TRAVEL ADVICE REQUEST


ROBERT FREW MEDICAL CENTRE
DATE OF ENQUIRY
NAME & D of B…...............................................................................................

…………………………………………………………………………………………..

…………………………………………………………………………………………..

…………………………………………………………………………………………..

ADDRESS & PHONE CONTACT ……………………….....................................

…………………………………………………………………………………………..…………………………………………………………………………………………..…………………………………………………………………………………………..

DATE OF TRAVEL…………………………………………………………………...

COUNTRIES TO BE VISITED.                                    LENGTH OF STAY.

…………………………………..                                 ……………………………..

…………………………………..                                 ……………………………..

…………………………………..                                 ……………………………..

TYPE OF TRIP

Business                           Pleasure                           Other
HOLIDAY TYPE

Package                           Backpacking/Trekking                    Cruise

Camping                          Other

ACCOMMODATION

Hotel                                Relative/Friend home                      Other

AREA

Urban                               Rural                                       Altitude

Do you have any recent or past medical history of note?

Do you have any known allergies?(eg.eggs,antibiotics,nuts)

Have you ever had a serious reaction to a vaccine given previously?

Women: Are you/could you be pregnant, planning pregnancy or breast feeding? 

PLEASE RING SURGERY IN 2 DAYS TO SEE IF AN APPOINTMENT 

IS NEEDED
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