

	Patient to complete and return to surgery, for the nurse to check needs.



	Contact the surgery 1 week after you have returned this form to us for information about the required vaccinations, and to arrange an appointment to see the Nurse if necessary.


	NAME
	Date of Birth

	ADDRESS:
	DEPARTURE DATE                ___/   ___/    ___/

	
	GP NAME

	Home Tel No:
	Mobile:
	Work Tel No:

	COUNTRY TO BE VISITED
	REGION / AREAS TO BE VISITED
	LENGTH OF STAY IN EACH REGION

	 
	 
	 

	 
	 
	 

	 
	 
	 

	 
	 
	 

	 
	 
	 

	 
	 
	 

	 
	 
	 

	 
	 
	 

	Please circle the purpose of your holiday: resort holiday, trekking, cruise, staying with family or business.
	Please attach a separate sheet of paper if needed to give as much information as you can if trekking.

	Declaration by Patient:  In order to give appropriate advice and vaccinations, it is necessary for you to answer the following questions.  If you are unhappy about answering these questions, please feel free to make an appointment to see a doctor or nurse for further discussion.  

	Please read the Immunisation Information for Patients leaflet (on our website) for more information on the vaccines and implications that may arise from your immunisation.

	N.B. Certain injections for holiday travel incur a charge including administration charges, please see the reverse for details.  Payment must be made at time of appointment, we accept cash and cheques made payable to  'St Marys Surgery' and by debit card.

	PLEASE BE ASSURED THAT ANY INFORMATION GIVEN IS STRICTLY CONFIDENTIAL

	PLEASE CIRCLE THE APPROPRIATE ANSWER TO THE FOLLOWING QUESTIONS:-

	Is your period late?
	
	Yes  /  No

	Are you pregnant?
	
	Yes  /  No

	Are you taking steroids?
	
	Yes  /  No

	Are you having chemotherapy radiotherapy?
	
	Yes  /  No

	Are you suffering form AIDS or at risk of being HIV positive?
	Yes  /  No

	Are you unwell at present?
	
	Yes  /  No

	Are you allergic to eggs?
	
	Yes  /  No

	Are you allergic to antibiotics?
	
	Yes  /  No

	If so which?
	
	Yes  /  No

	Do you have allergies, if so which?

	
	Yes  /  No

	Patients signature…………………………………………………………………
	Date:…………………………………………

	© 12.07.2010


TO BE COMPLETED BY THE NURSE
Start Date………………Patient Name………………………..….
Length of stay……………………………...Country………………………………………………………………
	
	Recommended
	Covered
	Course /

Booster
	Invoice
	Patient Specific Directions
	

	Revaxis—Tetanus, Diptheria and Polio
	
	
	
	
	
	Free

	Hepatitis A—course of 2 injections
	
	
	
	
	
	Free

	Typhoid
	
	
	
	
	
	Free

	Hepatitis B— course of 3 injections
	
	
	
	
	
	£90

	Yellow Fever including certificate
	
	
	
	
	
	£55

	Meningitis  ACWY   Administration charge
	
	
	
	
	
	£36

	Rabies—course of 3 injections
	
	
	
	
	
	£120

	Malaria advice (bite protection info sheet given)
	
	
	
	
	
	Free

	Malaria—Private Prescription, 

N.B. Chemist will also charge per tablet
Chloroquine

Paludrine

Malarone

Doxcycline

Larium
	
	£16

	Other
	
	


Nurse’s Comments







Nurse Signature………………………………….Date…………
	Vaccine
	0 day
	Date
	7 days
	Date
	14 days
	Date
	21 days
	Date
	28 days 
	Date

	Revaxis
	
	
	
	
	
	
	
	
	
	

	Typhoid
	
	
	
	
	
	
	
	
	
	

	Hep A
	
	
	
	
	
	
	
	
	
	

	Hep B
	
	
	
	
	
	
	
	
	
	

	Yellow Fever
	
	
	
	
	
	
	
	
	
	

	Rabies
	
	
	
	
	
	
	
	
	
	

	Meningitis ACWY
	
	
	
	
	
	
	
	
	
	

	MMR
	
	
	
	
	
	
	
	
	
	

	Other
	
	
	
	
	
	
	
	
	
	


TRAVEL IMMUNISATION GUIDE     (Please print clearly)       
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