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 My Personal Profile

This document holds information about me and is my personal property.                It only includes the information that I wish to provide.                                                  It has been completed by me personally, or by my representative.
(Please use black ink or complete this form electronically)

	My details

	My first name(s)
	     
	My last name
	     

	My title
	     
	My NHS number
	      STYLEREF  "NHS No"  \* MERGEFORMAT 

	My preferred name (if different from my first )
	     


	My communication preferences

	My preferred language (if not English)
	     

	I communicate by using (e.g. speech, signing, electronic device, other)
	     

	I may need more time or support to understand things
	     


	Important information (e.g. spectacles, hearing aid, dentures, sensory impairment)

	My eyesight
	     

	My hearing
	     

	Any other information
	     


	Significant information

	In case of emergency call
	     

	I have ‘Message in a Bottle’
	     

	Allergies and

other important information that you need to know before you treat me

	     


	Health conditions, including disability, movement/mobility and equipment information

	Long-term conditions,  e.g. Arthritis, Down’s Syndrome, Diabetes, Autism, Osteoporosis

	     

	Movement, e.g. non-weight bearing, assistance needed
	     

	Equipment, e.g. sticks, frame, respirator, wheelchair
	     


Y 
	My address and contact details

	House name / number
	     

	Street name
	     

	Town
	     

	County
	     
	Postcode
	     

	Telephone number
	     
	Mobile number
	     

	E-mail address
	     


	About me

	Date of birth
	     

	Gender
	     

	My ethnic background
	     

	My faith / religion / spiritual needs
	     


	Things that are important to me and that I want others to know about me

	People / relationships / diet / pets / likes / dislikes / other responsibilities, etc 

	     


	My home and who I live with

	Information about where I live - e.g. access / landlord details / etc.


	     


	My key holder’s name
	
	Tel.
	

	I have a key-safe
	Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

	The code is held by
	     

	Their contact number is
	     

	I live with other people
	Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
 

	Their name
	Their relationship to me

	     
	     

	     
	     

	     
	     

	There are dependent children in my home
	Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 


	Their name
	Their relationship to me

	     
	     

	     
	     

	     
	     


	People I care for

	I am the main carer for other people
	Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 


	Their name
	Their relationship to me
	Their address (if they do not live with me)
	Their telephone number

	     
	     
	     

	     

	     
	     
	     

	     


	My regular care and support

	I currently receive regular care and support, e.g. carer, family, friend, community nurse, care assistant, domiciliary care agency, personal assistant, from the following:

	Type of support
	Name
	Family / friend / organisation
	Telephone

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	Information about my current care and support, e.g. frequency, particular contacts, alternative therapies
	     


	
	

	My recent medical history (hospital admissions, falls, recent operations and/or treatment, etc.), changes or concerns that have affected my health and wellbeing, inoculations, vaccinations etc.
	     


	
	


	My doctor - the doctor (GP) I am registered with or usually go to

	My doctor’s name
	     

	Their practice name and address
	     


	Telephone number
	     

	Medication I take which is NOT prescribed

	Name of medicine
(continued on additional sheets, if required)
	The dosage and when / how I take this medicine

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     

	Date medication list last checked for accuracy
	     

	Variations to the medication I am prescribed e.g. if you are prescribed 2 tablets daily but only take 1.  Please save a copy of your repeat prescription with this document or list your medications on a separate sheet attached) 

	Name of medicine
(continued on additional sheets, if required)
	The dosage and when / how I take this medicine

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     

	Date medication list last checked for accuracy
	     

	Additional information about the medicines that I use and take, e.g. where I keep this medication


	     

	My emergency contacts

	In the event of a sudden unforeseen crisis that requires immediate action, I want the following people to be contacted:

	Emergency contact details
	Telephone number(s)
	Relationship
	Share       information?
	Key holder 

	Name
	     
	Main:      
Other:      
	     
	Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

	 FORMCHECKBOX 


	Address
	     

	Email
	     

	Name
	     
	Main:      
Other:      
	     
	Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

	 FORMCHECKBOX 


	Address
	     

	Email
	     

	Name
	     
	Main:      
Other:      
	     
	Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

	 FORMCHECKBOX 


	Address
	     

	Email
	     

	In an emergency - specific things that I would like to happen, e.g. who should look after pets, responsibilities, or NOT happen, e.g. who should not be contacted
	     

	Location of other important documents, e.g. care plans, I am on the donor register etc
	     

	The information recorded on this form can also be stored electronically, and shared via the Care and Health Information Exchange (CHIE).  I agree to this:  Yes  FORMCHECKBOX 
     No  FORMCHECKBOX 
 
(If Yes, please contact Say It Once on 01794 519495 to arrange it)
SIGNATURE:_________________________           Completion Date:________________





Photograph of me (optional)
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