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TRAVEL VACCINATION QUESTIONNAIRE
	PLEASE COMPLETE THIS FORM AND RETURN IT TO THE RECEPTIONIST AT LEAST 6 WEEKS BEFORE YOUR DEPARTURE DATE.  
If necessary Reception / the Practice Nurse will contact you by phone to discuss your holiday requirements. Please use reverse side of form if you need to.

	NAME:
	DOB:

	ADDRESS 
	

	
	
	TEL:

	DESTINATIONS – COUNTRY 

	REASON FOR TRAVEL    Holiday /Work
	LENGTH OF STAY

	DATE OF TRAVEL


	TYPE OF ACCOMODATION  

(e.g. hotel, self-catering, camping, backpacking, etc )

	PLEASE LIST ANY ALLERGIES

	PLEASE SUPPLY Vaccination requirements print out from

 Travel websites: 

 www.fitfortravel.nhs.uk or www.nathnac.org 


	Are you pregnant or might you be before you travel?         Yes    /    No

	Vaccinations Required (State if you have had any previous adverse reactions)

	
	INJECTION
	Yes /  No
	
	INJECTION
	Yes / No
	
	

	
	Tetanus
	
	
	Hepatitis A
	
	
	

	
	Polio
	
	
	Hepatitis B
	
	
	

	
	Rabies
	
	
	Cholera
	
	
	

	
	Yellow fever
	Must be given at registered YF Vaccination clinic
	Meningitis A/C
	
	
	

	
	Tuberculosis
	
	
	Malaria Prophylaxis 
	
	
	

	
	Typhoid
	
	
	Other: 
	
	
	

	Have you had a blood test for Hepatitis A or B?   Yes   /   No

	Patient signature                                                       
	Date
	Continue on next sheet


Please add any additional information below:

  30 Holland Road


Plymstock


Plymouth


PL9 9BW


Tel:  (01752) 403206


� HYPERLINK "http://www.church-view-surgery.co.uk" �www.church-view-surgery.co.uk� 








