The Rycote Practice
Thame Health Centre


YELLOW FEVER VACCINATION QUESTIONNAIRE

NAME:





…………………………………



ADDRESS:





…………………………………








…………………………………








…………………………………

TELEPHONE NO:




…………………………………
DATE OF BIRTH:




………………….………….......
NAME & ADDRESS OF REGISTERED GP
…………………………………







…………………………………








…………………………………








…………………………………

TRAVEL DETAILS - Place & length of stay
…………………………………









…………………………………

Please answer the following questions:









1
Are you feeling well today?






YES/NO

2
Have you ever had a reaction to any injection?



YES/NO

3
Have you had any other immunisations in the last 4 weeks?


YES/NO

4
Are you pregnant or breast feeding?





YES/NO

5
Are you allergic to antibiotics or eggs or gelatin?



YES/NO

6
To your knowledge, are you antibody positive to the HIV / AIDs virus?
YES/NO

7
Have you received treatment for cancer in the last 6 months?

YES/NO

8
Have you had a bone marrow transplant in the last 6 months?

YES/NO

9
Have you had advice about malaria protection? 



YES/NO

10
Do you suffer from any chronic complaint? 




YES/NO

If YES please give brief details………………………………





………………………………………………………………..


11
Are you taking any medication?





YES/NO

If YES please give brief details ( include all tablets in the last week…………………………………………………………..

………………………………………………………………...
I have read and understood the above.






Signed
………………………………………………………………..




Date
………………………………………………………………..
Administered by…………………………………………..
Batch no:…………………………

Injection site………………………………………………
Expiry Date………………………

