TRAVEL HEALTH QUESTIONNAIRE (ADULT)

Name of traveler ________________________________________________

Date of birth _______________________ Age _________ Sex    M  ‪     F  ‪  

Heath history

Do you have any ongoing health problems require medical care?       No ‪       Yes ‪

Please describe (continue on back of page if necessary):

______________________________________________________________________   

______________________________________________________________________        

______________________________________________________________________     

______________________________________________________________________     

Please list any medications you are currently taking:                        No medications ‪  

______________________________________________________________________        

______________________________________________________________________    

______________________________________________________________________    

Please list any allergies (to medications, specific foods, bee or wasp stings, etc.) or write “none”:

______________________________________________________________________    

Have you ever had an allergic reaction to eggs or gelatin?   No ‪      Yes ‪

Describe: ______________________________________________________________    

Have you ever been diagnosed with G6PD?     No ‪      Yes ‪

Do you have a regular doctor?  No ‪      Yes ‪     Name: _________________________     

Have you had any surgeries?   No ‪      Yes ‪      Describe: _______________________

______________________________________________________________________    
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Are you pregnant or breastfeeding?   No ‪     Yes‪     

Have you ever been hospitalized?   No ‪      Yes‪     


Dates



Reason




Hospital

_______________
   _____________________________
__________________    

_______________
   _____________________________
__________________

_______________
   _____________________________
__________________

_______________
   _____________________________
__________________

Describe any serious injuries:

______________________________________________________________________   

______________________________________________________________________   

Have you had any of the following problems? Please circle any that apply and explain below:

	Anemia
	Arthritis
	Asthma
	Allergies (hayfever, hives, etc)
	Bleeding disorders

	Sickle cell anemia or trait
	Other blood diseases
	Caner or leukemia
	Chronic sinus problems
	Ear or hearing problems

	Eye diseases
	Gastroesophageal reflux
	Chronic heartburn or esophagitis
	Peptic ulcer disease
	Intestinal diseases or colitis

	Migraines
	Motion sickness
	Epilepsy or seizures
	Schizophrenia
	Bipolor or 

manic-depressive disorder

	Major depression
	Other mental illness
	ADHD
	Anorexia nervosa
	Bulimia

	Multiple sclerosis
	Liver disease
	Heart problems
	High blood pressure
	Diabetes

	High cholesterol
	Fainting or dizzy spells
	Lung disease
	Kidney stones
	Kidney infection

	Other kidney problems
	HIV or immune deficiency disease
	Malaria
	Other:
	Other:


Explain any circled answers: ________________________________________________  

________________________________________________________________________    
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Have you ever had chickenpox?   No ‪      Yes ‪      Had the vaccine ‪     Don’t know ‪

Have you had measles:   No ‪      Yes ‪       Had the vaccine ‪       Don’t know ‪

Have you received a tetanus-diphtheria (Td or Tdap) booster in the last 5 years?   

No ‪      Yes ‪     Don’t know  ‪

In the last 10 years?  No ‪    Yes ‪    Don’t know  ‪     Date of last Td/Tdap: _________    

Please attach a copy of your immunization record, if available, including any travel vaccines given previously.

Please bring form or fax to our office:

James D. Briggs, M.D.

3300 Providence Dr. 

B tower, Suite 212

Anchorage, AK 99508

Phone: 907-561-4459

Fax: 907-561-4767

