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This addendum to the Sunny Start Wellness Passport contains specialized 
information regarding your child with special health care needs. It is 
intended to be a developing source of information, ensuring continuous, 
comprehensive, well-informed care for this person. Every child deserves 
access to coordinated, comprehensive medical, mental, and dental 
health care. Such care is best provided through the ongoing relationships 
among health care providers and family care givers.  

Fill in the forms on your computer or print the pages and write in pencil so you can 
change information as your child grows. Keep the medical passport and addendum in a 
handy, but safe place, so they are available in an emergency.

 As the primary care giver or health care provider, please assist in completing these forms. 
The time you spend doing so is an investment in the care of this child.

Special Health Care 
Needs Addendum

This publication was developed by the
Indiana State Department of Health
Maternal and Child Health Services

Children’s Special Health Care Services

Copies may be requested by calling the 
Indiana Family Helpline: 1-800-433-0746
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Child’s strengths
________________________________________________________________

________________________________________________________________

________________________________________________________________

Child’s challenges
________________________________________________________________

________________________________________________________________

________________________________________________________________

Child’s favorites
Activities ________________________________________________________

________________________________________________________________

________________________________________________________________

________________________________________________________________

Food(s) _________________________________________________________

________________________________________________________________

________________________________________________________________

Music __________________________________________________________

________________________________________________________________

________________________________________________________________

Toys ____________________________________________________________

________________________________________________________________

________________________________________________________________

TV/Movies _______________________________________________________

________________________________________________________________

________________________________________________________________

Friend(s) (include phone contact) _____________________________

________________________________________________________________

________________________________________________________________

Other significant people __________________________________________

________________________________________________________________

________________________________________________________________

Child’s Information
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Child’s Medical History

Child’s Name _________________________________________
                       First                                           Middle                                     Last

Birth information
Name of hospital born in __________________________________________

Doctor(s) ________________________________________________________

Birth weight _____ lbs. _____ oz.   Length _____ inches   Blood type _____

APGAR SCORE _____   Gestation age _____ weeks

Complications at birth ____________________________________________

________________________________________________________________

Diagnosis _______________________________________________________

________________________________________________________________

Was oxygen used for baby after delivery? Yes _____   No _____

Prenatal care of mother
Regular __________            Some __________            None __________

When was prenatal care begun? __________________________________
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Child’s Medical History

Surgeries
Date _______________ Type _______________________________________

Reason _________________________________________________________

Reaction ________________________________________________________

Length of stay ___________________________________________________

Doctor _____________________________ Phone ______________________

Date _______________ Type _______________________________________

Reason _________________________________________________________

Reaction ________________________________________________________

Length of stay ___________________________________________________

Doctor _____________________________ Phone ______________________

Date _______________ Type _______________________________________

Reason _________________________________________________________

Reaction ________________________________________________________

Length of stay ___________________________________________________

Doctor _____________________________ Phone ______________________

Date _______________ Type _______________________________________

Reason _________________________________________________________

Reaction ________________________________________________________

Length of stay ___________________________________________________

Doctor _____________________________ Phone ______________________

Date _______________ Type _______________________________________

Reason _________________________________________________________

Reaction ________________________________________________________

Length of stay ___________________________________________________

Doctor _____________________________ Phone ______________________
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Child’s Medical History

Transfusions
Date _______________ Reason ____________________________________

Date _______________ Reason ____________________________________

Date _______________ Reason ____________________________________

Date _______________ Reason ____________________________________

Date _______________ Reason ____________________________________

Allergies
Date _______________ Type ______________________________________

Reaction _______________________________________________________

Suspected cause _______________________________________________

Treatment & response ___________________________________________

Date _______________ Type ______________________________________

Reaction _______________________________________________________

Suspected cause _______________________________________________

Treatment & response ___________________________________________

Date _______________ Type ______________________________________

Reaction _______________________________________________________

Suspected cause _______________________________________________

Treatment & response ___________________________________________

Date _______________ Type ______________________________________

Reaction _______________________________________________________

Suspected cause _______________________________________________

Treatment & response ___________________________________________

Date _______________ Type ______________________________________

Reaction _______________________________________________________

Suspected cause _______________________________________________

Treatment & response ___________________________________________
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Child’s Medical History
Medicine History
Medicine _____________________ Start date ________ Stop date _______

Reason _______________________ Prescribing doctor _________________

Outcome _______________________________________________________

Medicine _____________________ Start date ________ Stop date _______

Reason _______________________ Prescribing doctor _________________

Outcome _______________________________________________________

Medicine _____________________ Start date ________ Stop date _______

Reason _______________________ Prescribing doctor _________________

Outcome _______________________________________________________

Medicine _____________________ Start date ________ Stop date _______

Reason _______________________ Prescribing doctor _________________

Outcome _______________________________________________________

Medicine _____________________ Start date ________ Stop date _______

Reason _______________________ Prescribing doctor _________________

Outcome _______________________________________________________

Medicine _____________________ Start date ________ Stop date _______

Reason _______________________ Prescribing doctor _________________

Outcome _______________________________________________________

Medicine _____________________ Start date ________ Stop date _______

Reason _______________________ Prescribing doctor _________________

Outcome _______________________________________________________

Medicine _____________________ Start date ________ Stop date _______

Reason _______________________ Prescribing doctor _________________

Outcome _______________________________________________________

Medicine _____________________ Start date ________ Stop date _______

Reason _______________________ Prescribing doctor _________________

Outcome _______________________________________________________

Medicine _____________________ Start date ________ Stop date _______

Reason _______________________ Prescribing doctor _________________

Outcome _______________________________________________________
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Sensory Issues

