
Sample: About My Health Surrey Place Centre Developmental 
Disabilities Primary Care Program

1  My Information

Name

First Last

I like to be called

�� He �� She �� They

Birthday

Year Month Day

My Address

Apt # Street Province Postal Code

My phone number

My health card number Expiry date:

I live (check all that apply)

�� Alone

�� With spouse/partner

�� With family

�� With friends

�� With parents

�� In a group home

�� With roommates

�� In supported independent living

�� Other: 

2  Things I want you to know about me (Note: think about who will be seeing the form when you decide what to include)

My interests and what I like to do Important people in my life
Difficult life experiences I have had that 
 I want you to know about

3  My emergency contact

Name

First Last

Relationship to me

Address

Apt # Street Province Postal Code

Phone number

4  Do I have someone who I want to help me make my health care decisions?   Yes     No

Name

First Last

Relationship to me

Address

Apt # Street Province Postal Code

Phone number

5  Is there someone I want to be told about my health care appointments?   Yes     No

Name

First Last

Relationship to me

Address

Apt # Street Province Postal Code

Phone number

DEVELOPED BY: Surrey Place Centre Developmental Disabilities Primary Care Program PAGE 1 of 3



6  Important things about my health

Medical history and conditions Things I am allergic to and what happens to me (if known)

7  My family doctor (or nurse practitioner)

Name

First Last

Phone number

Address

Apt # Street Province Postal Code

Fax number

8  My pharmacy

Name

First Last

Phone number

Address

Apt # Street Province Postal Code

Fax number

9  My medications

My drugs are paid for

�� Ontario Disability Support Program (ODSP) �� Ontario Drug Benefit (ODB) �� Other �� I don’t know

Do I have drug coverage?

�� Yes �� No

How do I take my medications?

�� Whole �� Crushed �� Mixed with Food �� Other

10  How can you make my health care visit better?

What makes me uncomfortable, scared, or nervous about seeing the doctors and nurses?

If I am… I show it by: You can help me by:

Scared/nervous

Uncomfortable/overstimulated

In pain/hurting

Sad

Angry
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Try these to help with things like needles, x-rays, or bloodwork

�� Show and tell me what you are doing

�� Let me ask questions

�� Use numbing cream for needles

�� Be quiet so I can concentrate

�� I like my hand held

�� Remind me to take deep breaths

� I like hearing how well I am doing

� Talk me through each step as you do it


� Remind and help me count to ten 

� I like a little something to look forward to after

� Let me touch the equipment

� Play music or sing

Things that you can do to help me understand:

�� Look at me when you speak

�� Speak slowly

�� Use pictures

�� Write it down

�� Repeat things

�� Use gestures 

�� Let my caregiver or staff explain

�� Use simple language

�� Ask me to repeat it back

�� Speak directly to me first

�� Speak louder so I can hear you 

because I am hard of hearing

�� Other

  Things I like at health care visits:   Things I don’t like at health care visits:

11  Other helpful information for doctors and nurses

Do I have a... 
These plans may include information on things you can do to help me calm down or feel better.  
Ask me or the person supporting me for this information or find it attached.

�� Health Care Plan �� Emergency or Crisis Plan      �� Other

More information about my health is attached to this form   Yes     No
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Get me to look away and do it as quickly

as you can

Other:


	My phone number: 905-232-5555
	My health card number: 55 443333 T4
	Expiry date: Jan. 28, 2024
	My interests and what I like to do: I love singing, meeting people, dancing, going to folk dancing on Thursdays.
	Important people in my life: My mom, my brother, Josie, my staff
	Difficult life experiences I have had that I want you to know about: My dad died and I miss him a lot.  My mom can't walk very well anymore.
	Medical history and conditions: I have arthritis in my knees.
I used to have seizures when I was little.
I used to take medications to help me feel calm but I stopped. They made me tired and I gained weight.
I started to wear glasses because I can't read or see the television.
I had some teeth pulled and I see a special dentist.
	Things I am allergic to and what happens to me if known: I am not allergic to anything.
	What makes me uncomfortable scared or nervous about seeing the doctors and nurses: I don't like surprises, I don't like being touched in my private area. I get scared about blood.
	Things I like at health care visits: Talking to the secretary.
Listening to music.
Watching videos on my iPad.
Talking to the doctor.
I like to go out with my staff after the doctor for a hot tea.
	Things I dont like at health care visits: Waiting when it is busy.
The noisy waiting area.
When people stare at me and make fun of me.
Waiting alone in the room. I like my staff to be with me.
When I see a doctor that I don't know.
Doing something I have never done before.
	Province: ON
	Postal Code: L3K 4T4
	Year: 1965
	Month: 11
	Day: 06
	He: 
	0: Off

