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OVERSEAS TRAVEL INFORMATION
Please ensure all relevant information is provided. Ferrers Clinic shall not be liable for any advice or treatment provided based on incorrect or incomplete information.
The cost of vaccines must be paid on the day the vaccines are given.
	Client Name:
	
	Date of Birth:
	

	Address:
	

	Phone No:
	
	Mobile No:
	



Medical and Travel Questionaire
Medical History			    Travel Information
	Diabetes
	Yes / No
	Have you travelled to Asia or South America before? If so
	Yes / No

	Asthma
	Yes / No
	.....Did you live in any of these areas for more than 3 months?
	Yes / No

	Epilepsy
	Yes / No
	.....Did you experience any health problems during this period?
	Yes / No

	Anxiety
	Yes / No
	Have you been a patient in hospital in the last 6 weeks?
	Yes / No

	Depression
	Yes / No
	Have you had altitude sickness?
	Yes / No

	Hepatitis A
	Yes / No
	Do you currently have a respiratory illness?
	Yes / No

	Splenectomy
	Yes / No
	Have you had a thymectomy or myasthenia gravis?
	Yes / No

	Blood Transfusion
	Yes / No
	Have you ever felt faint after an injection?
	Yes / No

	Immune Disorders
	Yes / No
	Have you had any vaccinations in the last month?
	Yes / No

	Are you pregnant?
	Yes / No
	Do you plan to be pregnant whilst you are travelling?
	Yes / No



	Allergies:
	

	Regular Medications: 
	



Immunisation History (if you have had any of these immunisations, please record year)
	Hepatitis A
	
	Measles/Rubella
	
	Yellow Fever
	

	Hepatitis B
	
	Fluvax
	
	Meningococcal ACWY
	

	Tetanus/Diptheria
	
	Cholera
	
	Japanese Encephalitis
	

	Whooping Cough
	
	Typhoid
	
	
	



Travel Type – you can circle more than one
	Resort: 
	Yes / No
	Work:
	Yes / No
	Backpacking:
	Yes / No


Date of Departure (please ensure date is included):   	……………………………………..
Return Date: 							……………………………………..
	Country
	Duration
	Environment
	Living Conditions

	
	Days/weeks
	Rural
	Urban
	Altitude
	Backpack
	2-3 star
	4-5 star
	Transit

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	



Checked by:  ………………………………………………………..   Date form returned: ………..………………
			(Admin Staff)
Appointment with: Dr ………………………………………………………. on …………………………………..
(OFFICE USE ONLY) – this section to be completed by staff member
Recommended vaccines for this period of travel 

















Highly recommend browsing for further travel information and alerts
Centers for Disease Control and Prevention Travelers’Health – Destination – Travelers’ Health CDC - www.nc.cdc.gov/travel/destinations/list.html   
The Aust. Government travel advisory and consular information service - www.smartraveller.gov.au/tips/travellwell.html  
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