DR LYNCH & PARTNERS

Date form given to patient: ________________________
Appointment time allocated: ________________ mins.

Appointment given – date: ____________________ time __________________ 

NAME:  ______________________________________________

Date of Birth:     ___________________________________

Easiest contact telephone number: ____________________ or ____________________

Dates of travel: ___________________________________

Overall length of trip: _______________________________

ITINERARY 

Country to be visited


Length of stay

       Purpose of visit

1. ___________________

___________________
        _________________
2. ___________________

___________________
        _________________

3. ___________________

___________________
        _________________

4. ___________________

___________________
        _________________

Are you going to be doing any of the following activities?

Altitude      Yes/No        Diving     Yes/No
Hiking      Yes/No      Other extreme sport
                                                                                Give details:  ____________________
MEDICAL HISTORY




Complete details
	Significant medical history: 


	

	Any medication:


	

	Any Allergies:


	

	Have you ever reacted to any vaccine given before?
	

	Have you ever fainted?


	

	Do you or close family members have epilepsy?
	


	Do you have any history of mental illness, anxiety or depression?
	

	Have you recently undergone any radiotherapy, chemotherapy or a high dose of steroid therapy?
	

	Women Only
	

	Are you planning a pregnancy?
	

	Are you pregnant?
	

	Are you breast feeding?
	


Please list any vaccines you have had previously:

	Vaccination:
	Date Received
	Vaccination:
	Date Received

	Tetanus
	
	Rabies
	

	Typhoid
	
	Yellow Fever
	

	Polio
	
	Meningitis
	

	Diphtheria
	
	Other: ____________
	

	Hepatitis A
	
	Have you had anti-malarial tablets before?
	No

	Hepatitis B
	
	
	Yes: 


Recommended vaccines for this trip are based on information obtained from TRAVAX


Malaria Prevention
	Diphtheria
	

	Tetanus
	

	Polio
	

	Typhoid
	

	Hepatitis A
	

	Hepatitis B
	

	Meningitis ACWY
	

	Yellow Fever
	

	Rabies
	

	Japanese B Enc.
	

	Tick Borne Enc
	

	Cholera
	

	Other:__________
	


                                              Insect bite prevention advice given (
                                      Chloroquine & proguanil                        (
                                      Atouaquone & proguanil (Malarone)
(
                                      Chloroquine                                           (         

                                 Mefloquine (Larium)                   
(   
                                       Doxycycline                                          (    

                                       Weight of Child                                                                                                                           

                             













                                                                                      ____________________ Signature

DR CUMMIN & PARTNERS
TRAVEL RISK ASSESSMENT FORM





         kg   kg








