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PART B - Pre-Travel Health Consultation & Health History

Please fill out PART B and bring it to your Travel Clinic appointment

Bring all immunization records to your appointment.

. One form per traveler.

Personal Information

Date

TravelerOs Name

DOB

[ IMale [ |Female

Home Phone

Email

Occupation

Country of Birth

Citizenship

Health History

Health Care Provider

Telephone

Address

Indicate which diseases and vaccinations you have had, with the dates, if possible

Disease Have you had this disease? Have you had these vaccines?
Measles (rubeola) [ lYes Date: [INo [ lYes Date: [INo
Mumps [ lYes Date: [ INo [ lYes Date: [ INo
Rubella (German measles) [ lYes Date: [INo [ lYes Date: [INo
Chicken Pox (varicella) [ lYes Date: [ INo [ lYes Date: [ INo
Have you had:
ﬁt}l/ii?t”?ec’i?oses of tetanus/diphtheria vaccine (DTaP, DT, Td, Tdap) at any time [lves [INo
1 dose of Tdap (if 7 years and older) [lyes [INo
Date of last tetanus/diphtheria shot (Td or Tdap) Date:
At least 3 doses of polio vaccine, including childhood doses? [ Iyes [ INo
Date of last dose of polio vaccine Date:
Allergies
Thimerosal [lYes [INo Neomycin [lYyes [INo
Sulfa [lvyes [INo Streptomycin [lvyes [INo
Other medications [lYes [INo if Yes, list:
Vaccine components [Iyes [No Latex [ Ives [No
Eqgs Chves N0 Flen hay. dust, etc) Oves [N
Other food allergies [lYes [INo if Yes, list:
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Bee stings [lYes [INo Animals [lYes [INo

Have you ever had a reaction to vaccine? [ |Yes [ INo if Yes, explain:

Have you ever experienced anaphylaxis (severe allergic reaction)? [ ]Yes [ INo

Please answer the following questions  on the day of your appointment

Medications
Please list ALL prescribed and over-the-counter medications and supplements you use.

Medical Conditions

Do you have any chronic health problems for which you take medication or see a health care provider?
[lYes [INo if Yes, explain:

Are you currently under the care of a physician for any health problems?
[lYes [INo if Yes, explain:

Are you sick today? [lvyes [INo
Do you currently have or have a past history of:
Cancer [lvyes [INo

Immune disorder (HIV, chemotherapy, bone marrow or organ transplant,
rheumatoid arthritis treatment) [Ives [INo

Live/work closely with someone with immune disorder [lvyes [INo
Antidepressant or psychiatric medication usage [lyes [INo
Psoriasis (skin disease) [lyes [INo
Seizures or convulsions [lyes [INo
Cardiac conduction defect; have a pace maker [ Iyes [ INo
Heart disease or surgery [lyes [INo
Respiratory (lung) disease [lyes [INo
Diabetes or metabolic disorders [lvyes [INo
Kidney disease [lyes [INo
Anemia or other blood disorders [lvyes [INo
Seizures or a brain or other nervous system problem [lYyes [INo
Muscle or bone problems [lyes [INo
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Intestinal problems including heartburn or reflux [lvyes [INo

;F;ryl/ér:grsngl)and surgery or disorder (myasthenia gravis, DiGeorge [lves [INo
Hepatitis [lyes [INo
Tendonitis/ Achilles’ heel rupture [lyes [INo
History of altitude sickness [lvyes [INo
Surgery or hospitalizations in past 3-5 years [lyes [INo
In the past year have you received any blood transfusions or blood [lves [INo

products or been given immune (gamma) globulin or an antiviral drug?

Do you take cortisone, prednisone, other steroids, or anticancer drugs
e ’ ’ ’ Y N
or have you had radiation treatments? [lves [INo

Has your spleen been removed? [lyes [INo
Do you drink alcohol regularly? [lvyes [INo
Do you smoke? [lvyes [INo
Have you ever had a TB test? [lvyes [INo
Have you received any vaccinations in the past 4 weeks? [lvyes [INo

Please explain any “Yes” answers:

Date of last dental visit?

Women:

When was your last menstrual period? Was it normal? [lvyes [INo
er:g);oaunf?urrently pregnant, suspect you are pregnant, or trying to become [TYes [INo
Any risk of unplanned pregnancy? [lvyes [INo
Are you breastfeeding? [lvyes [INo

What form of contraception do you use?

Please tell us any additional information that you believe is important for us to know as you prepare for your current
trip:

| have answered this questionnaire fully and to the best of my ability for myself or for the person
named above for whom | am authorized to make decisions.

TravelerOs Signature Date

SignerOs relationship to patient Print name if signing for minor

For PDDH Use Only  Reviewed by:
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