
            

El Paso County Public Health    
International Travel Clinic 
      
 

TRAVELER REGISTRATION       

                                                                                                                                                                                                                                                                                        
 Please complete front and back of form 
 

Name_____________________________________________     Date of Birth_________________________ 
    LAST     FIRST 

Parents' Names (if under 18)___________________________  Male      Female       Age:_________ 

 
Address_________________________________________      Home Phone______________________ 

 

              _________________________________________    Wk /Cell Phone_______________________ 
    CITY  STATE              ZIP 

 

 

ITINERARY:        Date of Departure___________________    Date of Return___________________ 

 

         
List each country in order            Length of Stay                 

 

1._____________________________________     _____________________       

 

 2._____________________________________     _____________________      

 

 3._____________________________________     _____________________       

 

 4._____________________________________     _____________________       

 

 

PURPOSE OF TRAVEL: ________________________________________________________________ 

 

 

ACCOMMODATIONS AND ACTIVITIES (Circle all that apply): 

 

Major hotels  Stay with family/friends Cruise ship  Trekking 

Small hotels  Stay with local residents Safari/Camping Diving   

Rented Home  Mission Work   Hostel/dorm  Other:____________________ 

 

 ALLERGY HISTORY 

 

     Yes    No  Do you have any known allergies to medications or vaccinations?    

If “yes”, please list:_____________________________________________________ 

 

     Yes    No  Have you ever had a severe reaction to a vaccination?     

   If "yes", please specify__________________________________________________ 

 

     Do you have an allergy to any of the following? (Circle all that apply):      

Eggs  Gelatin  Latex  Yeast  Bee Stings   

Mercury (thimerosal)          Aluminum        Other:_________       NONE    

 



TRAVEL HISTORY 

 

     Have you traveled previously outside the U.S.?    Never     Once      Several times     Extensively 

  

     Yes    No  Have you ever received vaccinations for travel?       

If “yes”, please specify__________________________________________________ 

 

  

MEDICAL HISTORY 

     Yes    No  Are you sick today? 

 

     Yes    No Have you ever fainted from having your blood drawn or from an injection? 

 

     Yes    No Are you taking any medications (including over-the-counter)? 

   If “yes”, please list:_____________________________________________________ 

 

     Yes   No  Do you have any chronic physical or mental conditions such as diabetes, heart disease,or    

   depression?  

   If "yes", please specify:__________________________________________________ 

 

    Yes    No  Do you have a history of Guillian-Barre syndrome or seizure disorder? 

 

    Yes    No  Have you ever had your thymus gland removed or had a history of problems 

                        with your thymus such as myasthenia gravis or DiGeorge syndrome?              

          

    Yes    No  Do you or any person you live with have an immune system disorder, HIV, or receive    

   radiation or chemotherapy treatments?   

    

    Yes    No  Have you received any injection of immune globulin or any blood products   

                        in the last 6 months? 

 

    Yes    No  (Women only) Are you pregnant, suspecting you may be pregnant, or trying  

                        to become pregnant?        

             

    Yes    No  Has a doctor ever recommended that you do not travel?   

                                           

    Yes    No  Has anyone (such as group leader, physician, nurse) already given you a list  

                        of recommended or required vaccines/medications?  

If “yes”, please specify:_________________________________________________ 

 

What are your other travel questions or concerns? ______________________________________________ 

 

  

I hereby certify that all information given is correct. I understand that my insurance may not cover travel 

immunizations therefore I am responsible for all fees associated with this visit at the time of service. 

 
 

_________________________________________________________________            Signature of client or parent/guardian 
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