	She: Off
	They: Yes
	Other: Third floor, triplex
	1_First Name: Julie 
	1_Last Name: Green
	3_First Name: Frank
	3_Last Name: Green
	3_Province: ON
	3_Postal Code: L4R 3S2
	4_Province: 
	4_Postal Code: 
	3_Relationship to me: My little brother
	3_Phone number: 905-443-5540
	4_Relationship to me: My little brother
	4_Phone number: 
	4_First Name: Frank 
	4_Last Name: Green
	5_Postal Code: 
	5_Relationship to me: My worker
	5_Phone number: Same as me
	5_First Name: Kerry Ann
	5_Last Name: Brown
	7_Province: ON
	7_Postal Code: 
	7_Relationship to me: 905-334-5732
	7_Phone number: 905-334-5735
	7_First Name: Virginia 
	7_Last Name: Walker
	8_First Name: Appleton Pharmacy
	8_Last Name: 
	8_Relationship to me: 905-336-4439
	8_Province: ON
	8_Postal Code: 
	8_Phone number: 
	Do I have someone who I want to help me make my healt care decisions?: Off
	Is there someone I want to be told about my health care appointments: Off
	3_Address: 25 Round Street, Burlington
	1_Address: 62 Sandringform Street, Hamilton
	4_Address: See above
	5_Address: Same as my address
	5_Province: 
	7_Address: 35 Family Doctor Lane, Hamilton
	8_Address: 334 Main Street East, Hamilton
	Do I have drug coverage: Off
	Uncomfortable/overstimulated - I show it by: I don't know
	Uncomfortable/overstimulated - You can help me by: I don't know
	Scared/nervous - I show it by: I say I'm scared. Sometimes I laugh
	Scared/nervous - You can help me by: Explaining what you are doing, making jokes
	In pain/hurting - I show it by: I pull away
	In pain/hurting - You can help me by: Help me to count until what you are doing is over
	Sad - I show it by: I cry, I can get sad very quickly
	Sad - You can help me by: Listen and talk about something else
	Angry - I show it by: Yelling or pushing
	Angry - You can help me by: Give me space and time to calm down
	Show and tell me what you are doing: Yes
	Let me ask questions: Yes
	Use numbing cream for needles: Yes
	Be quiet so I can concentrate: Off
	I like my hand held: Yes
	Remind me tp tale deep breaths: Yes
	I like hearing how well I am doing: Yes
	I like my h: Yes
	Remind and help me count to ten: Yes
	I like a little something to look forward to after: Yes
	Let me touch the equipment: Off
	Play music or sing: Yes
	Get me to look away and to it as quickly as you can: Off
	10_other: Off
	Look at me when you speak: Off
	Speak slowly: Off
	Use pictures: Yes
	Write it down: Off
	Repeat things: Yes
	Use gestures: Off
	Let me caregiver or staff explain: Yes
	Use simple language: Off
	Ask me to repeat it back: Yes
	Speak to me directly first: Yes
	Speak louder so I can hear you because I am hard of hearing: Off
	Other_Things that you can do to help me understand: Off
	Health Care Plan: Off
	Emergency or Crisis Plan: Off
	11_Other: Off
	11_other_textbox: 
	More information about my health is attached: No
	ODSP: Yes
	ODB: Off
	I don't know: Off
	Whole: Off
	Crushed: Yes
	Mixed with Food: Off
	9_other: Off
	Other ways I take my medication: 
	Try to do the following things to help me with things like needles, x-rays, or bloodwork: 
	Other things that you can do to help me understand: 
	I live alone: Off
	I live with a spouce or a partner: Off
	I live with family: Off
	I live with friends: Off
	I live with parents: Off
	I live in a group home: Off
	I live with roommates: Yes
	I live in a supported independet living: Off
	I live in other type of arrangements: Off


