Dr Ashenhurst and Partners, Waterside Health Centre

TRAVEL VACCINATION QUESTIONNAIRE

                       





Date: ___________

	Name
	

	Address
	

	DOB/Age
	

	Contact Tel. No.
	

	
	

	Country Visiting
	

	
	

	Date Of Departure
	

	
	

	Length Of Stay (Approx) 
	

	
	
	

	
	
	Please Tick

	Accommodation 
	Tourist
	

	
	Staying With Locals In Major City/Tourist Resort
	

	
	Staying In Remote Area/Backpacking
	

	
	
	

	Vaccinations
	Requested By Patient (If Any)
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	Vaccinations
	Already Given (Dates if Known)
	Date

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


DO YOU NEED ANTI-MALARIAL PROPLYLAXIS
YES/NO/DON’T KNOW 

Computer Up-dated  Yes ____  No____          Initials________
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