Hearing
Date _______________ Doctor _____________________________________

Procedure ______________________________________________________

Outcome _______________________________________________________

Vision
Date _______________ Doctor _____________________________________

Procedure ______________________________________________________

Outcome _______________________________________________________

Oral
Date _______________ Doctor _____________________________________

Procedure ______________________________________________________

Outcome _______________________________________________________

Tactile
Date _______________ Doctor _____________________________________

Procedure ______________________________________________________

Outcome _______________________________________________________

Proprioceptive
Date _______________ Doctor _____________________________________

Procedure ______________________________________________________

Outcome _______________________________________________________

Vestibular
Date _______________ Doctor _____________________________________

Procedure ______________________________________________________

Outcome _______________________________________________________

Other
Date _______________ Doctor _____________________________________

Procedure ______________________________________________________

Outcome _______________________________________________________

Child’s Medical History
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Child’s Medical History

Other
Date _______________ Doctor _____________________________________

Procedure ______________________________________________________

Outcome _______________________________________________________

Other
Date _______________ Doctor _____________________________________

Procedure ______________________________________________________

Outcome _______________________________________________________

Other
Date _______________ Doctor _____________________________________

Procedure ______________________________________________________

Outcome _______________________________________________________

Other
Date _______________ Doctor _____________________________________

Procedure ______________________________________________________

Outcome _______________________________________________________
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Child’s Medical History

Psychological Testing

Date _______________ Reason for testing ___________________________

Tests completed ________________________________________________

Tester’s name ___________________________________________________

Tester’s contact information _______________________________________

Results and recommendations (include test results, if available)

________________________________________________________________

________________________________________________________________

Date _______________ Reason for testing ___________________________

Tests completed ________________________________________________

Tester’s name ___________________________________________________

Tester’s contact information _______________________________________

Results and recommendations (include test results, if available)

________________________________________________________________

________________________________________________________________

Date _______________ Reason for testing ___________________________

Tests completed ________________________________________________

Tester’s name ___________________________________________________

Tester’s contact information _______________________________________

Results and recommendations (include test results, if available)

________________________________________________________________

________________________________________________________________

Date _______________ Reason for testing ___________________________

Tests completed ________________________________________________

Tester’s name ___________________________________________________

Tester’s contact information _______________________________________

Results and recommendations (include test results, if available)

________________________________________________________________

________________________________________________________________
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Child’s Medical History
Psychological Testing
Date _______________ Reason for testing ___________________________

Tests completed ________________________________________________

Tester’s name ___________________________________________________

Tester’s contact information _______________________________________

Results and recommendations (include test results, if available)

________________________________________________________________

________________________________________________________________

Date _______________ Reason for testing ___________________________

Tests completed ________________________________________________

Tester’s name ___________________________________________________

Tester’s contact information _______________________________________

Results and recommendations (include test results, if available)

________________________________________________________________

________________________________________________________________

Date _______________ Reason for testing ___________________________

Tests completed ________________________________________________

Tester’s name ___________________________________________________

Tester’s contact information _______________________________________

Results and recommendations (include test results, if available)

________________________________________________________________

________________________________________________________________

Date _______________ Reason for testing ___________________________

Tests completed ________________________________________________

Tester’s name ___________________________________________________

Tester’s contact information _______________________________________

Results and recommendations (include test results, if available)

________________________________________________________________

________________________________________________________________
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Child’s Medical History

Trauma (e.g., fractures, head injuries, burns)

________________________________________________________________

________________________________________________________________

________________________________________________________________

________________________________________________________________

________________________________________________________________

________________________________________________________________

________________________________________________________________

________________________________________________________________

________________________________________________________________

________________________________________________________________

________________________________________________________________

________________________________________________________________

________________________________________________________________

________________________________________________________________

________________________________________________________________

________________________________________________________________

________________________________________________________________

________________________________________________________________

________________________________________________________________

________________________________________________________________

________________________________________________________________

________________________________________________________________

________________________________________________________________

________________________________________________________________
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Individual Family Service Plan (IFSP) / 
Individual Education Plan (IEP)

(Occupational Therapy, Physical Therapy, Speech, Social Worker, 
Mobility Specialist, etc.)

Service _________________________________________________________

Provider _________________________________________________________

Location ____________________ Phone number (______)_______________

Service _________________________________________________________

Provider _________________________________________________________

Location ____________________ Phone number (______)_______________

Service _________________________________________________________

Provider _________________________________________________________

Location ____________________ Phone number (______)_______________

Service _________________________________________________________

Provider _________________________________________________________

Location ____________________ Phone number (______)_______________

Service _________________________________________________________

Provider _________________________________________________________

Location ____________________ Phone number (______)_______________

Service _________________________________________________________

Provider _________________________________________________________

Location ____________________ Phone number (______)_______________

Service _________________________________________________________

Provider _________________________________________________________

Location ____________________ Phone number (______)_______________

Please insert a copy of your child’s current IFSP or IEP in this section.
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