
Medical History / Conditions
Medical Health Passport

Name
DOB
Age
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Hair Color
Gender
Address
State ID

Person

Name
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City
State
ZIP
Phone
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Start Date
End Date
Comments

Medical or 
Dental 

Provider

School Name
School District
Begin Date
End Date
Status
Current Grade Level

School / Education

Date Given
Next Due Date
Immunization Type
Doctor/Clinic

Immunization

Provider Name
Provider Type
Appointment Type
Appointment Status
Appointment Reason
Scheduled Date

Appointment or 
Hospitalization


