	Going abroad on holiday or business?

	You may need travel vaccinations/anti-malarials depending on the country or countries you intend to visit.  Please go to www.fitfortravel.nhs.uk to find out if you need antimalarials, if possible print out the map
and star ** on the map where you are going.

	As the vaccines are not immediately effective, please contact us at least 8 weeks before you travel
(allow 12 weeks for a trip in a remote area)
 
Please complete a travel form and hand to the receptionist or complete one via the website: cdhc.co.uk  The nurse will contact you to arrange an appointment if you need one.
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	Where will you be staying?
e.g. town/rural/coastal areas?

……………………………………………….

……………………………………………….

……………………………………………….

	Full Name: 
………………………………………..
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	Do you plan any safaris; jungle exploration; travel in unusual terrain or staying at high altitude?
	Yes
	No



Type of Activity: ……………………………

……………………………………………….

……………………………………………….

	Date of Birth: 
………………………………………..
	
	
	

	Address: ………………………………………………………..

………………………………………………………..

………………………………………………………..

	
	
	

	Home Tel  Number: 
…………………………………..
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	Are you pregnant?   
	Yes
	No


or planning to become pregnant?
	Yes
	No




	Daytime Tel No:
…………………………………..
	
	
	

	Email Address:
…………………………………..
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	Are you allergic to eggs/antibiotics 
	Yes
	No




	1 
	Departure date:
…………………………………..
	
	
	or had a previous reaction to vaccines?
	Yes
	No


Please specify if yes:

…….………………..………………………..
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	Which countries do you intend to visit?
 (exact destination please)

..………………………………………………..

…………………………………………………

Resort, Town, City? …………………………

…………………………………………………
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	Please list any vaccinations you have had which were not done at this surgery and approximate date if known:

………….…………………………………

…………………………………………….

…………………………………………….

…………………………………………….
PLEASE NOTE: 
If you have a temperature on the day of your vaccinations, you will be unable to have them.

	3
	Duration of stay abroad? 

…………………………………………………

In each area? …………………………………

…………………………………………………

	
	
	

	

	
	
	

	Office Use Only – Chargeable Vaccines/Antimalarials


	
Name of Vaccine

	
	Date administered
	
	Cost as discussed with patient
	Amount Paid
	Date Paid
	

	Diptheria/Tetanus/Polio
	
	

	
	
	
	
	

	Typhoid
	
	

	
	
	
	
	

	Hepatitis A
	
	

	
	
	
	
	

	Other (please specify)
	
	

	
	
	
	
	

	

	
	
	
	
	
	
	

	

	
	
	
	
	
	
	

	

	
	
	
	
	
	
	

	Antimalarials
 (please specify)
	
	Date issued
	
	Cost as discussed with patient
	Amount Paid
	[bookmark: _GoBack]Date Paid
	

	

	
	
	
	
	
	
	

	

	
	
	
	
	
	
	

	

	
	
	
	
	
	
	



