TRAVEL QUESTIONNAIRE

MR/MRS/MISS                                            Date of Birth_______________________

Surname__________________________ First Name  ________________________

Address______________________________________________________________

Tel. No_______________________

Please delete as appropriate. 

1. What is your departure date? __________________________________________

2. Which countries do you intend to visit (including stopovers)?                                    


Country _________________________ Length of visit __________________   
               Country _________________________ Length of visit __________________   

      Country _________________________ Length of visit __________________   

3. Will your visit take you to the coast / interior / islands?

4. How will you travel? Air / road / sea / rail / backpacking

5. Will you be staying in hotel / house / local accommodation /cabin /tent?

6. Is your journey for business / pleasure / family visit /voluntary service?

7. Will you be participating in sports /safari / or other activity (please specify)?



8. Will you be travelling to remote areas? Yes / No

9. Are you in good health? Yes / No

10.  Have you ever had any serious illness? Yes / No






       Details _________________________________________________________

11. Do you have any current medical problems?  Asthma / Diabetes / Epilepsy / Heart trouble / Skin rashes / other 









      Details _________________________________________________________

12. Are you taking any regular medication?








       Please list  ______________________________________________________

13. Are you allergic to any medication or to anything else? Yes /No




       Details _________________________________________________________

14. Have you ever suffered from anxiety, depression, or needed any treatment for psychological problems? Yes / No  

Continued
15. Have you had any of the following vaccines and, if so, when?





Typhoid _____________ Hepatitis A ___________ Tetanus _____________

Polio ________________ Diphtheria ____________ Meningitis __________


Yellow Fever ______________ Other _______________________________

16. Ladies - When was your last period?  ____________________________

 Are you pregnant, breast feeding or thinking of becoming pregnant?         Yes / No 

Signed ____________________________________ Date ____________

FOR SURGERY USE

	Vaccine
	Date last given
	Due now
	Date given
	Comments

	Diphtheria
	
	
	
	

	Tetanus
	
	
	
	

	Polio
	
	
	
	

	Typhoid
	
	
	
	

	Hepatitis A
	
	
	
	

	Hepatitis B
	
	
	
	

	Rabies
	
	
	
	

	Meningitis
	
	
	
	

	Yellow Fever
	
	
	
	


MALARIA PROPYLAXIS RECOMMENDED

None required but be aware of risk

Chloroquine  

Proguanil    

Chloroquine and Proguanil  

Mefloquine or Doxycline or Malarone 

OTHER VACCINES / RELEVANT INFORMATION

Travel Pack

Leaflet

