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TRENT VALLEY SURGERY TRAVEL QUESTIONNARE 

To work out a timetable for any vaccinations you may need before you travel we need 

to know WHERE you are going, WHEN you are travelling and WHICH vaccinations you 

have had in the past. Please complete this form as accurately as possible.  

PLEASE NOTE: It is important to make this initial appointment as early as possible, 

at least 6 weeks before you travel, as a second appointment will be required 

with the practice nurse to actually receive the vaccinations. These vaccines have to 

be ordered as they are not a stock vaccine. Your second appointment needs to be at 

least 2 weeks before you travel to allow the vaccines to work. 

 

 

 

 

 

1. Do you have any medical problems requiring regular supervision/medication? 

YES/NO If YES please give details……………………………................................... 

……………………………………………………………………………………………….. 

 

2. Please list any regular medication that you take…………………………………….. 

……………………………………………………………………………………………………… 

3. Have you ever had reaction to a vaccination? YES/NO 

If YES please give details……………………………………………………………………… 

4. Are you taking steroids? YES/NO 

If YES please give details……………………………………………………………………… 

5. Is there a possibility you may be pregnant?  YES/NO 

 

6. Dates of travel: From……………………………….. To…………………………………. 

 

 

Name…………………………………………………………… Date of Birth…………………... 

Address…………………………………………………………………………………………… 

…………………………………………………………………  Tel. No………………………… 
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7. Countries to visited (including stop overs)…………………………………………….. 

....................................................................................................................................... 

 

8. Accommodation type………………………………………………………………………. 

PTO 

Which vaccinations have you had in the past? 

Polio YES/NO Approximate date 

Tetanus YES/NO  

Diptheria YES/NO  

Typhoid YES/NO  

Hepatitis A YES/NO  

Hepatitis B YES/NO  

Yellow fever YES/NO  

Meningitis YES/NO  

BCG YES/NO  

Other  YES/NO  

 

I confirm the above answers to be correct to the best of my knowledge. I request for 

immunisations as appropriate for my holiday, together with advice on anti-malaria 

medication. 

Patient signature……………………………………………… Date………………………………. 

(Parent/guardian if under 16) 

 

 

FOR PRACTICE USE ONLY    IMMUNISATIONS  

1St appointment  
 

2nd   appointment  
 

3rd appointment  
 

4th  appointment  
 

5th appointment  
 

 

Signature of nurse………………………………. Date ………………………………………….. 

Doctors Authorisation………………………….. Date……………………………………………. 


