Travel Vaccination Recommendations – Old Irvine Road Surgery
The following short questionnaire should be completed and handed in to the surgery at least 6 weeks prior to planned departure date. You will be contacted by telephone and informed of any vaccine requirements and/or malaria prophylaxis requirements within one week of completing and handing in this form.
Name: _________________________________
Date of Birth: ___/___/______

Address: _______________________________
Daytime ‘phone no. ____________________

TRAVEL DETAILS

Date of departure: ___/___/______

Destination(s): - please list all destinations including any stopovers and the length of stay at each destination.

1. ______________________________________________________________

2. ______________________________________________________________

3. ______________________________________________________________

4. ______________________________________________________________

5. ______________________________________________________________

6. ______________________________________________________________

TYPE OF TRAVEL – please circle
Package holiday – Cruise – Business trip – Visiting family or friends – Backpacking

Other (please state) ___________________________________________________

ACCOMMODATION – please circle

Good – Basic – Poor – Not known
VACCINATION HISTORY
Please indicate all previous vaccinations and dates of any boosters if known.


Tetanus
 ___/___/______



 
Polio

 ___/___/______




Diphtheria
 ___/___/______
Typhoid
 ___/___/______









Hepatitis A
 ___/___/______









Other (please state)
















KNOWN ALLERGIES


SURGERY USE ONLY





Date form received: __ / __ / ____











Patient id label














Date TRAVAX consulted ___/___/______


Practice Nurse Signature _______________ 


Patient informed YES/NO


Date completed ___/___/______











