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Travel Health Questionnaire 

Personal information 
Name:  First Name:  

Address:  

City:  Province:  Postal Code: 

Telephone (home): Telephone (other): Child’s weight:  

Country of origin: Medicare number:  Gender:  F  M 

Date of Birth (dd/mm/yyyy): (_________/__________/__________) Age:  

Travel information 
Departure date:  
Return date: 

Duration:  Stop-over(s):  YES  NO Country:  
Duration of stop-over(s):  
Countries visited in the last year:  First travel experience:  YES  NO 

You are traveling:  Alone  With family/friend(s)  As a group/organized tour 

Country(ies) visited: City or region Urban (U) or Rural (R) Duration: 

①    

②    

③    

④    

Purpose of travel 
 Vacation/rest  Business  Cruise  Tour with itinerary  
 Off-circuit travel  Exchange student  Studies  Travel with no itinerary  
 Summer camp  Visiting family, friends  Volunteering/cooperation  
 Medical tourism  Travel with children  Organized group travel 
 Humanitarian aid  Adoption  Religious purposes 
 Other:_____________________________________________________________

Activities planned
 Unknown  Scuba diving, water sports  Safari  Excursion in rural area 
 Beach  Contact with animals  Camping  Excursion in urban area 
 Humanitarian aid/activities  Activity in the forest  Motorcycling, bike riding  Hiking, trekking  
 Body piercing, Tattoo, Medical tourism  Climbing or high altitude activities  Sexual activity  Other:___________________ 
 Fresh water bathing  Construction  

Lodging
 Inn/B&B  Cruise ship  Apartment/condo 
 Resort (3,3 ½ , 4, 4 ½, 5)  Family/friends  Hotel 
 Hostel  Other:_______________________________ 

Immunization received
Check the vaccines 
already received 

 
YES 

 
NO 

Unknown Enter the administration dates, if known 

Measles, Rubella, Mumps     

Chicken Pox    
 

Have you had the disease?  NO  YES 
If yes, at what age 

Injection ① Injection ② 

DCaT/d2t5 (Tetanus)     

Polio     

Hepatitis A    Injection ①  Injection② 

Hepatitis B    ①  ② ③ ④ 

Hepatitis A and B    ①  ② ③ ④ 

Typhoid fever    Oral:  Injection:  

E. Coli/Cholera    2 doses:  1 Dose:  

Meningococcus     

Yellow fever     

Other:      

Other:     

Other:      

Antimalarial    Drug name: Reactions:  

Proof of immunization 
type and date 
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Medical history
 YES NO DETAILS 

Do you currently notice a change in your health?    

Have you ever had a severe allergic reaction requiring urgent medical 
attention? 

   

Have you ever had a severe reaction to a vaccine for which you needed 
to see a doctor? 

   

Have you had a problem with your immune system due to an illness or a 
drug you are currently taking? 

   

Did you receive a blood transfusion or immunoglobulins in the last 
11 months? 

   

Do you have a clotting disorder requiring regular medical follow-
up (including a history of DVT)? 

   

Surgical history (Splenectomy, thymectomy, node removal, etc.)    

Recent history of chemotherapy, radiotherapy or transplantation    

Physical disability    

Neurological conditions: e.g. epilepsy or convulsions    

Thymus disease    

Heart disease: e.g. hypertension, angina, etc.    

Diabetes    

Psychiatric conditions: e.g. depression, anxiety    

Bowel disease    
Liver disease: e.g. hepatitis or jaundice    

 Psoriasis    
Respiratory diseases    

Motion sickness    

Kidney problems     

Retinopathy    

Genetic disease: E.g. G6PD deficiency     

History of illnesses that may have been prevented by vaccination, e.g. 
pertussis, chicken pox, measles, etc. 

   

Other:     

Medication
 No medication 
Include all prescription drugs as well as supplements 
 
Do not know the names, but taking medication for the following condition(s): 
 

Allergies

 No allergies  Latex  Azithromycin, Erythromycin, Clarithromycin 
 Wasp/insect bites  Sulfonamide (Septra, Bactrim)  Ciprofloxacin, Levofloxacin 
 Streptomycin/Neomycin/Gentamicin/Tobramycin  Penicillin, Amoxicillin  Cefixime, Cefproxil, Cefadroxil
 Thimerosal or Aluminum  Gelatin  Eggs 
 Tetracycline, Doxycycline, Vibramycin  Food:   
 Beef/soy/casein/lactose protein  Other:   
Describe the allergic reaction:   

Women only 

 YES NO  DETAILS 

Are you pregnant? If yes, how many weeks?    

Are you planning to become pregnant in the next few months 
or on your trip? 

   

Are you breastfeeding?    

Signature of the person filling out the questionnaire 

I the undersigned understand and have taken note of the above information and of all clinic service charges. I declare that all the 
information provided on this form is accurate to the best of my knowledge and I understand that any false information could be 
detrimental to my health. 
X_____________________________________________________________ ____________________________  Revised by INF 
Signature of the person filling out the questionnaire Date 
( or of their parent or guardian for anyone under the age of 14 ) 

 


