Travel Health Assessment Form
Personal Details
Full Name: _______________________________________
Date of Birth (DD/MM/YYYY): ____ / ____ / ________
Phone Number: ____________________________________
Email Address: ____________________________________
Gender:
☐ Male
☐ Female
☐ Prefer not to say
☐ Other: ______________________

Trip Details
Departure Date (DD/MM/YYYY): ____ / ____ / ________
Trip Duration: ____________________________________
Countries to be Visited
Please include:
· Country/Countries 
· Length of stay in each 
· How remote you will be from medical facilities 



Purpose of Trip
☐ Business
☐ Pleasure
☐ Other: ______________________
Type of Trip
☐ Package Holiday
☐ Self-Organised
☐ Backpacking
☐ Camping
☐ Cruise Ship
☐ Trekking
Accommodation
☐ Hotel
☐ Friends / Family
☐ Other: ______________________
Travelling
☐ Alone
☐ With Friends / Family
☐ In a Group
Location Type
☐ Urban
☐ Rural
☐ High Altitude
Planned Activities
☐ Safari
☐ Adventure Activities
☐ Other: ______________________

Personal Medical History
Chronic Medical Conditions
Please list any long-term medical conditions (e.g. diabetes, asthma, heart disease):


Allergies
Please list any allergies (e.g. eggs, nuts, antibiotics):


Previous Vaccine Reactions
Have you ever had a serious reaction to a vaccine?
☐ No
☐ Yes
If yes, which vaccine?

Current Medications
Please list all medications you currently take (including oral contraception):


Health Questions
Have you recently had an infection (heavy cold, flu or fever)?
☐ Yes ☐ No
Do injections make you feel faint?
☐ Yes ☐ No
Do you or any close family members have epilepsy?
☐ Yes ☐ No
Do you have a history of mental illness, including depression or anxiety?
☐ Yes ☐ No
Have you recently had radiotherapy, chemotherapy or steroid treatment?
☐ Yes ☐ No
Have you taken out travel insurance?
☐ Yes ☐ No
If you have a medical condition, have you informed your travel insurance provider?
☐ Yes ☐ No
Are you pregnant, planning pregnancy, or breastfeeding?
☐ Yes ☐ No
Additional Medical Information




Vaccination History
Please indicate whether you have received the following vaccinations or medications and, if known, provide the date.
	Vaccine / Medication
	Date (DD/MM/YYYY or Year)

	Tetanus
	__________________

	Polio
	__________________

	Diphtheria
	__________________

	Typhoid
	__________________

	Hepatitis A
	__________________

	Hepatitis B
	__________________

	Meningitis
	__________________

	Yellow Fever
	__________________

	Influenza
	__________________

	Rabies
	__________________

	Japanese Encephalitis
	__________________

	Tick-borne Encephalitis
	__________________

	Malaria Tablets
	__________________



Consent
This form collects your name, date of birth, email address, contact information, and relevant medical details. This information is used to confirm your registration with the practice, allow the practice team to contact you, and update your medical records held by the practice and NHS partners.
☐ I consent to the practice collecting, storing, and processing my information provided in this form in accordance with its Privacy Policy.
Signature: _______________________________________
Date: ____ / ____ / ________
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