
Personal Health Record of
Registro Personal de la Salud de

_______________________________
Name/Nombre

If you have questions or concerns, contact
Si tiene preguntas o preocupaciones, notificar a 

___________________________________

at this telephone number
al numero de teléfono 

( _______ ) _______ – ____________

REMEMBER to take this record with 
you to ALL your doctor visits.

RECUERDE de llevar este registro con 
usted a TODAS la visitas de doctores.

This tool was developed by Dr. Eric Coleman, UCHSC, HCPR, with funding from the John A. Hartford Foundation 
and the Robert Wood Johnson Foundation. Spanish translations and additional material developed by TMF 
Health Quality Institute.

This material was prepared by TMF Health Quality Institute, the Medicare Quality Improvement Organization 
for Texas, under contract with the Centers for Medicare & Medicaid Services (CMS), an agency of the U.S. 
Department of Health and Human Services. The contents do not necessarily reflect CMS policy. 9SOW-TX-CT-
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 	� I understand what symptoms I need to watch out for  
and whom to call should I notice them.  
Entiendo qué síntomas necesito notar y a quién llamar  
si los noto.

 	� I understand how to keep my health problems from 
becoming worse.  
Entiendo cómo prevenir que mis problemas de salud  
se empeoren.

 	� My doctor or nurse has answered my most important 
questions prior to leaving the facility.  
Mi doctor o enfermera ha contestado mis preguntas  
más importantes antes de dejar la facilidad.

 	� My family or someone close to me knows that I am  
coming home and what I will need once I leave the facility.  
Mi familia o alguien cercano a mí sabe que estoy  
de regreso a casa y qué necesitaré una vez que deje  
la facilidad.



Personal Information/Información Personal:

	 Name/Nombre:_________________________________________

	 Address/Dirección:______________________________________

	 Home Telephone/Teléfono-Hogar:__________________________

	 Alternate Telephone/Teléfono-Alternativo:___________________

	 Date of Birth/Fecha de Nacimiento:_________________________

	 Main Doctor (PCP)/Doctor principal (PCP):____________________

	 Other Doctors/Otros doctores: 
	 _ ____________________________________________________

	 _ ____________________________________________________

	 _ ____________________________________________________

	 _ ____________________________________________________

	 _ ____________________________________________________

Caregiver & Family Information
Información de la persona que lo cuida (ayudante):

	 Name/Nombre:_________________________________________

	 Home Telephone/Teléfono-Hogar:__________________________

	 Alternate Telephone/Teléfono-Alternativo:___________________

	 Relation to Patient/Relación al Paciente:_____________________

Yes, I have/Sí, tengo

	 	 Advance Directives/Directiva anticipada de atención de la salud

	 	 Living Will/Testamento de Vida

	 	 �Durable Power of Attorney for Health Care/Poder Judicial _
Duradero de atención médica

	 These documents are located/Estos documentos se localizan:
	 _ ____________________________________________________

	 _ ____________________________________________________
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Hospital Discharge List/Lista de la descarga del hospital

Before I leave the care facility, the following tasks should  
be completed:
Antes de que deje la facilidad médica, las tareas siguientes 
deben ser terminadas: 

 	� I have been involved in decisions about what will take 
place after I leave the facility.  
He estado implicado en decisiones sobre qué ocurrirá 
después de que deje la facilidad.

 	� I understand where I am going after I leave this facility and 
what will happen to me once I arrive.  
Entiendo adonde voy después de que deje esta facilidad  
y qué me sucederá una vez que yo llegue.

 	� I have the name and phone number of a person I should 
contact if a problem arises during my transfer.  
Tengo el nombre y el número de una persona que debo 
estar en contacto si un problema se presenta durante  
mi transferencia.

 	� I understand what my medications are, how to obtain 
them and how to take them.  
Entiendo cuáles son mis medicinas, cómo obtenerlas  
y cómo tomarlas.

 	� I understand the potential side effects of my medications 
and whom I should call if I experience them.  
Entiendo los efectos secundarios potenciales de mis 
medicinas y a quién debo llamar si ocurren.

Continued/Continuado



Medical History/Historial Médico

	 Arthritis/Artritis

	 Abnormal Heart Rhythm/Ritmo anormal del corazón 

	 Cancer/Cáncer

	 Diabetes/Diabetes

	 Hardening of the Arteries/El endurecer de las arterias

	 Heart Disease/Enfermedad cardíaca

	 Heart Failure/Paro cardíaco

	 High Blood Pressure/Alta Presión

	 Hip Fracture/Fractura de la cadera

	 Kidney disease/Enfermadad de los riñones

	 Lung Disease/Enfermedad del pulmón

	 Medical/Surgical Back Conditions/ 
Condiciones médicas/quirúrgicas de espalda

	 Pneumonia/Neumonía

	 Stroke/Derrame cerebral

Hospitalizations/Hospitalizaciones:
Date/Fecha: Reason/Razón:
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Red Flags/Alertas o Síntomas Graves

_______________________________________________________

_______________________________________________________

_______________________________________________________

_______________________________________________________

_______________________________________________________

_______________________________________________________

_______________________________________________________

_______________________________________________________

_______________________________________________________

_______________________________________________________

_______________________________________________________

My Goals/Mis Metas

_______________________________________________________

_______________________________________________________

_______________________________________________________

_______________________________________________________

_______________________________________________________

_______________________________________________________

_______________________________________________________

_______________________________________________________

_______________________________________________________

_______________________________________________________

_______________________________________________________
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Notes and 3 questions for my main physician (PCP):
Notas y 3 preguntas para mí Medico (PCP):
	 Ask Three Questions/Haga Tres Preguntas

	 1. What is my main problem?/¿Cual es mi problema principal?

	 2. What do I need to do?/¿Que necesito hacer?

	 3. �Why is it important for me to do this?/¿Por qué es _
importante que haga esto?

_______________________________________________________

_______________________________________________________

_______________________________________________________

_______________________________________________________

_______________________________________________________

_______________________________________________________

_______________________________________________________

_______________________________________________________

_______________________________________________________

_______________________________________________________

_______________________________________________________

_______________________________________________________

_______________________________________________________

_______________________________________________________

_______________________________________________________

_______________________________________________________

_______________________________________________________

_______________________________________________________

_______________________________________________________

_______________________________________________________

_______________________________________________________

_______________________________________________________

_______________________________________________________

Health Insurance/Seguro Médico

	   Medicare	   Medicare Part C

	 	 Medicaid	   Veterans Benefits/Beneficios de Veteranos

	   Previous employer benefits/Beneficios anteriores: 		
	 ____________________________________________________

	   Other/Otro: __________________________________________

Yes, I have diabetes./Si, tengo diabetes.

Screenings/Examen: 

Every doctor’s visit/Cada visit del médico

	 	 Blood pressure/Presión arterial

	 	 Weight/Peso

	 	 Feet examined/Exámenes los pies

Every 3 to 6 months/Cada 3 a 6 meses

	 	 A1c (< 6.5) / A1c (< 6.5)

Once a year/Una vez al año

	 	 Cholesterol/Colesterol

	 	 Kidney function tests/Pruebas de función renal

	 	 Blood creatinine/Creatinina de la sangre	

	 	 Urine protein test/Prueba de la proteina en la orina

	 	� Dilated eye exam/Examen de los ojos con dilatación  
de las pupilas
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