Azusa Pacific University Health Center

Online Travel Questionnaire

Name(last,first,middle initial)     
Address(Street,City,State,Zip):           


Sex: Male FORMCHECKBOX 
Female FORMCHECKBOX 

Home Phone#     


Cell Phone#     
Preferred Email     
Status(choose from the following) FORMDROPDOWN 

      

Trip With(choose from the following) FORMDROPDOWN 

Where are you going?(list countries in order with approximate stay in each country)     
Departure Date:     


Return Date:     
Any chronic illnesses (hypertension,seizures,or cancer)?     
History of mental illness (anxiety or depression)?     
Do you have eczema or other chronic dermatitis? FORMCHECKBOX 
yes FORMCHECKBOX 
no

Are you taking (or recently stopped) steroid medications such as prednisone?

 FORMCHECKBOX 
yes FORMCHECKBOX 
no. If yes, what     
What prescribed meds do you take?        FORMCHECKBOX 
none

 FORMCHECKBOX 
No known allergies to medications.  FORMCHECKBOX 
Medication allergy to     
Allergic to eggs,yeast,gelatin,neomycin,latex or insect/bee stings? FORMCHECKBOX 
yes FORMCHECKBOX 
no.Please list     
Are you pregnant now or is there a possibility that you might be pregnant? FORMCHECKBOX 
yes FORMCHECKBOX 
no
Have you had an adverse reaction to an immunization in the past? FORMCHECKBOX 
yes FORMCHECKBOX 
no.Please list      
The above information is accurate to my best recollection. I understand that insurance may not cover travel immunization services and I am responsible for all fees associated with this visit. Payment is due at the time of service by check, cash, or placing on student account. Medications are not returnable per State Law.

Information above this line is to be filled out by student online. The bottom portion is to be filled out upon travel consultation.    

I have read the following VIS forms and/or viewed the video links that were emailed to me:

 FORMCHECKBOX 
Hepatitis A

 FORMCHECKBOX 
TD

 FORMCHECKBOX 
Typhoid

 FORMCHECKBOX 
Hepatitis B

 FORMCHECKBOX 
Tdap
 FORMCHECKBOX 
Yellow Fever

 FORMCHECKBOX 
TwinRix

 FORMCHECKBOX 
MMR
 FORMCHECKBOX 
Meningitis

 FORMCHECKBOX 
Influenza

 FORMCHECKBOX 
Polio
 FORMCHECKBOX 
Malaria

Traveler/Parent/Guardian

Signature____________________________________________________________________________________Date___________________________________

Health Center Use Only:

Email with links sent by:_______________________________________Date:_______________________

Immunization recommendations made by:________________________________________Date:___________________________
