	Name:
	Date of Birth:

	Date of Departure:
	Date of Return:

	Countries being visited (resorts, regions, country, countries travelling through)
	
Number of days in the country
	
Type of accommodation (hotel/hostel/campsite/cruise)

	
	
	

	Type of travel and purpose of trip – please tick all that apply

	Holiday
	
	Staying in a Hotel
	
	Backpacking
	
	Business Trip
	

	Cruise Ship
	
	Camping/Hostel
	
	Expatriate
	
	Safari
	

	Adventure
	
	Volunteer Work
	
	Pilgrimage
	
	Driving
	

	Healthcare Worker
	
	Medical Tourism
	
	Visiting Friends/Family
	
	Additional Information
	

	Any plans to travel abroad again in the future?

	Medical History:

	Any known allergies?
	

	Details of any conditions that may affect travel plans – e.g., pregnancy, HIV/Aids etc
	

	Women only – Pregnant or planning pregnancy or breast feeding. 
	


The information on this form will help the nurse to identify if you require any vaccinations before travel. Please complete all details. Pre–Travel Questionnaire


For completion by clinician – Details of any vaccinations
	Vaccination
	Comments

	Hepatitis A
	

	Typhoid Fever
	

	Cholera
	

	Influenza
	

	MMR
	

	DTAP
	

	Other Information
	



Staff Name ____________________________        Date ___________________________________
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