Dalefield Surgery Travel Vaccination Consent Form


	Personal Details

	Name
	
	DOB
	

	Address
	
	Male  
	Female

	Trip Details

	Departure Date
	

	Country to be visited
	Length of Stay
	How far from medical help if none available at destination

	1
	
	

	2
	
	

	3
	
	

	Please tick below how best to describe you trip

	Type of Trip
	Business
	Pleasure
	Other

	Holiday Type
	Package
	Camping
	Self organised

	
	Cruise Ship
	Backpacking
	Trekking

	Accommodation
	Hotel
	Relative/family home
	Other

	Travelling
	Alone
	With family/friend
	In a group

	Type of Area
	Urban
	Rural
	At Altitude

	Planned Activities
	Safari
	Adventure
	Other

	

	Personal Medial History

	Do you have any allergies?
	Yes
	No

	Have you ever had a serious reaction to a vaccine given to you before?
	Yes
	No

	Have you taken out travel insurance, and if you have a medical condition, informed the insurance company about this?
	Yes
	No

	

	Women Only
	
	

	Are you pregnant or breastfeeding?
	Yes
	No


ADMIN ONLY  PLEASE DO NOT COMPLETE BELOW UNTIL IN SURGERY
Administered Vaccines as per Practice Protocol

Provider Signature .................................................................. ..... 
Date: ....................................
Vaccines Administered

	
	

	
	

	
	

	
	


I have received the vaccine information and advice for vaccines being administered as this visit.  I understand the benefits and risks of the vaccine(s) and request that they be administered to me as authorised by the signature below
Signature ..................................................................   


Date ....................................
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