WATLEDGE SURGERY TRAVEL FORM. 


	PERSONAL DETAILS - please complete at least three days prior to your appointment with the practice nurse.

	NAME
	DATE OF BIRTH

	CONTACT TELPHONE NUMBER
	MALE [] FEMALE []

	DATES OF TRIP

	DATE OF DEPARTURE
	

	RETURN DATE OR OVERALL LENGTH OF STAY
	

	ITINERARY AND PURPOSE OF VISIT including any stop overs

	COUNTRIES TO BE VISITED
	LENGTH OF STAY
	HOW REMOTE FROM MEDICAL ASSITANCE?

	1
	
	

	2
	
	

	3
	
	

	Please tick below to best describe your trip
DO YOU PLAN ANY: 

Safaris

Trips to the jungle

Trips into difficult terrain

Hill walking

Climbing mountains 

To what height is the climb

WILL YOU BE STAYING IN HOTELS OR UNDER MORE PRIMITIVE CONDITIONS (Please specify)



	PERSONAL MEDICAL HISTORY

	Do you have any allergies? E.g. nuts eggs antibiotics or latex?

	Do you have any history or mental illness including depression or anxiety?

	Have recently undergone radiotherapy, chemotherapy, or steroid treatment?

	Do you smoke?
	If so how many?
	 Would you like to stop?

	Do you drink alcohol?
	If so how much?
	Would you like to discuss you alcohol intake?

	Are you pregnant or planning pregnancy or breast feeding?

	Have you taken out travel insurance & if you have a medical condition, informed the insurance company about this?

	VACCINATION HISTORY

	Have you ever had any of the following vaccinations/malaria tablets and if so when?

	Tetanus
	
	Polio
	
	Diptheria
	

	Typhoid
	
	Hepatitis A
	
	Hepatitis B
	

	Meningitis
	
	Yellow Fever
	
	Influenza
	

	Rabies
	
	Jep B Enceph
	
	Tick Bourne
	

	Other 

	Malaria Tablets

	For discussion when your risk assessment is performed within your appointment:

I have no reason to think that I might be pregnant. I have received information on the risks and benefits of the vaccines recommended and have had the opportunity to ask questions. I consent to the vaccines being given.

	Signed:
	Date:



	*****Please phone before your appointment to check if there are injections needed if not cancel appointment******

	FOR PRACTICE USE ONLY

	Patients name:

	Travel risk assessment performed:    YES []      NO[]

	Travel vaccinations recommend for this trip

	Disease protection
	YES
	NO
	UP TO DATE
	Further information

	Hepatitis A
	
	
	
	

	Hepatitis B
	
	
	
	

	Typhoid
	
	
	
	

	Tetanus
	
	
	
	

	Diptheria
	
	
	
	

	Polio
	
	
	
	

	Meningitis ACWY
	
	
	
	

	Yellow Fever
	
	
	
	

	Rabies
	
	
	
	

	Jap B Enceph
	
	
	
	

	Rabies
	
	
	
	

	Other
	
	
	
	

	Travel advice and leaflets given 

	Food water and personal hygiene
	
	Travellers diarrhoea
	
	Blood and body fluid infection risk
	

	Insect bite prevention
	
	Animal bites
	
	Accidents
	

	Insurance
	
	Air travel
	
	Sun and heat protection
	

	Websites
	
	SMS vaccines reminder service set up
	

	Travel record card given
	
	Other
	

	Malaria prevention advice and malaria chemoprophylaxis

	Chloroquine & Proguanil
	
	Atovaquone & Proguanil
	

	Chlorquine
	
	Mefloquine
	

	Doxycycline
	
	Malaria leaflet advice
	

	Further information

	e.g. weight of child

	AUTHORISATION FOR PATIENT SPECIFIC DIRECTION (PSD) USE

	ASSESSORS NAME
	
	SIGNATURE
	
	DATE
	

	PRESCRIBERS NAME
	
	SIGNATURE
	
	DATE
	


UPDATED 26/11/2010

