	Travel Risk Assessment
	Rillwood Medical Centre Travel Service


Admin Use only 

Date received:

Important - please read this page first 

YOUR RESPONSIBILITY

To assist in ensuring that we deliver an efficient and safe travel service, please follow the instructions below

1. 6 – 8 weeks prior to travel, complete travel plan form detailing all travellers in the party. We will be unable to process your request unless this is done

2. Sign or type consent

3. All travellers must complete an individual travel risk assessment  

4. Post or bring the completed documents to us 

5. Go to www.fitfortravel.nhs.uk for Travel News and Travel Health Advice
6. Look up the destination you are travelling to

7. Print off the information

8. READ IT

9. Bring it with you to the appointment

· Please note that we charge for a private prescription but the pharmacy that you take your prescription to will charge you for the vaccines. This price may vary

· Payment is required at the time of vaccination. Payments may be made by cash or cheque (cheques should be made payable to `Dr C K Rao’)
· Costs of vaccines are at the end of this document

· You can elect to be notified by SMS text or email when your risk assessment has been done. Alternatively you should call us 2 weeks after we have received your request to arrange an appointment

	Travel Plan Form
	

	Rillwood Medical Centre travel service
	Rillwood Medical Centre


Please list the names of all the family/party members travelling. Only one travel plan form is required for the family/party but an individual risk assessment form will be required for each person. 

Please name the party leader (who will receive all communications for your party) below. 

	Party leader name below
	
	
	

	Surname
	First name 
	Date of birth
	Gender

	     
	     
	     
	M  FORMCHECKBOX 
 F  FORMCHECKBOX 


	Other party members below
	
	
	M  FORMCHECKBOX 
 F  FORMCHECKBOX 


	Surname 
	First name
	
	M  FORMCHECKBOX 
 F  FORMCHECKBOX 


	     
	     
	     
	M  FORMCHECKBOX 
 F  FORMCHECKBOX 


	     
	     
	     
	M  FORMCHECKBOX 
 F  FORMCHECKBOX 


	     
	     
	     
	M  FORMCHECKBOX 
 F  FORMCHECKBOX 


	     
	     
	     
	M  FORMCHECKBOX 
 F  FORMCHECKBOX 


	     
	     
	     
	M  FORMCHECKBOX 
 F  FORMCHECKBOX 


	     
	     
	     
	M  FORMCHECKBOX 
 F  FORMCHECKBOX 


	PARTY LEADER,  PLEASE SUPPLY INFORMATION ABOUT YOUR TRIP IN THE SECTION BELOW


	Country(s) to be visited                                                   
	Exact location or district(s)                     
	City or Rural
	Date of departure  
	Date of return 

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     


TYPE OF TRAVEL AND PURPOSE OF TRIP - PLEASE TICK ALL THAT APPLY

TYPE OF TRAVEL AND PURPOSE OF TRIP - PLEASE TICK ALL THAT APPLY
	Holiday                        FORMCHECKBOX 


	Staying in hotel        FORMCHECKBOX 

	Back packing               FORMCHECKBOX 


	Business                     FORMCHECKBOX 


	Cruise travel ship     FORMCHECKBOX 

	Camping/hostels         FORMCHECKBOX 


	Expatriate                    FORMCHECKBOX 


	Safari                         FORMCHECKBOX 

	Adventure                    FORMCHECKBOX 


	Volunteer work           FORMCHECKBOX 


	Pilgrimage                FORMCHECKBOX 

	Diving                           FORMCHECKBOX 


	Healthcare worker      FORMCHECKBOX 


	Medical tourism       FORMCHECKBOX 

	Visiting friends and  family  FORMCHECKBOX 



Now please complete an individual risk assessment form for each member of the party travelling 

We will let the party leader know when the travel risk assessment has been done. To receive a notification by text SMS, please enter a mobile number here:      
Or, to receive a notification by email, enter an email address here:      
Alternatively, please call our enquiries line about 2 weeks after we receive your request to arrange an appointment.  Please  visit http://www.fitfortravel.nhs.uk for more information before you travel. 
	Individual Risk Assessment Form – traveller 1


