Travel Plan

Please fill in one form for each person travelling and ensure you answer all of the questions.  Travel Plans submitted 3 weeks or less prior to departure cannot be safely assessed and therefore we will be unable to provide the vaccinations.   You will need to contact a private travel clinic (www.masta-travel-health or telephone  0870 606 2782)
Name   ……………………………………………………………………………………………...

Date of Birth ………………………………………………………………………………………..

Telephone Number  (Home) ………………………….(Work/Mobile) ……………………………
Date of Travel ……………………………Return Date …………………………………………….
Please indicate if you are happy for a message to be left on your answer machine –  YES/NO
Holiday Details
	Country to be visited


	Resort or region
	Length of stay
	Away from medical help at destination? If so how remote?

	1.
	
	
	

	2.
	
	
	

	3.
	
	
	

	4.
	
	
	


Please use additional sheet if there are more countries.

	Please tick the boxes that best describes your trip.

	1. Type of trip
	Business
	
	  Pleasure
	
	   Other
	

	2. Holiday type
	    Package


	
	Self organised


	
	   Backpacking


	

	
	    Camping
	
	Cruise Ship
	
	   Trekking    

 
	

	3. Accommodation
	    Hotel


	
	 With family/friend

home
	
	 Other


	

	4. Travelling
	   Alone
	
	With family/friend
	
	 In a group
	

	5. Staying in area 

    which is
	   Urban
	
	Rural
	
	Altitude
	

	6. Planned activities (Please specify) e.g. Safari, scuba diving. 
   


Do you have any allergies to foods or medicines? …………………………………………………………….

Have you had a serious reaction to a vaccine before? …………………………………………………………

Do you or a close family member have epilepsy? …………………………………………………………….

Do you have any history of mental illness including depression or anxiety? ………………………………….

Have you recently undergone radiotherapy, chemotherapy or steroid treatment? ……………………………..
Do you have any medical conditions? (E.g. heart disease, diabetes etc) ……………………………………….

Women Only Are you pregnant or planning pregnancy or breast feeding? …………………………………...

For Official Use Only

Vaccination History

	Patients Previous Vaccinations
	Year

	
	

	
	

	
	

	
	

	
	


Vaccinations Recommended For This Trip From Fit For Travel or NaTHNaC
	Country Visiting 


	Dip
	Tet
	Polio
	Typhoid
	Hep A
	Hep B
	Others

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	


Vaccinations Patient Requires for This Trip
	
	Booster
	Number 1, 2 or 3
	Additional Information

	Dip/Tet/Polio             


	
	
	

	Typhoid


	
	
	

	Hep A


	
	
	

	Hep B


	
	
	

	Others


	
	
	


Requires malaria prevention advice and malaria chemoprophylaxis

	Chloroquine and proguanil


	
	Mefloquine


	
	Atovaquone & proguanil (Malarone)


	

	Chloroquine
	
	Doxycycline
	
	Malaria Advice Leaflet
	


Has the patient been informed what vaccinations are required                YES/NO

Date they were informed ………………………………………..

Signature …………………………………………………………     Date …………………………………...
