	TELCON
	Date
	Time
	Nurse


THE QUARTER JACK SURGERY

TRAVEL QUESTIONNAIRE

	NAME

	DOB
	GP

	CONTACT TELEPHONE NUMBER


Please answer or circle (whichever is appropriate) the following:

1. Are you requesting a booster vaccination only? 

No

Yes (go straight to question 8)
2. Please list the countries to be visited (including stopovers and short stays in airport terminal)

	Departure date
	Country
	Cities
	Rural areas
	The coast
	Length of stay

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


3. Will you be travelling to your destination by:  
Aeroplane
Boat
Car
Train
Bus

4. What type of transport do you expect to use while abroad?   (eg local buses, car hire, renting mopeds or bicycles)

     __________________________________________________________________________________________

5. Where do you intend to stay while abroad?  (eg international or budget hotels, guesthouses, camping or with       

    relatives?
    ___________________________________________________________________________________________                                             

6. What is the purpose of your travel?
Holiday

Visiting relatives/friends

Work

    If work, what type? ___________________________      Other (please give details) _______________________

7. Are you planning/anticipating doing any sporting activities?

No

Yes

     If yes please list (eg diving)  ___________________________________________________________________

8. Have you had any of the following?   Heart problems     High blood pressure     Diabetes    Asthma      Allergies

    Breathing problems
Myaesthenia gravis
Splenectomy
DVT     Epilepsy      G6PD deficiency

    Please detail any other medical problems __________________________________________________________

9. Have you recently had any illness, surgery or dental treatment?
No

Yes

     If yes please list _____________________________________________________________________________

10. Are you pregnant or planning to get pregnant (female)?

No

Yes

11 Do you take any medication?
No
Yes – please give details _____________________________________

12 Are you well today?

No
Yes

13 Do you smoke?

No 
Yes

Do you drink alcohol?
No
Yes

14 Please indicate below the vaccinations you have had.  If you cannot remember the date put the nearest month       

     and/or year.  Also add any other vaccinations you are unsure of.

	Vaccination
	Date given
	Vaccination
	Date given
	Vaccination
	Date given
	Vaccination
	Date given

	Polio
	
	Typhoid
	
	Tetanus
	
	Hepatitis A
	

	Hepatitis B
	
	Diphtheria
	
	Yellow fever
	
	BCG
	


15. Have you had a previous reaction to any vaccines?

No

Yes

16. Do you feel faint with an injection?



No

Yes

PLEASE SIGN CONSENT OVERLEAF
