
ADSWOOD ROAD SURGERY  
Travel Vaccination Form 

 
Patient to complete: 
 
Date: ……………………………………………………………………. 
 
Name:  …………………………………………………Date of Birth …………. 
 
Address: ………………………………………………………………………….. 
 
                …………………………………………………………………………..   
 
Country travelling to:  …………………………………………………………. 
 
City/Resort where staying:  …………………………………………………… 
 
Type of travel i.e. hotel, family, all inc., backpacking, work 
 
………………………………………………………………………………………. 
 
Length of holiday/stay: ………………………………………………………… 
 
Date of departure:  ……………………………………………………………… 
     

 
 
Nurse to complete: 
 
Date vaccinations to be completed by:  ……………………………………. 
 
Past vaccinations and dates given: 

Vacc: Date: Vacc: Date: 
    
    
 
Immunisations needed: 

Vacc: Date: Vacc: Date: 
    
    
 
 
Malaria Chemoprophylaxis Required  Yes:  [    ]       No:  [    ] 
Yellow Fever Travel Clinic information if required  [    ] 
 
Form completed by:                                                   Date: 


