
Portable Health Profile (PHP) Data Collection Form 
This form contains information that is confidential. It may contain information that is privileged or 
exempt from disclosure under applicable law. 

1. Personal Information



4. Known Allergies

5. Known Medical Conditions

Risk Factors: ___ Bleeding Precautions __Legally blind __Swelling problems __ �+ip precautions __ sternal precautions   
__prone to fall 

6. Special Needs

Functional Mobility 

Vision/hearing 

Communication 

Other 

7. Immunizations

Name Date Administered 
Flu vaccine 
Pneumonia vaccine 
Tetanus 
Chicken pox vaccine 
HPV 
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������Advance Directive: ____HCP __�B_DNR

������Name of Healthcare Agent____________________________Phone Number_________________

Location of your advanced directive? _________________________________________________ 

Date updated:  _______________ _______________ _______________ 

_______________ _______________  _______________ 

_______________ _______________  _______________ 

_______________  _______________ ________________ 

13. Medical Devices (prosthesis, CPAP, Bipap, pacemaker, wheelchair, insulin pumps, hearing aids, durable medical
equipment)

Device 

http://www.urmc.rochester.edu/pmr/
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