: Check26]|_|
	[bookmark: Text51]     

	Birth Defects
	[bookmark: Check27]|_|
	[bookmark: Text52]     

	Cancer
	[bookmark: Check28]|_|
	[bookmark: Text53]     

	Death at young age
	[bookmark: Check29]|_|
	[bookmark: Text54]     

	Stomach/Intestinal Problems
	[bookmark: Check30]|_|
	[bookmark: Text55]     

	Asthma
	[bookmark: Check31]|_|
	[bookmark: Text56]     

	Hepatitis C
	[bookmark: Check32]|_|
	[bookmark: Text57]     

	Sickle Cell
	[bookmark: Check33]|_|
	[bookmark: Text58]     

	HIV/AIDS
	[bookmark: Check34]|_|
	[bookmark: Text59]     

	Substance Abuse
	[bookmark: Check35]|_|
	[bookmark: Text60]     

	Other:
	[bookmark: Check36]|_|
	[bookmark: Text61]     



Additional Medical history of biological family and/or comments:
	     






MEDICAL APPOINTMENTS/HOSPITALIZATIONS:

	Doctor:      
	Date appt scheduled:      
	Date of appt:      


Reason for appointment:      	         Details
	Physical
	[bookmark: Check37]|_|
	     

	Checkup
	[bookmark: Check38]|_|
	     

	Illness
	[bookmark: Check39]|_|
	     

	Hospitalization
	[bookmark: Check40]|_|
	     

	Injury
	[bookmark: Check41]|_|
	     

	Other: (specify)
	[bookmark: Check42]|_|
	     


Diagnosis/Outcome:      
Prescriptions/Instructions:      
Current medications child is taking:      
Additional comments:      
Referrals:      



	Doctor:      
	Date appt scheduled:      
	Date of appt:      


Reason for appointment:      	         Details
	Physical
	|_|
	     

	Checkup
	|_|
	     

	Illness
	|_|
	     

	Hospitalization
	|_|
	     

	Injury
	|_|
	     

	Other: (specify)
	|_|
	     


Diagnosis/Outcome:      
Prescriptions/Instructions:      
Current medications child is taking:      
Additional comments:      
Referrals:      



	Doctor:      
	Date appt scheduled:      
	Date of appt:      


Reason for appointment:      	         Details
	Physical
	|_|
	     

	Checkup
	|_|
	     

	Illness
	|_|
	     

	Hospitalization
	|_|
	     

	Injury
	|_|
	     

	Other: (specify)
	|_|
	     


Diagnosis/Outcome:      
Prescriptions/Instructions:      
Current medications child is taking:      
Additional comments:      
Referrals:      



	Doctor:      
	Date appt scheduled:      
	Date of appt:      


Reason for appointment:      	         Details
	Physical
	|_|
	     

	Checkup
	|_|
	     

	Illness
	|_|
	     

	Hospitalization
	|_|
	     

	Injury
	|_|
	     

	Other: (specify)
	|_|
	     


Diagnosis/Outcome:      
Prescriptions/Instructions:      
Current medications child is taking:      
Additional comments:      
Referrals:      

DENTAL APPOINTMENTS:

	Dentist:        
	Date appt scheduled:       
	Date of appt:       


Reason for appointment:       	Details
	Cleaning
	[bookmark: Check43]|_|
	[bookmark: Text63]     

	Checkup
	[bookmark: Check44]|_|
	[bookmark: Text62]     

	Cavity
	[bookmark: Check45]|_|
	[bookmark: Text64]     

	Injury
	[bookmark: Check46]|_|
	[bookmark: Text65]     

	Other: (specify)
	[bookmark: Check47]|_|
	[bookmark: Text66]     



Diagnosis/Outcome:        
Prescriptions/Instructions:      
Additional comments:       
Referrals:       



	Dentist:        
	Date appt scheduled:       
	Date of appt:       


Reason for appointment:       	Details
	Cleaning
	|_|
	     

	Checkup
	|_|
	     

	Cavity
	|_|
	     

	Injury
	|_|
	     

	Other: (specify)
	|_|
	     



Diagnosis/Outcome:        
Prescriptions/Instructions:      
Additional comments:       
Referrals:       



	Dentist:        
	Date appt scheduled:       
	Date of appt:       


Reason for appointment:       	Details
	Cleaning
	|_|
	     

	Checkup
	|_|
	     

	Cavity
	|_|
	     

	Injury
	|_|
	     

	Other: (specify)
	|_|
	     



Diagnosis/Outcome:        
Prescriptions/Instructions:      
Additional comments:       
Referrals:       



	Dentist:        
	Date appt scheduled:       
	Date of appt:       


Reason for appointment:       	Details
	Cleaning
	|_|
	     

	Checkup
	|_|
	     

	Cavity
	|_|
	     

	Injury
	|_|
	     

	Other: (specify)
	|_|
	     



Diagnosis/Outcome:        
Prescriptions/Instructions:      
Additional comments:       
Referrals:       



