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	YOUR TRIP
	


DEPARTURE DATE :  ______________________ DURATION OF TRIP : ___________________________

COUNTRIES TO BE VISITED : : 
1. _______________________________________________________________


2. _______________________________________________________________


3. _______________________________________________________________


4. _______________________________________________________________

PURPOSE OF TRIP :  
( Work    Type of work : ___________________________________________

( Tourism   
( Visiting family or friend
( Other : _____________________
ACCOMODATION :   
( Hotel        ( Cruise ship      ( House or apartment        ( Camping
Other : ______________________________________________________________
	
	YOUR HEALTH PROFILE
	


	DO YOU HAVE FEVER TODAY ?
	
	( no
	( yes
	

	ARE YOU PREGNANT ?    
	( not applicable
	( no
	( yes
	

	HAVE YOU EVER HAD REACTIONS FOLLOWING A VACCINATION ?  
	( no
	( yes
	

	DO YOU HAVE ALLERGIES ?
	· EGGS
	( no
	( yes
	

	
	· MÉDICATION
	( no
	( yes,

which ones?
	



OTHER : _________________________________________________
WHAT MEDICATION DO YOU TAKE, IF ANY ?  ______________________________________________________

__________________________________________________________________________________________

DO YOU HAVE HEALTH PROBLEMS?
	· DIABETES
	( no
	( yes
	· HIGH BLOOD PRESSURE
	( no
	( yes

	· ASTHMA
	( no
	( yes
	· COAGULATION PROBLEM
	( no
	( yes

	· STOMACH PROBLEM
	( no
	( yes
	· CARDIAC PROBLEM
	( no
	( yes

	· PSORIASIS
	( no
	( yes
	· INTESTINAL PROBLEM
	( no
	( yes

	· RETINOPATHY
	( no
	( yes
	· BLOOD TRANSFUSION DURING THE LAST 10 MONTHS
	( no
	( yes

	· EPILEPSY
	( no
	( yes
	· IMMUNOSUPPRESSION
	( no
	( yes


OTHER :__________________________________________________________________________________

COUNTRY OF BIRTH :
(  Canada     OR  
(  Other country ______________________________________
CLIENT’S SIGNATURE : ___________________________________________________________________

NURSE’S SIGNATURE : _________________________________DATE : ______________________
2010-07-15 :nc/Santé-Voyage

NAME:


DOSSIER:




















TRAVELLER’S CLINIC QUESTIONNAIRE

