
4600 KING STREET • ALEXANDRIA, VA 22302 • 703-379-8645 • 1-800-730-3170

SMARTRAVEL INTERNATIONAL HEALTH
PATIENT QUESTIONNAIRE

MIDDLE NAME

DATE OF BIRTH:  ________________     SEX:  ÃM  ÃF    AGE:______       SSN#__ __ __-__ __-__ __ __ __    MARITAL STATUS:______________

STREET  STREET  STREET         CITY    STATE   ZIP

EMPLOYER:_______________________________________________________     OCCUPATION:___________________________________

STREET  STREET  STREET         CITY    STATE   ZIP

HOME PHONE:___________________________________                         WORK PHONE:___________________________________

REFERRED BY:_____________________________________        PRIMARY CARE PHYSICIAN:_______________________________________   

PHYSICIAN ADDRESS: _______________________________________________________________________________________________

LAST NAME FIRST NAME

PERSONAL DATA (PLEASE PRINT CLEARLY) DATE:___________________

TRAVEL INFORMATION

PLEASE LIST THE COUNTRIES YOU ARE TRAVELING TO (IN ORDER)

DEPARTURE DATE:_______________________________________

APPROXIMATE LENGTH OF STAY IN EACH COUNTRY:

RETURN DATE:_______________________________________

REASON FOR TRAVEL: ÃTOURIST ÃBUSINESS ÃSTUDENT ÃOTHER: _______________________________________

ACCOMODATIONS: ÃHOTEL ÃYOUTH HOSTEL ÃFAMILY HOME  ÃCRUISE ÃCAMPING

         ÃOTHER: _______________________________________

Do you plan to visit only usual tourist areas or major cities?    ÃYES ÃNO

Do you plan to visit rural areas?       ÃYES ÃNO

Do you plan to visit rural areas during evening or nighttime hours?   ÃYES ÃNO

Do you Plan to go hiking or backpacking?      ÃYES ÃNO

Do plan to go bicycling?        ÃYES ÃNO

Do you plan to go swimming?        ÃYES ÃNO
  If yes: ÃChlorinated Pool ÃFresh water lake or stream ÃOcean

Do you plan to travel to or climb to high altitudes?     ÃYES ÃNO
  If yes:  To what altitude? _____________________

Do you plan to scuba dive?        ÃYES ÃNO
  If yes:  Are you certifi ed?       ÃYES ÃNO
  When is air travel scheduled after last dive? _________________________



TRAVEL HEALTH QUESTIONNAIRE

PLEASE CHECK YES OR NOYOUR WEIGHT: ___________ PLEASE CHECK YES OR NO

QUESTIONS FOR WOMEN

IMMUNIZATION RECORD
Did you bring your immunization record with you?
It is important for you to have a personal record of your vaccines.  If you do not have a record, ask for one.  
Always bring this record with for clinic visits.  Make sure all of your immunizations are recorded.

CONSENT FOR VACCINATION: It has been explained to me in a way that I understand both the risks and benefi ts of the vaccines(s) that I am to be given.  I 
have been given vaccine information sheets and have had the opportunity to ask questions.  I consent to the administration of the following vaccine(s):

I have been advised to wait for 20 minutes after vaccination.

ÃTet/diphth  ÃPolio IPV  Polio IPV  Polio IPV ÃMMR   ÃInfl uenza  ÃPneumonia

ÃHepatitis A  ÃHepatitis B  ÃMenomune  ÃRabies  ÃLymerix

ÃYellow Fever  ÃJEV   JEV   JEV ÃVarivax  ÃOral typhoid  ÃTyphim Vi

ÃPPD TB Skin Test  ÃImmune Globulin  

DATE SIGNATURE OF PATIENT, GUARDIAN OR AUTHORIZED PERSON WITNESS SIGNATURE

     DATE     DATE VACCINE MANUFACTURER LOT# DOSE/ROUTE  INJECTION SITE EXP DATE

Do you have heart problems? ÃYES ÃNO

Do you have a cardiac arrhythmia or irregularity? ÃYES ÃNO

Do you have any eye conditions such as glaucoma? ÃYES ÃNO

Do you have high blood pressure or take high blood 
pressure medicine?

ÃYES ÃNO

Do you have bleeding problems, take anticoagulants, 
aspirin or aspirin therapy?

ÃYES ÃNO

Do you have a history of depression or psychiatric 
disorder?

ÃYES ÃNO

Do you experience nightmares or insomnia? ÃYES ÃNO

Do you have lung disease/ asthma/ chronic bronchitis/ 
shortness of breath?

ÃYES ÃNO

Do you, any person you live with, or any person 
in your care take: cortisone, prednisone steroids, 
chemotherapy (anti-cancer drugs), or radiation therapy 
(x-ray therapy)?

ÃYES ÃNO

Do you have diabetes?

   If yes, do you take insulin?   ÃYES   ÃNO
ÃYES ÃNO

Are you currently taking any medication?
   If yes, please list.

ÃYES ÃNO

Do you have stomach/bowel conditions such as 
frequent diarrhea or constipation?
Are you prone to motion sickness?

ÃYES ÃNO

Have you ever fainted from an injection or from having 
your blood drawn?
Do you have any  skin diseases or psoriasis?

ÃYES ÃNO

Are you allergic to eggs, yeast, or any other foods? ÃYES ÃNO

Are you allergic to bee stings? ÃYES ÃNO

Do you have an active nerve disorder? Do you have a 
history of Guilain-Barre Syndrome (GBS)?

ÃYES ÃNO

Are you presently experiencing any respiratory 
infections, or other acute illnesses or infectins?

ÃYES ÃNO

Do you have tuberculosis or tested positive for 
tuberculosis?

ÃYES ÃNO

Do you, any person you live with, or any person in your 
care have cancer, leukemia, AIDS, or any other immune 
system problem?

ÃYES ÃNO

During the past three (3) months, have you received 
a transfusion of blood or plasma, or been given a 
medicine called immune globulin?

ÃYES ÃNO

Are you allergic to any drug, medication, vaccine 
or vaccine component, thimerosal or mercury (a 
preservative)?
  If yes, what are you allergic to?

ÃYES ÃNO

Are you pregnant? ÃYES ÃNO

Do you plan to become pregnant within the 
next three months?

ÃYES ÃNO

Are you breastfeeding (nursing) now? ÃYES ÃNO

Do you have problems with vaginitis? ÃYES ÃNO


