
ospital Group

TRAVEL MEDICINE
QUESTIONNAIRE (TRAVEL CLINIC)

Please complete this  form before your appointment and present i t  to the doctor.

IMPORTANT  :  P lease br ing your vaccinat ion card or booklet with you.

Today’s date:  . . . . . . / . . . . . /20. . . .

Your GP: . . . . . . . . . . . . . . . . . . . . . . . . . .

Date of departure : . . . . . / . . . . . /20. . .
Return date : . . . . . / . . . . . /20. . .

Countries and regions to be visited:
Country 1 :  ____________________ Durat ion:
Country 2 :  ____________________ Durat ion: 
Country 3 :  ____________________ Durat ion: 

Do you plan to travel often in the future? 
[  ]  Yes |  [  ]  No

Have you ever travel led to tropical countries?
[  ]  No |  [  ]  Yes (Which ones:____________________)

Mode of travel: 
[  ]  Alone |  [  ]  In a group |  [  ]  With family
[  ]  With a tour operator

Do you have any ALLERGIES ? 
(Skin rash,  swel l ing, breathing diff icult ies)
[  ]  No |  [  ]  Yes :  [  ] 
Eggs |  [  ]  Latex |  [  ]  Vaccines |  [  ] 
Medicines (Please specify:  ________________)

For women:
Are you pregnant?
[  ]  Yes |  [  ]  Non
Are you breastfeeding? [  ]  Yes |  [  ]  No
Are you on the pi l l?  [  ]  Yes |  [  ]  No
Are you planning to become pregnant within 3
months of your tr ip? [  ]  Yes |  [  ]  No

Do you suffer f rom a chronic or ser ious i l lness?
 ___________________________________________

___________________________________________

YOUR JOURNEY

YOUR HEALTH

Do you st i l l  have your spleen?
[  ]  Yes |  [  ]  No
Do you have a thymus problem?
[ ]  Yes |  [  ]  No
Have you ever had an organ transplant? 
[  ]  Yes |  [  ]  No

Do you have HIV /  AIDS?
[ ]  Yes |  [  ]  No
Have you ever had an operat ion? [  ]  No |  [  ]  Yes
Yes :  ________________________________________

Do you suffer f rom epi lepsy,  depression, anxiety
or mental  health issues?
 ___________________________________________

___________________________________________

Type of hol iday:
[  ]  Tourism / Hotel  /  Hol iday club
[ ]  Adventure /  Backpacking /  Homestay
[  ]  V is i t ing family or f r iends
[  ]  Humanitar ian /  Professional  /  Work placement / 
Expatr iat ion

Specif ic activit ies planned:
[  ]  Diving 
[  ]  Cl imbing
[ ]  High-alt i tude mountaineering (>2500m) 
[  ]  Trekking



Are you current ly taking medicat ion for:

The stomach? ________________________ 
The heart? ________________________
The lungs? ______________________
Blood thinners? ________________

Psoriasis  /  Eczema / Rheumatism?
 ________________________________________

Section reserved for the exclusive use of the doctor

1. Malaria prophylaxis :

[  ]  Atovaquone/proguani l
[  ]  Doxycycl ine
[  ]  Mefloquine
[  ]  No specif ic  measures

2. Vaccines administered today:

[  ]  STAMARIL			   [  ]  TYPHIM			   [  ]  RABIPUR
[ ]  AVAXIM			   [  ]  REVAXIS			   [  ]  VAQTA JUNIOR
[ ]  BOOSTRIX			   [  ]  FSME-IMMUN		  [  ]  ENGERIX
[ ]  BOOSTRIX POLIO		  [  ]  FSME-IMMUN JUN 		 [  ]  ENGERIX JUN
[ ]  POLIO			   [  ]  IMOVAX POLIO		  [  ]  TWINRIX
[ ]  NIMENRIX			   [  ]  IXIARO			   [  ]  TWINRIX JUNIOR
[ ]  QDENGA			   [  ]  IXCHIQ

Other :  ____________________________________________________________________________________

3. Patient information sheets provided & Advice given:
[  ]  Malar ia /  PPAV
[ ]  Diarrhoea /  Faecal  contaminat ion
[  ]  Alt i tude
[ ]  Rabies /  Zoonoses
[  ]  Travel  f i rst-aid ki t
[  ]  Standby treatment

4. Prescription for dysentery / severe diarrhoea:
[  ]  Azithromycin
[  ]  Ofloxacin ( i f  a l lergic to macrol ides) 
[  ]  Loperamide

CURRENT TREATMENTS AND MEDICATION MEDICAL CHECKLIST (TO BE COMPLETED BY THE DOCTOR)

Cort isone or immunosuppressant / 
biologic therapy?
 ________________________________________

Detai ls  of  your current treatment:
1. 	 __________________________________ 
2. 	 __________________________________ 
3. 	 __________________________________
4.	 __________________________________

Have you ever had:
Jaundice / Hepatit is A? [  ]  Yes |  [  ]  No | 
Measles?  [  ]  Yes |  [  ]  No

Please state the date of your LAST injection for the fol lowing vaccines:

YOUR VACCINATION HISTORY & MEDICAL HISTORY

VACCINES DATE (OR YEAR) NUMBER OF DOSES
RECEIVED (IF KNOWN)

Tetanus / Diphtheria / Polio

Hepatitis A (Jaundice) [ ] 1 dose [ ] 2 doses [ ] 3 doses

Hepatitis B
[ ] 1 dose [ ] 2 doses 

[ ] 3 doses  [ ] 4 doses 

Yellow fever

Typhoid

Measles / Rubella / Mumps (MMR)

Meningococcal ACWY

Rabies

Japanese Encephalitis

Tick-borne encephalitis (FSME)

Covid-19

Mpox (Monkeypox))


