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Student Travel Intake Form
Please fill out this form and bring it with you to your appointment.  If you do not come with this very important information we will have to reschedule your appointment.
Please print legibly
Name:  _______________________________________________  DOB: _____________  Age: ______
Primary Care Physician Information
 (
Name: ________________________________________
_  Phone
: __________________________
Address :
  _______________________________________________________________________
)


Travel Information
Please list the cities in the order you will be visiting them:
	Date of Departure
	Destination (city, Country)
	Date of return or transfer
	Length of Stay

	

	
	
	

	

	
	
	

	

	
	
	

	

	
	
	


Please answer yes if the below applies to your travel plans:
	
	Y
	N
	
	Y
	N

	Business
	
	
	Missionary/ Religious
	
	

	Cruise Ship
	
	
	Hotel
	
	

	Vacation
	
	
	Medical Volunteer
	
	

	Private home
	
	
	Caving
	
	

	Adoption
	
	
	Safari
	
	

	Camp
	
	
	Rural travel at ANY time
	
	

	Staying with family/ friends
	
	
	Working with animals
	
	

	Service Volunteer
	
	
	Other:
	
	


Does your trip involve ascending > 8,000 feet not including your airplane flight?  ___ Yes ____ No
If yes, how many times?  ________
Medical History
1. Do you have any known allergies?					____ Yes ____ No   
If yes, please list ___________________________________________________________________
2.  Have you ever had a reaction to a bee sting or insect bite?			____ Yes ____ No
3.  Do you have allergic reactions to eating eggs?                                             ____ Yes ____ No
	Do you have a history of any of the following?
	Yes
	No

	Seizures/ epilepsy
	
	

	Nightmares
	
	

	Depressive disorders
	
	

	Anxiety disorders
	
	

	Psychiatric disorders
	
	

	Immune deficiency/Disorder/ Spleen removed
	
	

	Psoriasis
	
	

	G6PD Deficiency
	
	

	Irregular Heartbeat/ cardiac arrhythmia
	
	

	Thymus Gland surgery or disorder (e.g. myasthenia gravis)
	
	

	History of altitude sickness
	
	

	Diabetes
	
	


4.  Are you being treated for any medical conditions?				____ Yes ____ No
If yes, please list _____________________________________________________________________
5.  Are you taking any medications?  						____ Yes ____ No
If yes, please list _____________________________________________________________________
6.  Are you pregnant or plan on getting pregnant in the next 3 months?              ____ Yes ____ No
7.  Are you nursing?                                                                                       ____ Yes ____ No
8.  Did you ever have an adverse reaction to a vaccine?                                     ____ Yes ____ No
	Have you had any of the following immunizations?
	Yes
	If yes, when
	No

	Hepatitis A
	
	
	

	Hepatitis A/B combo
	
	
	

	Influenza
	
	
	

	Japanese Encephalitis
	
	
	

	Rabies
	
	
	

	Typhoid
	
	
	

	Yellow Fever
	
	
	


If yes, do you remember where you received them?   _________________________________________
Date _______  Student Signature ______________________  Provider reviewed____________________
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