FISHER MEDICAL CENTRE

TRAVEL HEALTH QUESTIONNAIRE
· Please complete this form and return it to the practice nurse as soon as possible

· Where possible, make an appointment at least 4 weeks before departure

· A form should be completed for each person travelling

Name and address…………………………………………..........................................

………………………………………………………………………………………………….

………………………………………………………………………………………………….

Date of birth

……………………..
Telephone Number
……………………..
GP’s name

……………………
1. Which country/countries are you visiting, including any stopovers?
…………………………………………………………………………………………
	Date of departure
	Country
	Cities
	Rural areas
	Coast
	Length of stay

	
	
	
	
	
	


(Please tick those areas to be visited)
2. Where do you intend to stay whilst abroad, e.g. hotel, guest hotel, camping or with relatives?
.........................................................................................................................

3. What is the purpose of your travel? Please tick which apply.
 ( Holiday  
( Visiting Relatives/friends
  ( Work
( Other (please give details)……………....................................................
4. Have you had any of the following? (Please tick) 

( Heart problems  ( Splenectomy  ( Allergies  ( High blood pressure
( Breathing 
   (
Diabetes  
( Asthma    ( Any other medical   
           problems
problems

5. Are you Pregnant?              
( Yes
( No

6.    Do you take any tablets?   
( Yes
( No

7.    Are you taking steroids      
(  Yes
( No
8.   Are you allergic to any medication?  
( Yes    (  No
9. Have you ever been immunised against : -

	Vaccination
	(
	Date given
	Vaccination
	(
	Date given

	Polio
	
	
	Diphtheria
	
	

	Hepatitis A
	
	
	Tetanus
	
	

	BCG
	
	
	Yellow Fever
	
	

	Typhoid
	
	
	Meningitis
	
	

	Rabies
	
	
	Hepatitis B
	
	


I confirm the above answers to be correct to the best of my knowledge and request immunisation, as appropriate to my trip, together with advice on antimalarial drugs.

Patient’s signature…………………………… Date…………………………

(Parent if under 16)

· Thank you for completing this form

· Remember to return this form to your practice nurse and make an appointment for travel health advice as soon as possible
______________________________________________________________
For nurse’s use

Patient requires the following immunisations:-

…………………………………………………………………………………………..

Antimalarial tablets will be required:-
…………………………………………………………………………………………..
