Greencastle Family Practice, P.C.
50 Eastern Avenue, Suite 135
Greencastle, PA 17225
Phone: 717-597-3151 Fax: 717-597-8933

Pretravel Questionnaire
Please bring a copy of your immunization records to the appointment!
(Please use black pen only)

Name: _________________________________________________________DOB: ____________________

1. Travel Destination: __________________________________________________________________

2. Date of Departure: ___________________________________________________________________

3. Length of Stay: _____________________________________________________________________

4. Please circle travel plans:
a. Business	b. Pleasure      c. Mission        d. Other

5. Geographic conditions, please circle:
a. City		b. Small town/Villages	c. Back Country	d. Unsure

6. Please list current medications and dosages: ____________________________________________________________________________________________________________________________________________________________________

7. Do you have any chronic health conditions?		Yes 		No
If yes, please list: ________________________________________________________________________________________________________________________________________________________

8. Have you ever had Hepatitis?				Yes		No

9. Do you have any allergies?				Yes		No
If yes, please list_______________________________________________________________
10. Please give date of last immunization:
Polio________				Tetanus________
MMR________				Typhoid________
Rabies________			            Hepatitis B______
Hepatitis A__________			Pneumococcal______
Yellow Fever__________ (May not be available at our office)
11. Are you pregnant, breast feeding or planning to become pregnant? 	   Yes     No

12. Will you be staying at elevations on land over 10,000 ft. for 8 hours or more?                                                               Yes	No
13. Any family or personal history of depression, anxiety, bipolar disorder, ADD/ADHD, sleep disorder, other psychiatric disorder or head trauma?
Yes   No
If yes, please explain: __________________________________________________________
14. Have you ever served in the military?				Yes		No

15. Have you traveled outside of the United States in the past?	Yes		No
If yes, where? ______________________________________ When? ____________________

Patient Signature: _________________________________________________ Date: ___________________
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