Pre-Travel Questionnaire

Please complete this form and give to the Nurse when attending for your first appointment for Travel advice.

Name
 :___________________

Date of Birth
: ____________

Address : ________________

Tel No : (Home) ______________

_____
____________________

`
      (Mob)  ______________

_________________________

Which countries are you visiting?

(Please list in order of planned travel & length of planned stay in each.)

___________________________________________________________

___________________________________________________________

___________________________________________________________

Date of Departure : 
______________________

Total Length of Stay: 
______________________

What is your planned accommodation ?

_________________________

(Please state eg Hotel, Hostel, Camping etc)

What is the purpose of your visit?

_________________________

(Please state eg Holiday, Business, Charity, Voluntary work)

Have you reacted badly to any previous vaccines? 
___________________
(If Yes, Please give details below)

___________________________________________________________________

___________________________________________________________________

Females

Are you pregnant ?





Yes  
/ 
No

Are you planning a pregnancy soon


Yes
/
No

Are you taking the oral contraceptive pill

Yes 
/
No
