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Personal Health Care Journal

Use this journal to take an active role in your own health care! 
 
Journal Dates: 
From: ________________     To: ________________

Directions for Using Your Personal Journal...

l Ask yourself these questions before your appointment. 
l Is this appointment going to be covered by Medicare or my other insurance?  
l What are my symptoms, when did they start, what makes them better or worse?  
l What medication am I taking?  

l Take this journal to all your appointments.  
l Write down the answers to these questions as well as the results of the appointment 

in this journal. 
l Make sure that you understand what your physician is telling you before leaving your 

appointment. If you don't, ask him or her to explain the information in a different way. 
l Use this journal when checking your Medicare and health care paperwork for 

accuracy.  
l Take this journal with you when you travel, in case of emergency. 

For Emergency Health Care Call: 911

My Medicare Part B Insurance Company (Carrier) is: 
 
    Name ___________________________________   Phone ______________________________ 
 
My Medicare Part A Insurance Company (Fiscal Intermediary) is: 
 
    Name ___________________________________   Phone ______________________________ 
 
My Medicare Supplemental Insurance Company is: 
 
    Name ___________________________________   Phone ______________________________ 
 
Other Important Numbers: 
 
_________________________________________________________________________________
 
_________________________________________________________________________________
 
Reminder: Do not write your Medicare number in this journal so that it may remain confidential.



 

 

 

 

 

 

 
 
 
 

List of Appointments

Date Clinic Physician and Phone Reason
    

    

    

    

    

    

    

    

    

    

    

    

List of Health Problems/Conditions

 

 

 

 

List of Allergies

Date Allergic to what? Symptom/Reaction
   

   

   

   

   



 

 

 

 

 
 

List of Operations/Surgeries

Date Type of Operation Hospital/Clinic
   

   

   

   

   

   

   

   

   

   

   

   

List of Medical Equipment and Supplies

Date Equipment Provider of Equipment Physician
    

    

    

    

    

    

    

    

    

    

    

    



 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Medications

Drug Name 
(common name)

Color/ 
Shape

When 
Started

Purpose Strength/ 
Dosage

Directions

      

      

      

      

      

      

      

      

      

      

      



 

 

 
 
 
 
 
 

Physician Visit: Record #1

Date: ________________ 
 
Physician/Care Provider: ___________________________________ 
 

Questions/Symptoms/Problems 

*list by importance, when it started, and what makes it better or worse 
 

Care Plan/Special Instructions/Prescriptions 

 
Personal Health Data 

 
Weight: ___________________________________ 
 
Blood Pressure: ___________________________________ 
 

Services/Health Care Received (check-up, physical therapy, lab work, x-rays, etc.) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

 
 
 
 
 
 

Physician Visit: Record #2

Date: ________________ 
 
Physician/Care Provider: ___________________________________ 
 

Questions/Symptoms/Problems 

*list by importance, when it started, and what makes it better or worse 
 

Care Plan/Special Instructions/Prescriptions 

 
Personal Health Data 

 
Weight: ___________________________________ 
 
Blood Pressure: ___________________________________ 
 

Services/Health Care Received (check-up, physical therapy, lab work, x-rays, etc.) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

 
 
 
 
 
 

Physician Visit: Record #3

Date: ________________ 
 
Physician/Care Provider: ___________________________________ 
 

Questions/Symptoms/Problems 

*list by importance, when it started, and what makes it better or worse 
 

Care Plan/Special Instructions/Prescriptions 

 
Personal Health Data 

 
Weight: ___________________________________ 
 
Blood Pressure: ___________________________________ 
 

Services/Health Care Received (check-up, physical therapy, lab work, x-rays, etc.) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

 
 
 
 
 
 

Physician Visit: Record #4

Date: ________________ 
 
Physician/Care Provider: ___________________________________ 
 

Questions/Symptoms/Problems 

*list by importance, when it started, and what makes it better or worse 
 

Care Plan/Special Instructions/Prescriptions 

 
Personal Health Data 

 
Weight: ___________________________________ 
 
Blood Pressure: ___________________________________ 
 

Services/Health Care Received (check-up, physical therapy, lab work, x-rays, etc.) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

 
 
 
 
 
 

Physician Visit: Record #5

Date: ________________ 
 
Physician/Care Provider: ___________________________________ 
 

Questions/Symptoms/Problems 

*list by importance, when it started, and what makes it better or worse 
 

Care Plan/Special Instructions/Prescriptions 

 
Personal Health Data 

 
Weight: ___________________________________ 
 
Blood Pressure: ___________________________________ 
 

Services/Health Care Received (check-up, physical therapy, lab work, x-rays, etc.) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

 
 
 
 
 
 

