Travel Assessment and Consent

TO BE COMPLETED BY PATIENT

NAME:                                                                               DOB:

CONTACT NUMBER:

------------------------------------------------------------------------------------------------------------------------------------

Country and Region to be visited:                           |             Travax Recommends
                                                                          |
                                                                          | 
                                                                          |
                                                                          |  
                                                                          |
Departure Date:                                                   |

                                                                          |

Length of Stay:                                                    |
                                                                          |
Type of Accommodation:                                       |
------------------------------------------------------------------------------------------------------------------------------------ 
We can only provide the following vaccines – Diptheria, Tetanus, Polio, Hepatitis A and Typhoid
FOR NURSE TO COMPLETE

Vaccines Required:  Revaxis      Typhoid       Hepatyrix       Havrix Monodose      Havrix junior                  

Malaria risk: YES/NO     Recommended Prophylaxis: Chlor/Prog     Malarone      Doxycyline      Mefloquine
---------------------------------------------------------------------------------------------------------------

Vaccination Checklist and Consent
(To be completed at time of appointment)

Current illness/temperature                     YES/NO

Allergies                                                YES/NO       If Yes please specify:

Pregnant or planning pregnancy              YES/NO

Reaction to previous vaccines                  YES/NO

Possible side effects discussed                 YES/NO

Bite prevention advice given                    YES/NO

Malaria medication advice given               YES/NO

I consent to myself/my child being given the recommended vaccination schedule and confirm that I have been given travel health advice.

Signed                                                           Date

