	BANBRIDGE GROUP SURGERY

TRAVEL CLINIC FORM

	Patient’s name:

Address:

Daytime telephone no:

Date of birth:
	Patient’s GP:

	

	Medical history:

Current illnesses:

Current medication:


Allergies:                                                                        Pregnancy:



	TRAVEL DETAILS

	Destination/s:


Total duration of stay:                                                    Date of departure: 

	TYPE OF TRIP

	Package holiday:

Cruise:

Organised adventure:

Visiting family/friends:
	Backpacking:

Elective/Student:

Voluntary/Charity:


	Business < 3 months:

Occupation:

Business > 3 months:

Occupation:

	AREAS TO BE VISITED

	Urban only:
	Urban & rural:
	Rural only:
	Altitude > 3000m:

Describe:

	


	OVERALL INTENDED ACCOMMODATION

	Good:
	Basic:
	Poor:
	Not known:

	Bite avoidance discussed:
	Additional information given (eg high risk groups):
	Destination information given:

	Yes:
	No:
	N/A
	Yes:
	No:
	N/A:
	Yes:
	No:
	N/A:

	PATIENT TO COMPLETE:

History of vaccinations during last 10 years

	Date:

Date:

Date:

Date:

Consent of patient to be obtained at visit:

Signature of PN:                                                                  Date:

Signature of patient:                                                             Date:


Please complete all sections of the form and return it to the surgery.  If a prescription is required it will be available to collect from the surgery 5 days after receipt of the completed form when an appointment can be made with the Practice Nurse.  A consultation/administration fee must also be paid at this time.  

FOR OFFICE USE ONLY

CONSULTATION/ADMINISTRATION FEE DUE:  ⁯ £25  Adult



 




  


   ⁯ £10 Child (under 18)








               


   ⁯ £10 Booster Vaccination




   


   ⁯ PAID 
 
DATE:













