TRAVEL VACCINATION FORM for LATCHFORD MEDICAL CENTRE
	Please READ this Patient Information before completing this form. 

	1. This form needs to be returned as soon as possible – ideally at least 2 months before travel.
If the form is returned less than a month before the date of travel you may be advised that we cannot help you and you will be given a list of private travel clinics that can usually provide short notice advice & vaccinations. 

2. You need to complete one form for each person travelling. 

3. Upon receipt of this form a receptionist will arrange a telephone appointment for you with the nurse.

4. During this telephone appointment the nurse will advise which vaccinations you may require. 

The following vaccines are available on the NHS and will be administered free of charge if required:
· Diphtheria/Tetanus/Polio

· Typhoid

· Hepatitis A

· MMR

Vaccines not listed above may carry a private prescription cost (payable to the chemist) and a £10 administration charge for each vaccine (payable to the practice). There is an additional £10 charge for each prescription of anti-malaria treatment.

	Personal details

	Name
	
	DOB
	□ Male  □ Female

	Address
	

	Home Tel
	
	Mobile Tel

	Dates of trip

	Departure date
	Return date / length of trip

	Itinerary

	Country
	City/ Area
	Length of stay

	e.g. India 
	Mumbai
	2 weeks

	1
	
	

	2
	
	

	3
	
	

	4
	
	

	Purpose of visit

	Type of trip
	□ Business   
	□ Pleasure
	□ Other

	Holiday type
	□ Package

□ Trekking
	□ Camping

□ Backpacking
	□ Self organised

□ Cruise ship

	Accommodation
	□ Hotel
	□ Relatives/family home
	□ Other

	Travelling
	□ Alone
	□ With family/friend
	□ In a group

	Type of area
	□ Urban
	□ Rural
	□ At altitude

	Planned activities
	□ Safari
	□ Adventure
	□ Other

	Personal medical history

	Please list any over the counter medication you are taking



	Do you have any allergies for example eggs, antibiotics or nuts?(please list if yes)
	□ Yes
	□ No

	Have you ever had a serious reaction to a vaccine given to you before?
	□ Yes
	□ No

	Do you or your close family members have epilepsy?
	□ Yes
	□ No

	Do you have any history of mental illness, including depression or anxiety?
	□ Yes
	□ No

	Have you recently had chemotherapy, radiotherapy or steroid treatment?
	□ Yes
	□ No

	Women only – Are you pregnant, planning pregnancy, or breast feeding?
	□ Yes
	□ No

	Have you taken out travel insurance, and if you have a medical condition, informed the insurance company about this?
	□ Yes
	□ No

	Please provide any further information which you think may be relevant



	Declaration

	I declare that the information provided is accurate to the best of my knowledge

	Patient Signature
	Date


	FOR OFFICIAL USE ONLY

	Travel risk assessment done                □ Yes      □ No
	Vaccinations to commence on/before: 

	Travel vaccinations recommended for this trip

	□ Hepatitis A

	□ Hepatitis B

	□ Typhoid

	□ Cholera

	□ Polio

	□ Tetanus

	□ Diptheria

	□ Meningitis ACWY

	□ Yellow fever

	□ Rabies

	□ Japanese encephalitis

	□ Tick borne encephalitis

	□ MMR

	□ Swine flu

	Travel advice and leaflets given

	□ Food, water and personal hygiene
	□ Traveller’s diarrhoea
	□ Hepatitis B and HIV

	□ Insect bite prevention
	□ Animal bites
	□ Accidents

	□ Insurances
	□ Air travel
	□ Sun and heat protection

	□ Websites
	□ Other

	Malaria prevention advice and chemoprophylaxis

	□ Chlorquine and proguanil
	□ Chloroquine
	□ Mefloquine

	□ Atovaquone & proguanil (Malarone)
	□ Doxycycline
	□ Other

	□ Malaria advice leaflet
	□ A B C D advice
	

	Further information

	

	Authorisation

	Signature
	Print
	Date

	Amount to be collected by reception (if any)

	□ Not applicable
	□ Amount:


