
ADVANCED Health Resources/ SMARTRAVEL International Health 
Patient Questionnaire 

           Today’s Date:_mm_/_dd_/_yyyy_   
            
_______________________      _______________________  _mm_/_dd_/_yyyy_              M      F          _________ 
Last Name   First Name     Date of Birth        Sex (Circle)        Age 
 
Home Address:_________________________________________________________________________________ 
      Street          City         State   Zip Code 
 
Home Phone: _(_____)_____-_______     Cell Phone: _(_____)_____-_______ 
 
Work Phone: _(_____)_____-_______    Other Phone: _(_____)_____-_______ 
 
Work Address:__________________________________________________________________________________ 
      Street          City         State   Zip Code 
 
Referred by: ______________________________  Address:________________________________________ 
 
Primary Care Physician:____________________________  Address: ________________________________________ 
 
Country born in: ________________________        How long have you lived in the USA?___________ 
 

Please note below any diseases you have had, with dates, if possible.  

Disease Name Had disease-list date if possible Had vaccines-list dates 

Measles (rubeola)   

Mumps   

Rubella (German measles)   

Chicken Pox (varicella)   
 

I.   Have you received at least 3 doses of tetanus/diphtheria (Td) vaccine in the past (this 
includes DPT doses as a child)?   

(Circle One)  Yes / No 

II.   When was your last tetanus/diphtheria shot given? _________________ 

III.   Have you received at at least 3 doses of polio vaccine, including childhood doses? (Circle One)  Yes / No 

IV.   When was your last dose of polio vaccine? _________________ 

 
 
Circle any of the following that you are allergic to: 
 

Eggs              Thimerisol              Sulfa              Neomycin             Streptomycin              Bee Stings             Latex 
 
Other Allergies: _________________________________________________________________ 
 
Are you currently being treated for cancer? (Circle One) Yes / No 
 
Do you have a deficiency of the immune system? (Circle One) Yes / No 
 
Do you have any existing medical conditions, such as diabetes, heart disease, or lung disease? 
Please explain: 
 
 
 
List ALL medications you are currently taking, either prescription or over-the-counter: 
 
 
 
 
 
 
 
 



 
INFORMATION ABOUT YOUR TRAVEL PLANS 

                
            Today’s Date:_mm_/_dd_/_yyyy_   

Please indicate the countries you are traveling to, in the order 
you are traveling: 

_____________  _____________ 
_____________  _____________ 
_____________  _____________  
_____________  _____________ 
_____________  _____________ 
_____________  _____________ 

Please indicate the approximate length of stay in each 
country: 

_____________  _____________ 
_____________  _____________ 
_____________  _____________  
_____________  _____________ 
_____________  _____________ 
_____________  _____________ 

 
Departure Date:_mm_/_dd_/_yyyy_      Return Date:_mm_/_dd_/_yyyy_   

Reason for Travel:  Tourist___   Business___   Student___   Medical Work___   Missionary___   Pleasure___    

  Family___   Other___________ 

Accommodations: Hotel___   Youth Hostel___   Family House___   Cruise___   Camping___   Other___________ 

 

Circle YES or NO: 

Have you traveled to this country before? YES      NO If YES: how many times? ____ 

Do you plan to visit only usual tourist areas or major cities? YES      NO  

Do you plan to visit rural areas? YES      NO  

Do you plan to visit rural areas during evening or night time hours? YES     NO  

Do you plan to go hiking or backpacking? YES     NO  

Do you plan to go bicycling? YES     NO  

Do you plan to go swimming? YES     NO If YES: Chlorinated pool__  
            Fresh water lake or stream__ 
            Ocean__ 

Do you plan to travel to or climb to high altitudes? YES     NO If YES: what altitude?________ 

Do you plan to Scuba Dive? YES     NO If YES: are you certified?  YES     NO 

 

 

Questions for Women: 
Are you pregnant, suspect you may be pregnant, or trying to become pregnant?               YES        NO 
 
If pregnant how many weeks? ___________ 
 
Are you breast feeding?               YES        NO 

 

 



 
INTERNATIONAL TRAVEL MEDICAL QUESTIONNAIRE 

 
Today’s Date:_mm_/_dd_/_yyyy_   

 
_______________________      _______________________   ____/____/_______          M  F    ______        ___________ 
Last Name           First Name     Date of Birth         Sex (Circle)     Age             Weight (approx.) 
 
 
Date of Departure: _mm_/_dd_/_yyyy_   
 
 

IMMUNIZATIONS Circle YES or NO 

Have you ever fainted from having your blood drawn or from an injection? YES     NO 

Have you ever had a fever reaction to vaccinations? YES     NO 

Any bad reaction/ side effect from any vaccination? YES     NO 

Have you ever had hepatitis A or B vaccine? YES     NO 

Do you live (or work closely) with anyone who has AIDS, an AIDS-like condition, any other immune disorder 
or who is on chemotherapy for cancer? 

