TRAVEL – MEDICAL INFORMATION SUMMARY
Information Current as of _______________________

 Name  ​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​____________________________________________________________Birth Date ___/ ___/______



Last



First

M.I.

Home Address_____________________________________________________________________________





Street Address




City


State
Zip

Social Security Number   _____ - ____ - _______

 Emergency Contacts   

Primary ________________________________________________________  (_____)____-_________





Name
                                                           
      Relationship


Tel No.

Home Address________________________________________________________________________




Street Address




City


State
Zip

Secondary ______________________________________________________  (_____)____ -________




Name




        Relationship


Tel No.

Home Address________________________________________________________________________




Street Address




City

   
   State
Zip
 Primary Care Physician____________________________________________________________________






Name





Tel. No.

 Insurance Information

Covered by medical/hospital insurance    ⁭ Yes  ⁭ No

If so, indicate carrier or plan name ______________________________________Group# ___________

Suggest photocopy of front and back of health insurance card be attached to this form !
Medical problems you have:

⁭ None    ⁭ Diabetes   ⁭ Heart disease    ⁭ Rheumatoid arthritis   ⁭ Gout   ⁭ Renal disease   ⁭  Anemia  ⁭ Stroke

⁭ Mitral valve prolapse   ⁭ High cholesterol   ⁭ Osteoarthritis   ⁭ Thyroid disease   ⁭ High blood pressure


⁭ Asthma   ⁭ Emphysema   ⁭ Tuberculosis   ⁭ Pituitary disease   ⁭ Bone loss   ⁭ Gastric ulcers  ⁭ HIV

⁭ Liver disease (hepatitis)   ⁭ Head or neck radiation treatment   ⁭ Peripheral vascular disease (blockages in leg vessels)


⁭ Carotid artery disease (blockages in neck vessels)   ⁭ Parathyroid disease   ⁭ Cancer Type: _______________________
⁭ Other ____________________________________________________________________________

Surgeries you have had:


⁭ None   ⁭ Neck   ⁭ Appendix   ⁭ Gall bladder   ⁭ Coronary angiography   ⁭ Angioplasty   ⁭ Heart bypass


⁭ vascular bypass   ⁭ Pacemaker   ⁭ prostate biopsy   ⁭ bladder   ⁭ lung   ⁭ cancer   ⁭ hip   ⁭ knee   ⁭ foot


⁭ shoulder   ⁭ back   ⁭ hernia   ⁭ limb amputation ______________   ⁭ sinus   ⁭ tonsillectomy


⁭ Other ____________________________________________________________________________________________
 Allergies to medications / environment / food / other:

⁭ None   ⁭ penicillin   ⁭ ampicillin   ⁭ sulfa   ⁭ bactrim   ⁭ codeine   ⁭ iodine   ⁭ betadine   ⁭ tape   ⁭ latex 

⁭ aspirin   ⁭ nuts   ⁭ seafood   ⁭ soy   ⁭ lactose   ⁭ insect stings   ⁭ hay fever   ⁭ asthma   ⁭ animal dander

⁭ Other ____________________________________________

Dietary restrictions:

⁭ Does not eat red meat

⁭ Does not eat pork

⁭ Does not eat eggs


⁭ Does not eat poultry

⁭ Does not eat seafood

⁭ Does not eat dairy products


⁭ Other _______________________________________________________________________________

Medications:

Please list ALL medications (including over-the-counter or non-prescription drugs) taken routinely.



Name of medication / Purpose

                 Dosage
     Frequency /Time of Day    

1. ______________________________________________________    __________     _________________________


2. ______________________________________________________    __________     _________________________


3.______________________________________________________    __________     __________________________


4. ______________________________________________________    __________     _________________________

5. ______________________________________________________    __________     _________________________

6. ______________________________________________________    __________     _________________________

7. ______________________________________________________    __________     _________________________

8. ______________________________________________________    __________     _________________________

 9. ______________________________________________________    __________     _________________________

10. ______________________________________________________    __________     ________________________
Immunizations: 


Dates for latest immunization:





    Date




      Date


Vaccine:

           
 Mo / Year



  Mo/Year

______________________________________    
________________



_____________________

TD (tetanus/diphtheria)

___________

Pneumonia
______________

Tetanus



___________

Shingles

______________

Hepatitis B


___________


Influenza


___________