	Name:     
Mobile:                                                    Telephone:                                    email:      


	Address:      

	Date of birth:      


	
	Age:      

	Please tick yes or no:
	Yes
	No

	Have you ever had a serious reaction to any previous vaccine given to you?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Do you or any family member have epilepsy?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Does having an injection make you feel faint?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Do you have any significant past medical history – including Diabetes, heart disease (high blood pressure/ angina) or lung disease?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Do you have any allergies –including food, medicines, latex?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Have you taken any medication in the last 6 months?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Have you had recent chemotherapy/radiotherapy/organ transplant?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Do you have any medical problem requiring regular supervision i.e. anaemia, kidney, liver, thyroid disease?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Have you received any injections or had a blood transfusion in the last 6 months?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Have you had any operations or your spleen or thymus gland removed?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Do you have any history of mental illness including depression or anxiety?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Do you have any gastrointestinal (stomach) complaints?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Do you have bleeding /clotting disorders (including history of DVT)                              FORMCHECKBOX 
                    FORMCHECKBOX 


	For women only
	
	

	Are you pregnant?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Are you breast feeding?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Are you planning pregnancy while away?
	 FORMCHECKBOX 

	 FORMCHECKBOX 



Reminder:









        

	Have you/will you take out travel insurance?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Have you/will you inform your insurer about any medical conditions you have?
	 FORMCHECKBOX 

	 FORMCHECKBOX 



Have you had any of the previous vaccines /malaria tablets and if so when?

	
	√
	Date received
	
	√       
	Date received
	
	√
	Date received

	Tetanus
	 FORMCHECKBOX 

	     
	Polio 
	 FORMCHECKBOX 

	     
	Diphtheria 
	 FORMCHECKBOX 

	     

	Typhoid 
	 FORMCHECKBOX 

	     
	MMR
	 FORMCHECKBOX 

	     
	Hepatitis A
	 FORMCHECKBOX 

	     

	Rabies 
	 FORMCHECKBOX 

	     
	BCG
	 FORMCHECKBOX 

	     
	Hepatitis B
	 FORMCHECKBOX 

	     

	Meningitis 
	 FORMCHECKBOX 

	     
	Cholera 
	 FORMCHECKBOX 

	     
	Influenza 
	 FORMCHECKBOX 

	     

	Yellow fever
	 FORMCHECKBOX 

	     
	
	 FORMCHECKBOX 

	     
	Pneumococcal 
	 FORMCHECKBOX 

	     

	Tick borne encephalitis 
	 FORMCHECKBOX 

	     
	Malarial tablets
	 FORMCHECKBOX 

	     
	Japanese B encephalitis
	 FORMCHECKBOX 

	     


Consent

Parents/carers may sign to give consent for children under the age of 16. 
I confirm that I am fit and well and that I have correctly completed all parts of this form.

Signed:      

	Individual Risk Assessment Form – traveller 2


	Name:     
Mobile:                                                    Telephone:                                    email:      


	Address:      

	Date of birth:      


	
	Age:      

	Please tick yes or no:
	Yes
	No

	Have you ever had a serious reaction to any previous vaccine given to you?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Do you or any family member have epilepsy?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Does having an injection make you feel faint?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Do you have any significant past medical history – including Diabetes, heart disease (high blood pressure/ angina) or lung disease?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Do you have any allergies –including food, medicines, latex?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Have you taken any medication in the last 6 months?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Have you had recent chemotherapy/radiotherapy/organ transplant?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Do you have any medical problem requiring regular supervision i.e. anaemia, kidney, liver, thyroid disease?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Have you received any injections or had a blood transfusion in the last 6 months?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Have you had any operations or your spleen or thymus gland removed?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Do you have any history of mental illness including depression or anxiety?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Do you have any gastrointestinal (stomach) complaints?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Do you have bleeding /clotting disorders (including history of DVT)                              FORMCHECKBOX 
                    FORMCHECKBOX 