MEDICATIONS (Past & Present):

	[bookmark: Text67]Medication:       
	[bookmark: Text68]Condition:       
	[bookmark: Text69]Dosage:       

	[bookmark: Text70]Date began taking medication:       
	[bookmark: Text71]Date stopped taking medication:       

	[bookmark: Text72]Reactions/outcome/comments:       

	[bookmark: Text73]Prescribing Doctor:       




	[bookmark: Text74]Medication:       
	[bookmark: Text75]Condition:       
	[bookmark: Text76]Dosage:       

	[bookmark: Text77]Date began taking medication:       
	[bookmark: Text78]Date stopped taking medication:       

	[bookmark: Text79]Reactions/outcome/comments:       

	[bookmark: Text80]Prescribing Doctor:       




	[bookmark: Text81]Medication:       
	[bookmark: Text82]Condition:       
	[bookmark: Text83]Dosage:       

	[bookmark: Text85]Date began taking medication:       
	[bookmark: Text84]Date stopped taking medication:       

	[bookmark: Text86]Reactions/outcome/comments:       

	[bookmark: Text87]Prescribing Doctor:       




	Medication:       
	Condition:       
	Dosage:       

	Date began taking medication:       
	Date stopped taking medication:       

	Reactions/outcome/comments:       

	Prescribing Doctor:       




	Medication:       
	Condition:       
	Dosage:       

	Date began taking medication:       
	Date stopped taking medication:       

	Reactions/outcome/comments:       

	Prescribing Doctor:       




	Medication:       
	Condition:       
	Dosage:       

	Date began taking medication:       
	Date stopped taking medication:       

	Reactions/outcome/comments:       

	Prescribing Doctor:       




	[bookmark: Text88]Medication:       
	[bookmark: Text89]Condition:       
	[bookmark: Text90]Dosage:       

	[bookmark: Text92]Date began taking medication:       
	[bookmark: Text91]Date stopped taking medication:       

	[bookmark: Text93]Reactions/outcome/comments:       

	[bookmark: Text94]Prescribing Doctor:       




	[bookmark: Text95]Medication:       
	[bookmark: Text99]Condition:       
	[bookmark: Text100]Dosage:       

	[bookmark: Text96]Date began taking medication:       
	[bookmark: Text101]Date stopped taking medication:       

	[bookmark: Text97]Reactions/outcome/comments:       

	[bookmark: Text98]Prescribing Doctor:       




	[bookmark: Text102]Medication:       
	[bookmark: Text106]Condition:       
	[bookmark: Text107]Dosage:       

	[bookmark: Text103]Date began taking medication:       
	[bookmark: Text108]Date stopped taking medication:       

	[bookmark: Text104]Reactions/outcome/comments:       

	[bookmark: Text105]Prescribing Doctor:       




	[bookmark: Text112]Medication:       
	[bookmark: Text111]Condition:       
	[bookmark: Text109]Dosage:       

	[bookmark: Text113]Date began taking medication:       
	[bookmark: Text110]Date stopped taking medication:       

	[bookmark: Text114]Reactions/outcome/comments:       

	[bookmark: Text115]Prescribing Doctor:       





GENERAL PRACTIONERS:

	[bookmark: Text116]Physician Name:       

	[bookmark: Text117]Address:       

	[bookmark: Text118]City, State, Zip:       

	[bookmark: Text119]Phone/Fax:       

	[bookmark: Text120]Date first saw child:       




	[bookmark: Text121]Physician Name:       

	[bookmark: Text122]Address:       

	[bookmark: Text123]City, State, Zip:       

	[bookmark: Text124]Phone/Fax:       

	[bookmark: Text125]Date first saw child:       




	Physician Name:       

	Address:       

	City, State, Zip:       

	Phone/Fax:       

	Date first saw child:       




	Physician Name:       

	Address:       

	City, State, Zip:       

	Phone/Fax:       

	Date first saw child:       





	Physician Name:       

	Address:       

	City, State, Zip:       

	Phone/Fax:       

	Date first saw child:       




	Physician Name:       

	Address:       

	City, State, Zip:       

	Phone/Fax:       

	Date first saw child:       





	Physician Name:       

	Address:       

	City, State, Zip:       

	Phone/Fax:       

	Date first saw child:       




	Physician Name:       

	Address:       

	City, State, Zip:       

	Phone/Fax:       

	Date first saw child:       





DENTISTS:

	[bookmark: Text126]Dentist Name:       

	[bookmark: Text127]Address:       

	[bookmark: Text128]City, State, Zip:       

	[bookmark: Text129]Phone/Fax:       

	[bookmark: Text130]Date first saw child:       




	[bookmark: Text131]Dentist Name:       

	[bookmark: Text132]Address:       

	[bookmark: Text133]City, State, Zip:       

	[bookmark: Text134]Phone/Fax:       

	[bookmark: Text135]Date first saw child:       




SPECIALISTS/OTHER MEDICAL PROFESSIONALS:


