Wimborne Travel Clinic

The Quarter Jack Surgery,
Rodways Corner,
Wimborne,
Dorset.
BH21 1AP
Tel: 01202 881693 Fax: 01202 882368

Email: wimbornetravelclinic@gmail.com

Name: DOB: / /

Address: Contact Telephone no(s): *preferred
Home:
Mobile:
e.mail:

Please note this service will charge a consultation fee and/or a vaccination fee — see price list.

Please answer the following:

1.  If you are planning a foreign trip please list the countries to be visited (including stopovers and short stays in airport terminals) and
complete the following itinerary

2. Areyou requesting a booster vaccination only? No[ Yes 0O Details:
3. Are seeking a non travel vaccination? NoO Yes O  Details:

Departure Date Country Cities Rural Areas The Coast Length of Stay
4. Will you be travelling to your destination by: Airplane / Boat /[ Car [/ Train / Bus

5. What type of transport do you expect to use while abroad? local buses / car hire / mopeds / bicycles

6. Where do you intend to stay while abroad?  Int. Hotel / Budget Hotel / Guesthouses / Camping / Family

7. What is the purpose of your travel? Holiday [J Work O Volunteering [

8. Are you planning any sporting activities? No O YesO Details: ..ot

Please indicate below the vaccinations you have had.

If you cannot remember the date put the nearest month and/or year. Also add any other vaccinations you are unsure of

Vaccination

Date(s) Vaccination

Given

Date(s) Vaccination

Given

Date(s)
Given

Vaccination

Date(s)
Given



mailto:wimbornetravelclinic@gmail.com

Polio Typhoid Diphtheria/ Hepatitis A
Tetanus
Hepatitis B BCG Yellow fever Rabies
Meningitis ACWY Japanese Miscellaneous
Encephalitis
Patient Signature ... Date

Wimborne Travel Clinic

MEDICAL QUESTIONNAIRE

Are you fit and healthy at present? Yes o© NO O Details ...cccoeveeuereerercirieeerre e

Do you have any allergies e.g

nuts, eggs, antibiotics? No © Yes 0 Details .oovveveivereeeeerieereseieseeesiee e

Have you had a serious
reaction to any previous

vaccine? No o Yes o Details

Does having an injection

make you feel faint? No © Yes O Details .ooveveeeereeieneree e

Have you had past or

recent surgery? No o Yes O Details .ooovereevereeeererieerenereesee e

Are you on any medication? No o Yes O Details .ooovereerereeeererieererer e

(Please bring a repeat prescription)




Are you on any immunosuppressive No © Yes o Details

treatment? ie. steroids,

methotrexate etc.

Do you or any close family

member suffer from epilepsy? No © Yes O Details .ooeeveeeereeieereeeree et

Do you have a history of
mental illness including

depression or anxiety? No © Yes o Details

Do you have any medical conditions? No © Yes O Details .ooveveevereeieeiee e

Such as diabetes, asthma etc.

Office Use Only

VACCINATION RECOMMENDED OPTIONAL N/A

Typhoid

Hep A

Hep B

DTP

Yellow Fever

Tick borne Encephalitis

Japanese Encephalitis

Cholera

Rabies

Meningitis ACWY

DOCLOr SIZNATUIE .ottt b bttt sr e aseane e DAt vt



