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DISCLAIMER: This tool is for general informational purposes only to assist
informal/family care partners and was developed by the ARC Caregivers Team in
consultation with the Caregiving Community. It is not intended to serve as a medical
record. ARC assumes no responsibility for any inaccuracies/omissions.
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1 ABOUT ME: THINGS I'D LIKE MY HEALTH CARE TEAM TO KNOW ABOUT

Your health providers appreciate knowing more about you so they can deliver the best care. For example: Do ﬁvou have a prosthetic/prostheses
or implant(s)? Food intolerances or special dietary practices related to cultural/personal beliefs? Details to share re: sleep habits? If you
smoke/vape, consume alcohol, or use recreational drugs including cannabis products, this is useful info for your team.

Do not complete unless official/legal documentation included

' D | wear glasses D visual impairment
D | am hard of hearing/use hearing aid(s)
D | have mobility issues: i.e. use a walker/cane
D | wear full or partial dentures
D | use diapers/aids/need bathroom assistance
D | need assistance to get dressed/undressed
® D I live alone D w/other(s)
D | require help to read/sign documents

D | use CPAP/BiPAP/other device at home for sleep
apnea /other condition

[ ] Language(s) I speak

D I need interpretation/translator services if family
member or caregiver is not present

° D Vegetarian diet D Vegan diet

ki) CURRENT MEDICAL INFO & SURGICAL HISTORY

RECENT HOSPITAL ADMISSIONS
DATES HOSPITAL REASON

NAME OF PHARMACY USED

| Iﬂ\ I

KNOWN ALLERGIES - INCLUDING MEDICATION AND FOOD
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KNOWN TO OTHER HEALTH CARE PROFESSIONAL(S) - IF YES PLEASE PROVIDE NAME(S) AND SPECIALTIES IF POSSIBLE
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