Charleston Surgery
March 28, 2018

TRAVEL VACCINATION FORM
If you are planning a holiday you must arrange your vaccines/submit this form well in advance (6 weeks). It can take two weeks alone for the vaccine, after having received it, to actually become effective. If you are unlikely to be able to make an appointment, which is a minimum of two weeks before your holiday, it would be advisable for you to attend a private clinic.
Not all travel vaccinations are free on the NHS. The following vaccines are available from our travel clinic:

Diphtheria                                                                                        Tetanus                                                                                                Polio                                                                                               Hepatitis A                                                                                       Typhoid                                                                                             Cholera

Yellow Fever/Rabies and Meningococcal will require attendace at a private clinic. Also, malaria protection (Chloroquine and Proguanil) are not available on NHS prescription and should therefore be bought from a pharmacy. Any other anti-malarial tablets will be supplied on a private prescription. A usfeul website for advice about travel, vaccines, and health cover abroad is www.fitfortravel.scot.nhs.uk
Vaccines are NOT kept in stock at the Practice. In order for the Practice Nurse to check your vaccine history and requirements, you must complete this Travel Vaccination Form as fully as possible and return it to the Practice as soon as possible. Once our Practice Nurse has ascertained your requirements, you will be contacted to come to the Practice to collect your prescritpion. When collecting your prescription, please make an appointment with the Practice Nurse for two weeks later (Pharmacies may need to order your vaccines and they can take up to two weeks to arrive). 
TRAVEL VACCINATION FORM
Please complete this form and return it to the Practice three weeks before you require to be vaccinated.

Mobile Number: ___________________________________________________

Name: ___________________________________________________________

Date of Birth: _____________________________________________________

Date of Departure: _________________________________________________

Length of Stay: ____________________________________________________

Travel Details (include destination plus all stop-overs, cities/nearest principal town):

_________________________________________________________________
_________________________________________________________________
_________________________________________________________________
_________________________________________________________________

Do you plan any safaris/jungle exploration?



   YES/NO
Type of accomodation?
HOTEL/APARTMENT/CAMPING/BACK-PACKING/CRUISE
Medical Details:


TRAVEL VACCINATION FORM

Have you had any of the following vaccines, if so when?

Polio


________________________________________________
Tetanus 

________________________________________________
Typhoid

________________________________________________
Hepatitis A

________________________________________________
Hepatitis B

________________________________________________
Yellow Fever

________________________________________________
Malarial Tablets
________________________________________________
Signature: ________________________________________________________

Date: ____________________________________________________________

TRAVEL VACCINATION FORM
To be completed by Practice Nurse during vaccination appointment.
	Vaccine
	Date & Batch No.
	Date & Batch No.
	Date & Batch No.

	Diphtheria, Tetanus & Polio
	 
	 
	 

	Typhoid
	 
	 
	 

	Hep A & Typhoid Combined
	 
	 
	 

	Hepatitis A
	 
	 
	 

	Hepatitis A & B Combined
	 
	 
	 

	Cholera
	 
	 
	 

	Chloroquine
	 
	 
	 

	Progaunil
	 
	 
	 

	Doxycycline
	 
	 
	 

	Mefloquine
	 
	 
	 

	Malarone
	 
	 
	 

	 
	 
	 
	 

	 
	 
	 
	 


Check List:
No febrile illness



Not pregnant



No allergy to eggs/chicken/antibiotics



No steroid treatment



No recent vaccines



Avoid immunosuppresses individuals
Health Advice Given: _________________________________________________
_____________________________________________________________________
_____________________________________________________________________
Sign/Date: ______________________________________________________________
Past Medical Problems:








Current Medication:








Current Illnesses:








Allergies:











