THE MERIDIAN CLINIC

Travel Vaccinations
Tropical Medical Bureau

SUMAME: ..ot Firstname: .......coooviiiiiiin
Male/Female...........coveeveneenieneenieccenennne Date of Birth: ......ccooovviiiiiiiiie
AAIESS:. ..
Phone NO: .....vveiiiiiiic EMail: oo
Country Of Birth: ...
(0T o110 -1 (o] PRSPPI

Main type of accommodation: Hotel/Hostel/Camping (please circle)
DN e
Date of Departure: .............ccccevveeenne.n. Duration: .......coocviiiee

Any past Medical Conditions:

Are you on any medications(s)? If yes please Specify: .........cccccverveiiieriiiiiiiienee e

Are you under medical care for any condition?
I yes Please SPECITY: .. ..vvieieiiiiiiiie e

Are you pregnant: Yes / No or planning a pregnancy within the next six months.........................

Form of CONraCEPHVE? .......cvvvcvrireree s

If you had any travel vaccines over the past 10 years? Yes / No

[FYES PIEASE STAE. ... ie it

PLEASE CIRCLE THE FOLLOWING

Diabetes?...........ccccvee. Yes/ No
Epilepsy?......cocveveereuniunnn. Yes / No
Neurological problems?......Yes / No
AsSthma?........covvivvneninnnn, Yes / No
Heart problems?............... Yes / No
SeIZUres?.....covevevereirerienns Yes /No
Liver Disorders?................. Yes /No
Depression?.........ooeveveeninnns Yes / No
On Steroids?.........ccocuvevn. Yes /No
Immune Suppression?......Yes / No
Allergy to Eggs?......cocvverernec. Yes/ No
Any known Allergies?......... Yes / No
Psychiatric llness?.............. Yes / No

Following discussion, | hereby consent to the administration of vaccine(s) as recommended by the Doctor

Can we contact you your about your upcoming appointments via text message Yes / No

Can we send you a reminder via text for any booster vaccines that may be due Yes / No

Signature........ccccoviinn e Date......ccoe i

Signature of Parent/Guardian if under 16 years of age...........cocovenrereirensnensnennessinesssnssessssessesees




