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Instructions:
Complete this form and take it with you if you need to seek medical treatment. This can be used to help ensure your health care team knows the best way to provide you with treatment or care.  You can ask a trusted person to help you complete this form. You do not have to complete the entire form. 


Name:   	

City I live in: 

People I live with: 

A few of the things I like: 

What people like about me: 

[bookmark: _Hlk42794624]Communication Preferences: 

How do you communicate best? (Check all that apply)			     				         
❑ Talking		❑ Writing or typing things down             
❑ Pictures		❑ Using sign language		    
❑ Pointing to words	❑ Using a voice app	                              
❑ I may not communicate in a way you will always understand. Please ask my family, staff,  guardian, or other designated person. 
❑ Other (please describe) 				      	

Do you use any assistive devices or other tools to communicate?
❑ no ❑ yes (please describe): ____________________________________________________________
Does anyone help you communicate? ❑ no ❑  yes: Person’s name  						
Do you use any assistive devices for mobility?  ❑ no ❑ yes: list the device(s)  	________________
Communication Preferences:
Do go regularly go to the doctor for any type of medical treatment?	 
❑ yes ❑ no
Please describe: 



Please list the name of the doctor you would like contacted if you are at the hospital: 

Name	 Phone Number  	

Are there other risks your medical health care team should be aware of? (Check all that apply)
❑ Seizures. If yes, describe type and frequency: ___________ 
❑ PICA
❑ Aspiration Risk
❑ Other: 
Do you take any medication at home every day? ❑ yes  ❑ no	
Over the counter? ❑ no     ❑ yes, list the names and dosage  						
By prescription? ❑ no        ❑ yes, list the names and dosage 							
Do you have any allergies? ❑ no ❑ yes, please list 						
Do you use tobacco (e.g., cigarettes, cigars, or chewing tobacco)?	
❑ no ❑ yes, please list 	how often 		

Do you use any other drugs (eg., marijuana, cocaine, or opiates)?
❑ no ❑ yes, please list 	 how often 	
Do you use alcohol? ❑ no ❑ yes How much do you use in a week? 	

I like it when health professionals (please describe): 


I do not like it when health professionals (please describe): 

Do you have any triggers (e.g., being touched, trauma, doctors of a particular gender, noises, lighting, smells, textures):

What is your response to triggers?

How can you best be helped when triggered?

What is your typical response to a medical exam?
❑ I don’t mind it        ❑ Fearful          ❑ Resistant
Please Describe: 


Trusted People & Emergency Contact Information
I live (check all that apply):
❑ By myself	❑ With my family
❑ With roommates	❑ In a group home
❑ Supported living	❑ Foster home
❑ Other (please describe)  	

Emergency Contact Name___________________________ Relationship to you_______________________
Phone ___________________________ Email_________________________________________________
Emergency Contact Name___________________________ Relationship to you_______________________
Phone ___________________________ Email_________________________________________________
Do you receive or have you received services from the Oregon Office of Developmental Disabilities Services (ODDS)? ❑ yes	❑ no	❑ I don’t know

Contact for DD Services Coordinator or Personal Agent:
Name of Contact Person_____________________  Name of Case Management Entity___________________
Phone Number____________________________    Email__________________________________________
Contact for DD Provider: 
Name of Contact Person_____________________  Name of Case Management Entity___________________
Phone Number____________________________
Designated Support Persons
Who would you like to be with you for support if it is needed while you are in the hospital? 

1. Name 	 Relationship___________________________
Phone number 	 Email_______________________________________
Have you appointed this person as your health care representative?  ❑ Yes      ❑   No     
Have you and your ISP team appointed this person as your health care advocate?  ❑ Yes    ❑   No     

2. Name 	 Relationship___________________________
Phone number 	 Email_______________________________________
Have you appointed this person as your health care representative?  ❑ Yes      ❑   No     
Have you and your ISP team appointed this person as your health care advocate?  ❑ Yes    ❑   No     

3. Name 	 Relationship___________________________
Phone number 	 Email_______________________________________
Have you appointed this person as your health care representative?  ❑ Yes      ❑   No     
Have you and your ISP team appointed this person as your health care advocate?  ❑ Yes    ❑   No     

Appointed Representative
Who do you want to make decisions about your medical care if you become too sick to communicate your preferences? 

Name 	 Relationship___________________________
Phone number 	 Email_______________________________________
Have you appointed this person as your health care representative?  ❑ Yes      ❑   No     
Have you and your ISP team appointed this person as your health care advocate?  ❑ Yes    ❑   No     

Do you have any of the following?  (check all that apply):  
	Please bring a copy of each supporting document to the hospital or when seeking medical treatment
	Yes     
	No

	An advance directive
	❑  
	❑  

	A health care representative
Name : 
	❑  
	❑  

	A health care advocate appointed by my ISP team
Name: 
	❑  
	❑  

	A POLST form
	❑  
	❑  

	A guardian appointed to make health care decisions
Name: 
	❑  
	❑  

	Other trusted persons I’ve designated to help me make health care decisions: 
Name(s): 
	❑  
	❑  



IMPORTANT NOTICE: If I cannot communicate my preferences and wishes for medical treatment, then my health care team (doctors, nurses, and other health care professionals), as well as my appointed representatives, are required to take into account my preferences and wishes for treatment that were previously expressed. 

If while you are in the hospital you can’t breathe on your own, do you want a machine to help breathe for you? (Mechanical ventilation)
❑ Do you not want it at all?
❑ Do you want a trial to see if it is helping?
❑ Do you want it for as long as it is needed?

Someone helped me complete this form: ❑ yes ❑ no      
Name of person if yes:  				                     

Relationship to me: 
❑ Family Member	❑ Provider	❑ Legal Guardian	❑ Other: 			
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