	For women only
	
	

	Are you pregnant?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Are you breast feeding?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Are you planning pregnancy while away?
	 FORMCHECKBOX 

	 FORMCHECKBOX 



Reminder:









        

	Have you/will you take out travel insurance?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Have you/will you inform your insurer about any medical conditions you have?
	 FORMCHECKBOX 

	 FORMCHECKBOX 



Have you had any of the previous vaccines /malaria tablets and if so when?

	
	√
	Date received
	
	√       
	Date received
	
	√
	Date received

	Tetanus
	 FORMCHECKBOX 

	     
	Polio 
	 FORMCHECKBOX 

	     
	Diphtheria 
	 FORMCHECKBOX 

	     

	Typhoid 
	 FORMCHECKBOX 

	     
	MMR
	 FORMCHECKBOX 

	     
	Hepatitis A
	 FORMCHECKBOX 

	     

	Rabies 
	 FORMCHECKBOX 

	     
	BCG
	 FORMCHECKBOX 

	     
	Hepatitis B
	 FORMCHECKBOX 

	     

	Meningitis 
	 FORMCHECKBOX 

	     
	Cholera 
	 FORMCHECKBOX 

	     
	Influenza 
	 FORMCHECKBOX 

	     

	Yellow fever
	 FORMCHECKBOX 

	     
	
	 FORMCHECKBOX 

	     
	Pneumococcal 
	 FORMCHECKBOX 

	     

	Tick borne encephalitis 
	 FORMCHECKBOX 

	     
	Malarial tablets
	 FORMCHECKBOX 

	     
	Japanese B encephalitis
	 FORMCHECKBOX 

	     


Consent

Parents/carers may sign to give consent for children under the age of 16. 
I confirm that I am fit and well and that I have correctly completed all parts of this form.

Signed:      
Further individual risk assessment forms can be downloaded from the website: 
www.albanyhousemedicalcentre.co.uk/
Print Name:                                                              Date:      
	Disease protection
	Require
	Consider
	Cost per dose
	Usual number of vaccine required to complete the  course

	Diphtheria/tetanus/polio
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	0.00
	

	Typhoid
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	0.00
	

	Combined Hep A & Typhoid 
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	0.00
	

	Hep A
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	0.00
	

	Hep A child
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	0.00
	

	Combined Hep A & Hep B
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	0.00
	3 or 4 doses – depends on course and risk

	Cholera
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	0.00
	Disaster aid workers or travel to endemic areas

 2 doses pre travel

	Hep B course
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	45.00 each 
	Travel/occupational health

We buy this in          3 or 4 doses

	Meningitis ACWY
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	45.00
	We buy this in                    1  dose  pre travel

	Rabies 
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	15.00
	For private prescription*     3 doses pre travel

	Jap. B encephalitis
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	15.00
	For private prescription*     2 doses pre travel

	Tick borne encephalitis 
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	15.00
	For private prescription*     3 doses pre travel

	Antimalarials:
	
	
	
	

	Proguanil
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	0.00
	Buy over the counter

	Chloroquine
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	0.00
	Buy over the counter

	Combined Proguanil &

Chloroquine 
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	0.00
	Buy over the counter

	Mefloquine (Larium) or
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	15.00
	For private prescription*

	Doxycycline              or
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	15.00
	For private prescription*

	Malarone
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	15.00
	For private prescription*

	
	
	
	
	

	Potential cost 
	£     
	£     
	
	


Patient Specific Directions (PSD) Patient Name      Dob      
Nurse use only:

Single appointment
 FORMCHECKBOX 
        Double appointment
 FORMCHECKBOX 

For non-NHS vaccines (in bold italics), GP authorisation to administer under a PSD

GP: …………………………. Signature ……………………………… Date: ………………………….
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