PRE-TRAVEL QUESTIONNAIRE

Date: …………………………………        




Patient ID: ……………………….
	Surname
	First name
	Date of birth



	Address


	GP’s name & address
	Your Tel No.




	Please list any serious illnesses or operations
	Please list all medication (including the pill)

	
	


	Please list all previous vaccinations with approximate dates

	Vaccine Type
	Date(s)
	Vaccine Type
	Date(s)

	
	
	
	


	Date of departure
	Destination(s)
	Length of stay

	
	
	


To be completed by nurse/doctor

	Type of accommodation
	Activities

	Bite avoidance
	Pregnant?


	Malaria prevention

	Allergies


	Adverse reactions


Comments:

Recommended vaccines:-