Physician Visit: Record #6

Date: ________________ 
 
Physician/Care Provider: ___________________________________ 
 

Questions/Symptoms/Problems 

*list by importance, when it started, and what makes it better or worse 
 

Care Plan/Special Instructions/Prescriptions 

 
Personal Health Data 

 
Weight: ___________________________________ 
 
Blood Pressure: ___________________________________ 
 

Services/Health Care Received (check-up, physical therapy, lab work, x-rays, etc.) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

 
 
 
 
 
 

Physician Visit: Record #7

Date: ________________ 
 
Physician/Care Provider: ___________________________________ 
 

Questions/Symptoms/Problems 

*list by importance, when it started, and what makes it better or worse 
 

Care Plan/Special Instructions/Prescriptions 

 
Personal Health Data 

 
Weight: ___________________________________ 
 
Blood Pressure: ___________________________________ 
 

Services/Health Care Received (check-up, physical therapy, lab work, x-rays, etc.) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

 
 
 
 
 
 

Physician Visit: Record #8

Date: ________________ 
 
Physician/Care Provider: ___________________________________ 
 

Questions/Symptoms/Problems 

*list by importance, when it started, and what makes it better or worse 
 

Care Plan/Special Instructions/Prescriptions 

 
Personal Health Data 

 
Weight: ___________________________________ 
 
Blood Pressure: ___________________________________ 
 

Services/Health Care Received (check-up, physical therapy, lab work, x-rays, etc.) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

 
 
 
 
 
 

Physician Visit: Record #9

Date: ________________ 
 
Physician/Care Provider: ___________________________________ 
 

Questions/Symptoms/Problems 

*list by importance, when it started, and what makes it better or worse 
 

Care Plan/Special Instructions/Prescriptions 

 
Personal Health Data 

 
Weight: ___________________________________ 
 
Blood Pressure: ___________________________________ 
 

Services/Health Care Received (check-up, physical therapy, lab work, x-rays, etc.) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

 
 
 
 
 
 

Physician Visit: Record #10

Date: ________________ 
 
Physician/Care Provider: ___________________________________ 
 

Questions/Symptoms/Problems 

*list by importance, when it started, and what makes it better or worse 
 

Care Plan/Special Instructions/Prescriptions 

 
Personal Health Data 

 
Weight: ___________________________________ 
 
Blood Pressure: ___________________________________ 
 

Services/Health Care Received (check-up, physical therapy, lab work, x-rays, etc.) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

 
 
 
 
 
 

Physician Visit: Record #11

Date: ________________ 
 
Physician/Care Provider: ___________________________________ 
 

Questions/Symptoms/Problems 

*list by importance, when it started, and what makes it better or worse 
 

Care Plan/Special Instructions/Prescriptions 

 
Personal Health Data 

 
Weight: ___________________________________ 
 
Blood Pressure: ___________________________________ 
 

Services/Health Care Received (check-up, physical therapy, lab work, x-rays, etc.) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

 
 
 
 
 
 

Physician Visit: Record #12

Date: ________________ 
 
Physician/Care Provider: ___________________________________ 
 

Questions/Symptoms/Problems 

*list by importance, when it started, and what makes it better or worse 
 

Care Plan/Special Instructions/Prescriptions 

 
Personal Health Data 

 
Weight: ___________________________________ 
 
Blood Pressure: ___________________________________ 
 

Services/Health Care Received (check-up, physical therapy, lab work, x-rays, etc.) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

 

 

 

If you have any questions about your Medicare or Medicaid charges

l Call your health care provider. Most are honest and want to correct mistakes.  
l If you still have questions, contact us at: 

Administration on Aging 
330 Independence Ave., SW 
Washington, DC 20201 
Phone: 202-619-0724 
Fax: 202-260-1012 
E-mail: AoAInfo@aoa.gov 

