University of St. Thomas
Student Health Services

TRAVEL QUESTIONNAIRE / HEALTH HISTORY

Travel Clinic visits require an appointment. Schedule your appointment with the Student Health Service by calling 651-962-6750.
Please complete this form and bring it to your scheduled appointment along with your immunization history and itinerary.

Name: Today’ s Date:
Last First Middle
Date of Birth:
[ undergrad [ Grad O Law [ staff/ Faculty
Home Phone: ( ) Cell Phone: ( ) Email:

MEDICAL HISTORY
Hospitalizations:

Surgeries:

Past Medical Problems:

Current Medical Problems:

Please check the box if you have a HISTORY of, and/or have been TREATED for any of the following:

[ Leukemia, lymphoma, cancer, or any other malignant diseases [ Diabetes

[ Deficiency of the immune system [ Hypertension / Heart Disease

] Anemia or any other blood disorder [ Asthma, Emphysema, other Respiratory disease
O psoriasis [ seizure or other Nerologic disorders

[ chronic medical conditions involving the heart, liver, kidney, stomach, or colon
O Depression, Anxiety, ADHD, eating disorder, sleep disturbance, or other Mental health condition

Please explain any checked boxes:

CURRENT MEDICATIONS

Are you taking any steroids? Oyes 0O No

ALLERGIES (Medications, Vaccinations, Foods, or Environmental)

Have you had allergic reactions to any of the following? (Please check all that apply)

O Eggs O Mercury (thimerosal) [ Bee Stings [ Latex O Gelatin
Last Dental Exam: Last Physical Exam:
Have you felt ill or had a fever in the past 48 hours? O ves O No

If Yes please explain

FOR WOMEN:
Date of last menstrual period:

Are you pregnant, suspect you may be pregnant, or trying to become pregnant? O Yes O No

Are you breastfeeding: O ves O No
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University of St. Thomas
Travel Questionnaire / Health History

Date of Departure: Date of Return:

Program sponsoring travel: Staff/Faculty contact:

Purpose of travel:

Do you have travel medical Insurance? O vyes [ No If yes, does it include emergency medical evacuation? Ovyes ONo

Previous International travel [1 Yes [ No Locations and dates:

Please indicate the countries you will be visiting in the order in which you will visit them, and the duration of time you will
be in each country. (Include potential countries you may visit/side trips.)

Destination Length of Stay

Please check all that apply to your travel plans:

[0 Major resort hotels O Cruise Ships [OCamping

O Staying with a family [0 Small hotels O Safari

O Rented foreign home [0 Youth hostel O Rural travel at any time
O Residence Hall Other:

Are you traveling: O alone O with a group O both

Please check all the travel vaccines that you have received and list the dates you received them:

[OHepatitis A O Typhoid (oral or inject able)
[OHepaititis B _ [0 Polio(oral or injectable)
OTwinrix (combined hep A and B) [0 Yellow Fever
OTetanus-diphtheria [0 Japanese Encephalitis
OTetanus-diphtheria-pertussis (Adacel) [0 Rabies
Ovaricella _ [0 Cholera (Not available in U.S.)
[OMeasles-mumps-rubella (MMR) History Of:
OPneumococcal O Previous Malaria Prevention
[OMeningitis (menactra/menomune) O Mantoux(PPD/TB test)

O BCG vaccine
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