	[bookmark: Text136]Physician/Specialist Name:       

	[bookmark: Text137]Specialty:       

	[bookmark: Text138]Address:       

	[bookmark: Text139]City, State, Zip:       

	[bookmark: Text140]Phone/Fax:       

	[bookmark: Text141]Date first saw child:       




	[bookmark: Text142]Physician/Specialist Name:       

	[bookmark: Text143]Specialty:       

	[bookmark: Text144]Address:       

	[bookmark: Text145]City, State, Zip:       

	[bookmark: Text146]Phone/Fax:       

	[bookmark: Text147]Date first saw child:       




	[bookmark: Text148]Physician/Specialist Name:       

	[bookmark: Text149]Specialty:       

	[bookmark: Text150]Address:       

	[bookmark: Text151]City, State, Zip:       

	[bookmark: Text152]Phone/Fax:       

	[bookmark: Text153]Date first saw child:       




	[bookmark: Text154]Physician/Specialist Name:       

	[bookmark: Text155]Specialty:       

	[bookmark: Text156]Address:       

	[bookmark: Text157]City, State, Zip:       

	[bookmark: Text158]Phone/Fax:       

	[bookmark: Text159]Date first saw child:       




	[bookmark: Text160]Physician/Specialist Name:       

	[bookmark: Text161]Specialty:       

	[bookmark: Text162]Address:       

	[bookmark: Text163]City, State, Zip:       

	[bookmark: Text164]Phone/Fax:       

	[bookmark: Text165]Date first saw child:       







PSYCHOLOGISTS/PSYCHIATRISTS/LICENSED MENTAL HEALTH PROFESSIONALS:

	[bookmark: Text166]Name:       

	[bookmark: Text167]Address:       

	[bookmark: Text168]City, State, Zip:       

	[bookmark: Text169]Phone/Fax:       

	[bookmark: Text170]Date first saw child:       





	Name:       

	Address:       

	City, State, Zip:       

	Phone/Fax:       

	Date first saw child:       




	Name:       

	Address:       

	City, State, Zip:       

	Phone/Fax:       

	Date first saw child:       




	Name:       

	Address:       

	City, State, Zip:       

	Phone/Fax:       

	Date first saw child:       




	Name:       

	Address:       

	City, State, Zip:       

	Phone/Fax:       

	Date first saw child:       




	Name:       

	Address:       

	City, State, Zip:       

	Phone/Fax:       

	Date first saw child:       




	Name:       

	Address:       

	City, State, Zip:       

	Phone/Fax:       

	Date first saw child:       




	Name:       

	Address:       

	City, State, Zip:       

	Phone/Fax:       

	Date first saw child:       




	Name:       

	Address:       

	City, State, Zip:       

	Phone/Fax:       

	Date first saw child:       


-- CHILD’S EDUCATIONAL HISTORY –
All grades from preschool on

	Grade

	Year
	Name of School/District
	Individual Education Plan (date/type of disability)
	Comments

	[bookmark: Text173]     

	[bookmark: Text201]     
	     
	     
	     

	[bookmark: Text174]     

	[bookmark: Text202]     
	     
	     
	     

	[bookmark: Text175]     

	[bookmark: Text203]     
	     
	     
	     

	[bookmark: Text176]     

	[bookmark: Text204]     
	     
	     
	     

	[bookmark: Text177]     

	[bookmark: Text205]     
	     
	     
	     

	[bookmark: Text178]     

	[bookmark: Text206]     
	     
	     
	     

	     

	[bookmark: Text207]     
	     
	     
	     

	[bookmark: Text180]     

	[bookmark: Text208]     
	     
	     
	     

	[bookmark: Text181]     

	[bookmark: Text209]     
	     
	     
	     

	[bookmark: Text182]     

	[bookmark: Text210]     
	     
	     
	     

	[bookmark: Text183]     

	[bookmark: Text211]     
	     
	     
	     

	[bookmark: Text184]     

	[bookmark: Text212]     
	     
	     
	     

	[bookmark: Text185]     

	[bookmark: Text213]     
	     
	     
	     

	[bookmark: Text186]     

	[bookmark: Text214]     
	     
	     
	     

	[bookmark: Text187]     

	[bookmark: Text215]     
	     
	     
	     

	[bookmark: Text188]     

	[bookmark: Text216]     
	     
	     
	     

	[bookmark: Text189]     

	[bookmark: Text217]     
	     
	     
	     

	[bookmark: Text190]     

	[bookmark: Text218]     
	     
	     
	     

	[bookmark: Text191]     

	[bookmark: Text219]     
	     
	     
	     

	[bookmark: Text192]     

	[bookmark: Text220]     
	     
	     
	     

	[bookmark: Text193]     

	[bookmark: Text221]     
	     
	     
	     

	[bookmark: Text194]     

	[bookmark: Text222]     
	     
	     
	     

	[bookmark: Text195]     

	[bookmark: Text223]     
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