my health action plan

right
click
to
change
picture

my name goes here

date of annual health check: dd/mm/yyyy
date health action plan completed: dd/mm/yyyy

name of GP: [name of GP here]




Jasmin Baines
16 High Street
Sunnyfield
PT11AB

my details

my name my name goes here

my date of birth my dob goes here

my address my
address
goes
here
my postcode my postcode goes here

my phone number my number goes here

my next of kin name of person we should
contact in an emergency

their phone number their number goes here




how | communicate

add info here about how you communicate...

going to health appointments —what health staff need
to know

LN X X X




T+

my current health issues

(including any allergies)

cause of learning disability:

health issue action by whom




my healthy lifestyle

lifestyle aspect areas for improvement over next 12
months

diet
(healthy eating etc)

exercise

other issues
(smoking, drinking,
drug use etc)




my health screening

next
screening when appointment notes

breast
screening

smear
test
(cervical)

bowel

other
screening

(please specify)




my immunisations

jabs I’'ve had when | had them any comments?
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% A | my eyesight

where | go
address

phone number

who | see

date of
my last check-up

date of
my next check-up

notes and other info




my hearing

where | go
address

phone number

who | see

date of
my last check-up

date of
my next check-up

notes and other info




my teeth and my dentist

where | go
address

phone number

who | see

date of
my last check-up

date of
my next check-up

notes and other info




looking after my feet

where | go
address

phone number

who | see

date of
my last check-up

date of
my next check-up

notes and other info




| going to the loo

a= | (continence)

[ ]

problems actions taken
(constipation, infections etc)

do you use continence pads yes / nNo

or any other equipment?
if yes, who did the last assessment?
[name of person or service]

next re-assessment due: dd/mm/yyyy




my equipment




feeling well In myself
(things that make me happy)

for example seeing friends, family, going out,
shopping, holidays, going to events etc.




my medication

Important: medication should be reviewed at

least every 12 months. Some medication
needs reviewing more frequently.

name of how much how often what date of
medication | take | take it it’s for last review




my health history

(operations, serious illnesses, hospital
admissions etc)




my appointments

this should be filled in every time
| see someone

who | saw why | saw them

what happened

actions




who | saw

why | saw them

what happened

actions










people | see

name of person this person’s job

(everyone involved in my healthcare)

when | last saw them




