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As Specialized as Your Needs fax: (2 69) 327-2709

i e e Foreign Travel Questionnaire
Patient Name DOB / / Phone

Address Email

City State Zip Family Physician

Are family members traveling with you in need of immunization also? 1 Yes dNo

Name DOB / / Physician

Name DOB / / Physician

Name DOB / / Physician

Country(ies) Traveling to Date of Travel

Information Recorded by Date_________ Information given to (Pharmacist) Date
dNo further action needed dFaxed to Provider: Fax
QChecked for outbreaks and recommendations QDiscussed by Phone w/Provider: Date

QCompleted recommendation (Immunization Approval Request Form) [ Created Patient File

Pharmacist Completed Date UFile given to Date
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