Date Rcvd: ……………

TRAVEL VACCINATION FORM
Complete Section 1 and hand your form to Reception.  The form and a prescription, if required, will be available for you to collect after 5 working days.  If your prescription is for vaccines you will be required to make a Nurse appointment to have your vaccinations.
Section 1 – To be completed by patient

	Name
	
	DOB
	

	Address
	

	Tel: Home
	
	Mobile:
	

	Countries to be visited
	

	Tick as appropriate
	Hotel/Appts
	
	Backpacking
	
	Cruise
	

	Date of Travel:                                       For how long?

	Are you allergic to any medication?                        Yes  /  No
	          

	Are you pregnant, breast feeding or planning pregnancy
	          Yes /   No

	Did you receive all of your childhood vaccinations?

	  Yes  /  No / Don’t Know

	List all vaccinations received in the last 10 years along with dates




Section 2 – To be completed by nurse

	Vaccine Required       Yes / No

Malaria Required       Yes / No
	Combined vaccine name
	Booster if required

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


…………………………………………….(Practice Nurse)        ………………………(Date)