Notes

_________________________________________________________________________________
 
_________________________________________________________________________________
 
_________________________________________________________________________________
 
_________________________________________________________________________________
 
_________________________________________________________________________________
 
_________________________________________________________________________________
 
_________________________________________________________________________________
 


	date1: 
	date2: 
	1: 
	2: 
	4: 
	5: 
	6: 
	7: 
	8: 
	9: 
	10: 
	11: 
	12: 
	13: 
	14: 
	15: 
	17: 
	18: 
	19: 
	20: 
	21: 
	22: 
	23: 
	24: 
	25: 
	26: 
	27: 
	28: 
	29: 
	30: 
	31: 
	32: 
	33: 
	34: 
	35: 
	36: 
	37: 
	38: 
	39: 
	40: 
	41: 
	42: 
	43: 
	44: 
	45: 
	46: 
	47: 
	48: 
	49: 
	50: 
	51: 
	55: 
	56: 
	57: 
	58: 
	59: 
	52: 
	53: 
	54: 
	62: 
	61: 
	60: 
	63: 
	64: 
	65: 
	66: 
	67: 
	68: 
	69: 
	70: 
	71: 
	72: 
	73: 
	74: 
	75: 
	76: 
	77: 
	78: 
	79: 
	80: 
	81: 
	82: 
	83: 
	84: 
	85: 
	86: 
	87: 
	88: 
	89: 
	90: 
	91: 
	92: 
	93: 
	94: 
	95: 
	96: 
	97: 
	98: 
	99: 
	100: 
	101: 
	102: 
	103: 
	104: 
	105: 
	106: 
	107: 
	108: 
	109: 
	110: 
	114: 
	111: 
	112: 
	113: 
	115: 
	116: 
	117: 
	118: 
	119: 
	120: 
	121: 
	122: 
	123: 
	124: 
	125: 
	126: 
	127: 
	128: 
	129: 
	130: 
	131: 
	132: 
	133: 
	134: 
	135: 
	136: 
	137: 
	138: 
	140: 
	141: 
	142: 
	143: 
	144: 
	145: 
	146: 
	147: 
	148: 
	149: 
	150: 
	151: 
	152: 
	153: 
	154: 
	155: 
	156: 
	157: 
	158: 
	159: 
	163: 
	164: 
	160: 
	161: 
	162: 
	165: 
	166: 
	167: 
	168: 
	169: 
	170: 
	171: 
	172: 
	173: 
	174: 
	175: 
	176: 
	177: 
	178: 
	179: 
	180: 
	181: 
	182: 
	183: 
	184: 
	185: 
	186: 
	187: 
	188: 
	189: 
	190: 
	191: 
	192: 
	193: 
	194: 
	195: 
	196: 
	197: 
	198: 
	199: 
	200: 
	201: 
	202: 
	203: 
	204: 
	205: 
	206: 
	207: 
	208: 
	209: 
	210: 
	211: 
	213: 
	214: 
	215: 
	216: 
	217: 
	218: 
	219: 
	220: 
	212: 
	221: 
	222: 
	223: 
	224: 
	225: 
	226: 
	227: 
	228: 
	230: 
	231: 
	232: 
	233: 
	234: 
	237: 
	236: 
	239: 
	240: 
	241: 
	229: 
	235: 
	238: 
	242: 
	243: 
	244: 
	245: 
	246: 
	247: 
	248: 
	249: 
	250: 
	251: 
	252: 
	253: 
	254: 
	255: 
	256: 
	257: 
	258: 
	259: 
	260: 
	261: 
	262: 
	263: 
	264: 
	265: 
	266: 
	267: 
	268: 
	269: 
	270: 
	271: 
	272: 
	273: 
	274: 
	275: 
	276: 
	277: 
	278: 
	279: 
	280: 
	281: 
	282: 
	283: 
	284: 
	285: 
	286: 
	290: 
	291: 
	292: 
	293: 
	294: 
	295: 
	296: 
	297: 
	298: 
	299: 
	300: 
	301: 
	302: 
	303: 
	304: 
	305: 
	306: 
	307: 
	308: 
	309: 
	310: 
	311: 
	312: 
	313: 
	314: 
	315: 
	316: 
	317: 
	318: 
	319: 
	320: 
	321: 
	322: 
	323: 
	324: 
	325: 
	326: 
	327: 
	328: 
	329: 
	330: 
	331: 
	332: 
	333: 
	334: 
	335: 
	336: 
	337: 
	338: 
	339: 
	340: 
	341: 
	342: 
	343: 
	3: 
	344: 
	345: 
	346: 
	347: 
	348: 
	349: 
	350: 
	351: 
	352: 
	353: 
	354: 
	355: 
	356: 
	357: 
	358: 
	359: 
	360: 
	361: 
	362: 
	363: 
	364: 
	365: 
	366: 
	367: 
	368: 
	369: 
	370: 
	371: 
	372: 
	373: 
	374: 
	375: 
	376: 
	377: 
	378: 
	379: 
	380: 
	381: 
	382: 
	383: 
	384: 
	385: 
	386: 
	387: 
	388: 
	389: 
	390: 
	391: 
	392: 
	393: 
	394: 
	395: 
	396: 
	397: 
	398: 
	399: 
	400: 
	401: 
	402: 
	403: 
	404: 
	405: 
	406: 
	407: 
	408: 
	409: 
	410: 
	411: 
	412: 
	413: 
	414: 
	415: 
	416: 
	417: 
	418: 
	419: 
	420: 
	421: 
	422: 
	423: 
	424: 
	425: 
	426: 
	427: 
	428: 
	429: 
	430: 
	432: 
	431: 
	433: 
	434: 
	435: 
	436: 
	437: 
	438: 
	439: 
	440: 
	441: 
	442: 
	443: 
	444: 
	445: 
	446: 
	447: 
	448: 
	449: 
	450: 
	451: 
	452: 
	453: 
	454: 
	455: 
	456: 
	457: 
	458: 
	459: 
	460: 
	461: 
	462: 
	463: 
	464: 
	465: 
	466: 
	467: 
	notes: 


