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TRAVELERS HEALTH RECORD

Surname and name:…………………………………………………………………………………………
Gender:     FORMCHECKBOX 
 male …  FORMCHECKBOX 
 female Address:……………………………………………………………………………………………………………
Date of birth:…………………………….
Level of education:




Purpose of travel:

 FORMCHECKBOX 
 secondary school or less

 FORMCHECKBOX 
 leisure (with a travel agency)
 FORMCHECKBOX 
 mission (humanit.,health.,)

 FORMCHECKBOX 
 high school or university

 FORMCHECKBOX 
 backpacking



 FORMCHECKBOX 
 job/study abroad
 FORMCHECKBOX 
 aove university level
                
 FORMCHECKBOX 
 business



 FORMCHECKBOX 
 other:……………………....................
Occupation:……………..………………………………………………..
Date of departure:…………………………………………



Duration of travel (days):..………………………..
Destinations of travel (list each country visited, including duration in days): …………………………………………………………..….

……………………………………………………………………………………………………………..……………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………..
	  1. Have you ever been in our travel medicine clinic?
	YES
	NO

	  2. Do you currently have an acute febrile illness (cold, inflammation of…?

      If YES, please specify this illness/health problem:
	YES
	NO

	  3. Do you have any chronic diseases (heart and circulation, lungs, kidneys, liver, stomach,          

      bowels, other? If YES, please mark or specify, including the medication you are taking:


	YES
	NO

	  4. Do you have a heart rhythm disorder and take the medication for this condition?

      If YES, please specify the medication you are taking:
	YES
	NO

	  5. Do you have psoriasis?
	YES
	NO

	  6. Do you have an eye illness (i.e. glaucoma, retina illness)?
	YES
	NO

	  7. Do you have epilepsy or have you ever been treated for epilepsy?

      If YES, please specify also the medication you are taking:
	YES
	NO

	  8. Do you currently have or have you ever had depression or other psychiatric condition?
	YES
	NO

	  9. Are you a chronic carrier of viral hepatitis B?
	YES
	NO

	10. Have you ever had acute hepatitis A or B? If YES, please mark the type.
	YES
	NO

	11. Have you had any internal organ removed (i.e. spleen, thymus gland,…)?
	YES
	NO

	12. Are you allergic to insect bites, animal hair, mites, colours, chemicals,…?

      If YES, please mark or specify any other:
	YES
	NO

	13. Do you have any food allergies?

      If YES, please specify (for example allergic to eggs):
	YES
	NO

	14. Are you allergic to any medications?
      If YES, please specify:
	YES
	NO

	15. Are you vaccinated in accordance to the national vaccination programme?
	YES
	NO

	16. Have you ever had an adverse reaction after being vaccinated?

      If YES, please describe the reaction:
	YES
	NO


Filled in by women only:

	17. Are you planning on getting pregnant in the next six months?
	YES
	NO

	18. Are you pregnant?
	YES
	NO

	19. Are you breastfeeding?
	YES
	NO


FILLED IN BY PHYSICIAN/NURSE AT THE CONSULTATION

Vaccination
	Immunization against
	Already vaccinated/ Immune
	Advised
	Accepted

	Hepatitis A (Jaundice type A)
	
	
	

	Hepatitis B (jaundice type B)
	
	
	

	Hepatitis A + B
	
	
	

	Yellow fever
	
	
	

	Typhoid fever
	
	
	

	Meningococcal meningitis
	
	
	

	Tetanus and diphtheria
	
	
	

	Tetanus, diphtheria and pertussis
	
	
	

	Poliomyelitis
	
	
	

	Rabies
	
	
	

	Tick-borne encephalitis
	
	
	

	Pneumococcal infections
	
	
	

	Mumps, measles, rubella 
	
	
	

	Varicella
	
	
	

	Other: 
	
	
	


Malaria Chemoprophylaxis
	Type of Chemoprophylaxis
	Advised type of Chemoprophylaxis
	Accepted Prophylaxis

	
	Exposure Time*
	Tabl. No.
	Pack. No.
	

	Nivaquine (chloroquin)
	
	
	
	
	

	Lariam (mefloquin)
	
	
	
	
	

	Malarone (atovaquone+proguanil)
	
	
	
	
	

	Malarone Pediatric (atovaquone+proguanil)
	
	
	
	
	

	Doxy 100 (doxycycline)
	
	
	
	
	

	Other:
	
	
	
	
	


                                                                                                              *areas of medium or high risk for malaria during travel


Other advice given
	Written instructions (General  Information, Travel Health Kit)
	

	Written recommendation for preventing malaria
	

	International certificate of vaccination issued
	

	Medical waiver of vaccination issued
	

	Other medication prescribed (Generic Name, No.of Packs)
	


Notes…………………………………………………………………………………………………………………………………………………….…...…………..………………………………………………………………………………………………………………………………………………………….………………………….……………………………………………………………………………………………………………………………………………...…………………………………………...…………………………………………………………………………………………………………………………………………………………………………………….
…………………………………………………..……..
Physician signature/ Nurse signature 

I am completely acquainted with the possible adverse reactions after the vaccination and with side effects of malaria chemoprophylaxis. I agree with all the recommendations.
………………………………….





...……………………..…………………………………………………
Date







Signature of the Traveler 
(parent/guardian signature if under 18 years of age)
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