Date……………                    CALSAYSEAT MEDICAL GROUP
Travel Consultation Record

Details must be completed before your travel clinic appointment to allow the nurse to complete your travel risk assessment/issue prescription if required.

Name…………………………….


Travel Details

DOB…………………………….


Destination……………………

Tel No…………………………..


Date of departure……………..



How long staying…………………

Previous Medical History



Type of Travel – holiday/business/visiting family 

……………………………………….            
or friends/other………………………………………..

……………………………………….

……………………………………….

Accommodation hotel/hostel/camping/other

……………………………………….

Are you taking any regular medication?  

………………………………………..

Are you allergic to any drugs/food?

…………………………………………………….

Are you pregnant?


Are you breast feeding?

Yes/No




Yes/No

Are you planning a pregnancy?

Are you feeling well today?

Yes/No




Yes/No

Previous Immunisation History

Have you had any immunizations in the past 3 weeks – Yes/No

Immunisations outwith the practice – Yes/No     Details……………………………….

Previous reaction to any immunization – Yes/No 

Phobia/faint with injections – Yes/No

	Date
	Previous vaccinations
	Vaccines recommended by Travax for your trip
	Comments

	
	
	
	


To be completed by nurse only

VACCINATION GIVEN:

	Vaccine
	Date
	Batch No.
	Expiry Date
	Dose
	Nurse Signature

	Dip/tet polio booster
	
	
	
	
	

	Typhoid
	
	
	
	
	

	Combined Hep A & typhoid
	
	
	
	
	

	Hep A    1st
               2nd

Booster


	
	
	
	
	

	Hep B     1st
               2nd
               3rd
Booster   /4th
	
	
	
	
	

	Twinrix  1st
               2nd
               3rd         
	
	
	
	
	

	Meningitis ACW
	
	
	
	
	

	Rabies   1st
              2nd
              3rd
	
	
	
	
	

	Yellow Fever

Japanese encephalitis

BCG
	
	
	Not done here
	
	


Travel advice – general advice                          Yes/No
Sexual health advice – Yes/No

                          Travax printout                        Yes/No
Manufacturers advice sheet     Yes/No

 Specific advice - …………………………………………………………………………………………

Malarial prophylaxis recommended for your trip  – 
Advice only        Yes/No

                                                                                  
Chemoprophylaxis recommended        Yes/No

                                                                                  
If yes, specify……………………………………...

         
Advised to make GP appointment – Yes/No

Travel record booklet issued – Yes/No/Updated

Patient Consent

I have received information on the risks and benefits of the vaccines recommended and fully understand them.  I have no reason to suspect that I may be pregnant.  I consent to the vaccines being given.

Patient signature…………………………………………………………..
Date……………….

Nurse signature……………………………………………………………
Date……………….


       ADVISED TO WAIT 15 MINUTES POST-VACCINE

Dorothy Allan

2005










