CENTRAL  MEDICAL CENTRE  
PRETRAVEL QUESTIONAIRRE
Name…………………………………….


Date of appointment ……………….
Date of Birth……………………………..

DESTINATION (all areas if extensive travel)

…………………………………………………………………………………………………………………………………………………………………………………………………………………………

DATES OF TRAVEL  ……………………………………………………………………………
LENGTH OF STAY………………………………………………………………………………
ACCOMMODATION (ie hotel or backpacker/hostel)……………………………………………
PURPOSE (ie business/work or leisure)………………………………………………………………
MODE OF TRAVEL (ie Air, Sea or Land)………………………………………………………
NOTABLE PAST OR CURRENT HEALTH CONDITIONS (ie Heart attack, Stroke, Diabetes, Cancers, Renal or Liver disease, Mental Health problems)
………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………

CURRENT MEDICATION (Prescribed or over the counter) …………………………………………………………………………………………………………………………………………………………………………………………………………………………

ALLERGIES……………………………………………………..............................................................

PREGNANT    YES    (                           NO      (     

PREVIOUS VACCINES  (to be completed by patient if known)

	Vaccine
	Date Given
	Booster Due

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


ADVICE – useful pre travel information sources we advise you check prior to your appointment
NHS  Direct  - Tel  08454647
www.fitfortravel.com
www.masta.org  

www.masta-travel-health.com/travel-clinic  (to find local Masta clinics)

Consent for immunisations   ……………………………………………………     (Signature)

___________________________________________________________________________________

( below to be completed  by practice staff) 

PATIENT/ PARENTAL CONSENT     YES  (        NO      (
CONTRAINDICATIONS  EXPLAINED    YES   (         NO     (
POST IMMS ADVICE     YES    (       NO      (
IMMS BOOKLET CONTAINING HEALTHY TRAVEL ADVICE     YES    (       NO    (
MALARIA PROPHYLAXIS WRITTEN INFORMATION GIVEN
Malarone  (            Doxycycline   (         Mefloquine    (
Proguanil   (      Chloroquine    (
