POLMONT PARK MEDICAL GROUP
Meadowbank Health Centre, Salmon Inn Road, Polmont, Falkirk FK2 0XF

Telephone:  01324 715753  Fax:  01324 722419

TRAVEL INFORMATION
YOU MUST HAND IN A COMPLETED FORM A MINIMUM OF 8 WEEKS BEFORE YOU TRAVEL  OTHERWISE WE WILL BE UNABLE TO ADMINISTER THE VACCINES

Patient’s name and date of birth:
PLEASE GIVE CONTACT TELEPHONE NUMBER (INCLUDING MOBILE NUMBER) AND E MAIL ADDRESS:
…………………………………………………………………………………………………………

	COUNTRIES & REGION TO BE VISITED – please be specific as advice can change depending on destination.  Vaccinations may be delayed if we need to contact you to check details.

	LENGTH OF STAY
	NATURE OF VISIT

Work/holiday/type of accommodation
	DATE OF DEPARTURE

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Please note during peak times there may be shortages of certain vaccinations and you may be asked to source these from a pharmacy yourself in order for us to administer them.

PATIENT TO COMPLETE THIS SECTION WITH RELEVANT DETAILS:
KNOWN ALLERGIES   Drugs/ Food




NURSING NOTES

PAST MEDICAL HISTORY

PRESENT MEDICAL HISTORY

CURRENT MEDICATION

PREGNANT OR PLANNING:
YES/NO


BREAST FEEDING:
YES/NO

PRACTICE NURSE TO COMPLETE REMAINDER OF THIS FORM

MALARIA RISK
--------------------------

AWARE/UNDERSTANDING HOW IT IS CONTRACTED
YES/NO

BITE AVOIDANCE ADVISE GIVEN



YES/NO

SIGNS/SYMPTOMS





YES/NO

CHEMOPROPHYLAXIS RECOMMENDED

CHLOROQUINE/PROGUANIL………………….CHEMIST

DOXYCYCLINE/MALARONE/MEFLOQUINE ………PRIVATE PRESCRIPTION
GENERAL TRAVEL ADVICE

-----------------------------------------

FOOD/WATER HYGIENE

SAFE SUN

SAFETY

INSURANCE

PREVIOUS VACCINATION HISTORY

	VACCINE
	DATE
	RECOMMENDED FOR CURRENT TRIP
	RX ISSUED

	TETANUS


	
	
	

	DIPHTHERIA


	
	
	

	POLIO


	
	
	

	TYPHOID


	
	
	

	HEPATITIS A


	
	
	

	HEPATITIS B


	
	
	

	ACWY VACC


	
	
	

	RABIES


	
	
	

	JAP B ENCHEPHAL


	
	
	

	TICK BORNE ENCHEPH


	
	
	

	YELLOW FEVER 


	
	
	

	
	
	
	

	
	
	
	


	VACCINE
	DATE
	SITE
	BATCH NUMBER
	BOOSTER



	REVAXIS
	
	
	
	

	TYPHOID


	
	
	
	

	HEP A


	
	
	
	

	HEP A JUNIOR


	
	
	
	

	HEPATYRIX


	
	
	
	


SIGNATURE

NURSE…………………………………………………………………………
DATE…………………………………
