TRAVEL RISK MANAGEMENT FORM
Form A - Travel Risk Assessment (Traveller to Complete)
To be completed by traveller prior to appointment and returned to reception.
	Title (Mr/Mrs/Miss/Ms/Other)
	

	Forename(s)
	

	Surname
	

	Date of Birth
	

	Address (including postcode)
	

	Telephone/Mobile Number
	

	Email
	

	Date of Departure
	


Trip Details
	Country to be visited
	Exact location/region
	City or Rural
	Length of Stay
	Notes

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Travel insurance arranged?  Yes / No
Do you plan to travel abroad again in future?  Yes / No
Type and Purpose of Trip
Holiday □  Business □  Visiting Friends/Family □  Backpacking □  Cruise □  Camping/Hostels □  Safari □  Adventure □  Volunteer Work □  Pilgrimage □  Diving □  Healthcare Worker □  Medical Tourism □  Expatriate □ Other □  
Additional Information:



Personal Medical History
	Condition
	Yes
	No
	Details

	Fit and well today
	
	
	

	Allergies including food, latex or medication
	
	
	

	Severe reaction to vaccine before
	
	
	

	Tendency to faint with injections
	
	
	

	Previous surgery (including spleen/thymus removal)
	
	
	

	Recent chemotherapy/radiotherapy/organ transplant
	
	
	

	Anaemia
	
	
	

	Bleeding/clotting disorders (including DVT)
	
	
	

	Heart disease
	
	
	

	Diabetes
	
	
	

	Disability
	
	
	

	Epilepsy/seizures
	
	
	

	Gastrointestinal complaints
	
	
	

	Liver or kidney problems
	
	
	

	HIV/AIDS
	
	
	

	Immune system condition
	
	
	

	Mental health issues
	
	
	

	Neurological illness
	
	
	

	Respiratory disease
	
	
	

	Rheumatology conditions
	
	
	

	Spleen problems
	
	
	

	Any other conditions
	
	
	


Women Only
Pregnant? Yes / No
Breastfeeding? Yes / No
Planning pregnancy while away? Yes / No
Vaccines / Malaria Tablets Previously Taken
	Vaccine
	Date / Details

	Tetanus/Polio/Diphtheria
	

	MMR
	

	Influenza
	

	Typhoid
	

	Hepatitis A
	

	Pneumococcal
	

	Cholera
	

	Hepatitis B
	

	Meningitis
	

	Rabies
	

	Japanese Encephalitis
	

	Tick Borne Encephalitis
	

	Yellow Fever
	

	BCG
	

	Other
	

	Malaria tablets
	




Form B - For Health Professional Use Only
	Patient Name
	

	Date of Birth
	

	Childhood Immunisation History Checked
	

	Travel Vaccine Database Consulted (NaTHNaC/TRAVAX/Other)
	

	Additional Information
	

	Malaria Recommendation
	


Disease protection advised and travel advice provided:
	Vaccine/Advice
	Recommended / Given

	BCG
	

	Cholera
	

	DTP
	

	Hepatitis A
	

	Hepatitis B
	

	Hep A+B
	

	Hep A + Typhoid
	

	Influenza
	

	MenACWY
	

	MMR
	

	Rabies
	

	TBE
	

	Typhoid
	


Clinician Signature: _____________________   Date: ______________
