Pre-Travel Questionnaire

Please complete this questionnaire and provide it to your Pharmacist for travel health advice. They will
review the information with you and may recommend the appropriate vaccines and medications to help
you stay healthy. For family members with the same address travelling with you, only the following
sections are required: Name, Date of Birth, Medical History and Vaccination Status.

Personal Information

First name: Last name:
Address: Postal code:
Date of birth: Gender: OMoIe OFemcIe
Phone: Email:
Family physician: Family physician phone :
Trip Information
Purpose : Vacation Other:
Accommodation: Resort Cruise Family / Friends Other:
Date of departure: Length of stay:
Places To Be Visited
Country City / Region Rural area Dates (from — to)

Activities Planned
Eat at local restaurants / bars Contact with animals Extreme sports
Excursions off resort Other:

Do you suffer from motion sickness? OYes O No

Medical History

List chronic illnesses: Cardiovascular Respiratory Diabetes Auto—Immune /
Cancer

List of current medications:
(prescription and over the counter)

List allergies:
(eg. Eggs, antibiotics, sulfonamides)

For Women: Pregnant Planning to become pregnant Breastfeeding

History of anxiety or depression: OYes O No

Neurological or cardiovascular disorders:
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CLEAR FORM To print and save this completed form, select the PRINT FORM button to the right.

When prompted to print, you may also save as pdf for electronic storage. Print Form



Vaccination History
Are your routine immunizations up to date? O Yes ONO ODon't know

Explanation:
List other vaccinations received: Vaccine Date
Have you had a serious reaction to a vaccine in the past? Yes No

To Be Completed By Pharmacist

Based on personal history, travel destinations and activities.

General comments

There may be a risk of Vaccination / Prevention recommendation
Hepatitis A Adacel To select more than one item from the list, hold the ctrl key while
Avaxim you click on each vaccine name
Hepatitis B Engerix-B
Flu
Typhoid Havrix Notes
_ MMR
Rabies Twinrix
T .
Measles yphlm
Vavaxim
Influenza (the flu) Vivotif
Other
Mosquito-bome lliness Ch|oroquine Notes
Ciprofloxacin
Cholera Doxycycline
Dukoral
Traveliers Diarrhea ukora
Malarone
Other Mefloquine

Pharmacy Vs @By PE®PLES R

Canada MCIri' PHARMACY

PROFESSIONAL DISPENSARY /
.
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