
	Name:                 FORMCHECKBOX 
Male       FORMCHECKBOX 
Female
	Date of Birth:      

	Easiest Contact Telephone Number:          E mail:       

	Date of Departure(DD/MM/YYYY):       

	Overall Length of Trip (days/weeks):       

	Countries to be Visited

	1.       
	2.       
	3.       
	4.       

	5.       
	6.       
	7.       
	8.       

	1.  Type of Trip
(tick all that apply)
	Business or pleasure

 FORMCHECKBOX 

	Work in close  conta contact with others e.g. s e.g. schools  FORMCHECKBOX 

	Health Related Work  FORMCHECKBOX 

	Work with animals  FORMCHECKBOX 



	2. Accommodation

(tick all that apply)

	Hotel/Cruise Ship FORMCHECKBOX 

	Relatives/Family

(in rural area) FORMCHECKBOX 

Relatives/Family

(in a town)      FORMCHECKBOX 

	Backpacking, camping,
etc   FORMCHECKBOX 

	Will you be more than one days travel from medical care?  

 FORMCHECKBOX 
Yes       FORMCHECKBOX 
No



	Do you have an Immune Deficiency (that makes you especially prone to infections)?   FORMCHECKBOX 
Yes     FORMCHECKBOX 
No

If yes, please give details:       


	Do you have any allergies for example to eggs, antibiotics, anti malarial tablets etc? 

 FORMCHECKBOX 
Yes          FORMCHECKBOX 
No

If yes please give details:       


	Have you ever had a serious reaction to a vaccine?  If yes please give details

     


	Women Only:  Are you pregnant or is it possible you might become pregnant before, during or within 3 months of your trip?  (Please check)

 FORMCHECKBOX 
Yes         FORMCHECKBOX 
No

If yes please give details:       


	Please supply any further information which may be relevant:        


	If you are certain you have had any of the following vaccinations, please tell us the month and year of your last dose.

	Typhoid:       

	Tick-borne Encephalitis:       

	Polio:       

	Japanese Encephalitis:       

	Hepatitis A:       

	Yellow Fever:       

	Diphtheria/Tetanus:       

	Rabies:       

	Meningococcal:       

	Hepatitis B:        


Please arrange to see our practice nurse about 2 weeks after completing this form, however if your departure is within the next 4 weeks please inform us and we will try and see you as soon as possible.

We recommend you use anti-mosquito measures and take out Travel Insurance.  
If you have a medical condition, you should inform your Insurance Company about this
	Practice use only

	Significant PMH checked   Y  FORMCHECKBOX 
  N   FORMCHECKBOX 
 
	Vaccinations (paper records) checked and entered onto clinical system  Y   FORMCHECKBOX 
  N   FORMCHECKBOX 


	Comments:




	Epilepsy   Y   FORMCHECKBOX 
  N   FORMCHECKBOX 

	Nurse Initials:
	Date of Appointment: 


This questionnaire is for people who are registered with Garswood Surgery


 and are requesting Travel Vaccines.








