
PATIENT DASHBOARD

(last updated:_____________________ )
Patient Name:_______________________________
Preferred Name (“Nickname”): ________________ 
Date of Birth: _______________________________
Address: ___________________________________
Home Phone Number:________________________
Cell Phone Number: _________________________
Alternate Number: ___________________________
E-mail: ____________________________________
__________________________________________

Primary Care Doctor: ________________________
Phone Number: _____________________________
Address: ___________________________________
E-mail: ____________________________________ 
Primary Hospital(s):__________________________

School:____________________________________

Grade: ___________
IEP or 504?
What services does your child receive?___________
____________________________________________________________________________________

Home Based Plan (Respite care, etc…):
Other Information we should know (siblings?): 
Is your child registered with the local Police/Fire Department?
Y
N

Problem List/Primary Diagnosis
Current Medications
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ALLERGIES:_________________________________
Specialists

	Specialty
	Name
	Hospital
	Number

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


 

What support networks do you use in your community?











What organizations are you involved with that pertains to your child’s special needs?











What are your child’s strengths/assets?