 
YES     NO 

Do you have a family history of immunodeficiency? YES     NO 

Have you received any injection of immune globulin or any blood product the past 12 months? YES     NO 

 
GENERAL MEDICINE  Circle YES or NO 

Do you have high blood pressure? YES     NO 

Have you been admitted to the hospital recently? YES     NO 

Do you have a medical condition that warrants maintenance medications or physician follow-up? YES     NO 

Do you have a medical condition that is stable now, but that may recur while traveling? YES     NO 

Have you had an acute illness or a fever in the past 48 hours? YES     NO 

Are you pregnant or might you become pregnant on this trip? YES     NO 

Do you have AIDS, an AIDS-like condition, any other immune disorder, leukemia, or cancer? YES     NO 

Have you had your thymus gland removed or a history of problems with your thymus, such as myasthenia 
gravis, DiGeorge syndrome, or thymoma? 

 
YES     NO 

Do you have severe thrombocytopenia (low platelet count), bleeding problems or a coagulation disorder? YES     NO 

Have you ever had a convulsion, seizure, epilepsy, neurologic condition, or brain infection? YES     NO 

Do you have any stomach conditions? YES     NO 

Do you have a G6PD deficiency? YES     NO 

Do you have severe renal impairment? YES     NO 

Bowel condition such as diarrhea or constipation? YES     NO 

Have you ever had hepatitis or yellow jaundice? YES     NO 

Do you have a history of psychiatric problems? YES     NO 

GENERAL MEDICINE (continued)  Circle YES or NO 

Do you have a problem with strange dreams and/or nightmares? YES     NO 



Do you have insomnia? YES     NO 

Do you have problems with vaginitis? YES     NO 

Do you take anticoagulants, aspirin, or aspirin therapy? YES     NO 

Do you have asthma, chronic bronchitis, or shortness of breath? YES     NO 

Have you had tuberculosis? YES     NO 

Do you have an active nerve disorder? YES     NO 

Do you have a history of Guillian Barre Syndrome (GBS)? YES     NO 

Do you have psoriasis? YES     NO 

Have you or a member of your household ever been diagnosed with eczema or atopic dermatitis? YES     NO 

Cardiac disease, with or without symptoms? YES     NO 

Do you have any eye conditions? YES     NO 

Are you prone to motion sickness? YES     NO 

 
MEDICATIONS: Are you taking any of the following: Circle YES or NO 

Quinine, quinidine, or medications for a cardiac conduction defect? YES     NO 

Chloroquine, mefloquine, or proguanil to prevent malaria? YES     NO 

Proguanil to prevent malaria? YES     NO 

Steroids, prednisone, cortisone, or anti-cancer drugs? YES     NO 

Antibiotics or sulfonamides? YES     NO 

Pepto-Bismol to prevent traveler’s diarrhea? YES     NO 

Antacids? YES     NO 

Oral contraceptives? YES     NO 

Aspirin therapy? YES     NO 

Medications for emotional problems? YES     NO 

Medication for convulsions? YES     NO 

 
ALLERGIES: Are you allergic to: Circle YES or NO 

Any medications? YES     NO 

Amphotericin B? YES     NO 

Penicillin or sulfa? YES     NO 

Mercury or thimerosal? YES     NO 

ALLERGIES (continued) Circle YES or NO 

Streptomycin? YES     NO 

Gentamicin? YES     NO 

Neomycin? YES     NO 

Polymyxin? YES     NO 



Sulfites? YES     NO 

Aluminum or aluminum hydroxide? YES     NO 

Benzethonium chloride? YES     NO 

2-phenoxyethanol? YES     NO 

Bee stings or history of hives or urticaria? YES     NO 

Yeast? YES     NO 

Eggs, ovalbumin, or chicken protein? YES     NO 

Chlortetracycline? YES     NO 

Are you hypersensitive to gelatin? YES     NO 

Are you hypersensitive to soy? YES     NO 

Are you hypersensitive to lactose? YES     NO 

Have you every had a neurological or severe reaction to any vaccine? YES     NO 

 
This information is required for the purpose of assisting the practitioner to determine your medical status.  Failure to provide full 
information concerning your health could result in the hampering of the medical review process.  The information on this form is 
used solely for medical and administrative purposes.  No one other than the reviewing practitioner and staff will have access to 
this medical form and information without your written authorization. 
 
 
 ___________________________________________ _mm_/_dd_/_yyyy_   
       Traveler’s Signature              Date 
  
 
 


