oday's Date:

PASSPORT PASSP()RTI I TH

r\ \8\ F trst Class Medical Care For Travel Anywhere
-

TravelPatient Registration Form

NAME: DOB: AGE: SEX:
Last First Mi
HOME ADDRESS:

Street City State Zip
PHONE#:

Home Office Cell

E-MAIL:
(Email Address is only used for booster reminders)

EMPLOYER: OCCUPATION:

EMPLOYER ADDRESS:

EMERGENCY CONTACT:

Name Relationship Phone #

Primary Care Physician Information

NAME: PHONE:
ADDRESS:

Do you want us to send your physician a copy of your imzation record®f yes please fill out and check
YES NO

Travel Information
Please list the countries you are traveling to, endider that you will visit them:
Date of Departure Destination (City, Country) Date of return/transfer Length of stay

Please mark all that apply to your travel plans:

___TOURIST __ BUSINESS __ STUDENT __ TEACHER
~_ MISSIONARY —__ADOPTION — CRUISE SHIP ~_ FIELD WORK
~ LARGE HOTEL — SMALL HOTEL ~_ RENTED HOME _—__CAMPING
__STAYING @ FAMILY ___ SAFARI ~_CLIMBING __DIVING

~_ TREKKING — RURAL TRAVEL — RELOCATION — RELIEF WORK

HOW DID YOU HEAR ABOUT PASSPORT HEALTH?

____GOOGLE ___ SCHOOL/COLLEGE NURSE ___RETURN CLIENT
Name:

___INTERNET ___PHYSICIAN ___ FRIEND/RELATIVE
Name:

cbc ___EMPLOYER ___OTHER:




M edical History

Do you have heart problems? Ye¢s  Noare you allergic to bee stings? Yes | No
Do you have a cardiac arrhythmia or irregularityd  esY No | pg you have diabetes? Yes | No
Do you have high blood pressure or take high Yes | No
blood pressure medication? If, yes do you take insulin? Yes No
Do you have bleeding problems, take Yes | No | Do you have tuberculosis, or tested positive fgr Yes | No
anticoagulants, aspirin or aspirin therapy? Tuberculosis?
Are you currently experiencing any respiratory Yes | No | Do you have a history of depression or Yes | No
infections or other acute illnesses or infections? psychiatric disorders?
Do you have any skin diseases or psoriasis? Yes | Mee you prone to motion sickness? Yes | No
Do you experience nightmares or insomnia? es |No e yau allergic to eggs, yeast or any other Yes | No
foods?
Do you , or any person that you live with, or any | Yes | No | Do you take any cortisone, prednisone glsroi| Yes | No
person in your care have cancer, leukemia, AIDS, chemotherapy, or radiation therapy?
or any other immune system problem?
Do you have any stomach,/bowel conditions such Yes | No | Have you ever fainted from an injectionroni | Yes | No
as irritable bowel syndrome, colitis, Crohn's dgea having your blood drawn?
or frequent diarrhea?
Have you ever traveled internationally (other tham Yes | No | During the last three months, have you been | Yes | No
Canada)? given a medicine called immune globulin?
If yes, did you get ill? Yes No Do you have problems with your thymus gland, Yes | No
If yes, what were your symptoms? or have you had a thymectomy?
Do you have kidney problems or renal Yes | No
Nausea Vomiting Diarrhea Fever Infection insufficiency?
Are you allergic to any drug, medication, vaccine| Yes | No | Are you curren_tly taking any medications? Yes | No
or vaccine component, thimerosal, or mercury? If yes, Please list them:
If yes, to what are you allergic?
Have you ever been diagnosed with Hepatitis? | Yes | No
If yes, which Hepatitis did you have?
Do you have a chronic disease? Yes | No

Prior Immunization History/Dates (If adult, other thamldhood)

Tetanus/Diphtheria Polio ellow Fever

Hepatitis A # of doses Hepatitis B_ #of doses Twinrix #of doses
Rabies # of doses Japanese Encephalitis# of doses Influenza

Typhoid Injection___ Pills____ Meningitis Pneumonia,

Varicella (chicken pox) MMR TB test

Have you previously taken anti-malaria pills? Yeéso If yes, which medication did you take?

Did you have any side effects with the medication? s Wdo If yes, what side effects did you experience?

Questions for Women

Are you pregnant? Yes No
Do you plan to become pregnant within the next 3iths? Yes No
Are you breastfeeding (nursing) now? Yes No
Do you have problems with vaginitis? Yes No

The above information is true and accurate to te bf my knowledge. | understand that insuranag not cover these servic
and that | am responsible for payment of all fagb@time of service. Passport Health is not aibre provider and does no
insurance billing or filing of forms. Payment iselby cash, check or credit card. | understandl tél receive official
documentation of all vaccines that | received. spag Health keeps active records on file for Irgea

Traveler/Parent/GuardianSignature Date

es,

(Under 18 years of age must have parent/guardian signature)
Travel Nurse Specialist Signature Date




Pissport HEALTH®

First Class Medical Care For Travel Anywhere

NOTICE OF PRIVACY POLICY

The office ofPassport Health Houston is dedicated to protecting the private and medical infoomantf
our patients.

It is, therefore, our firm policy not to share any dieriormation with third parties. In addition, we
require a patient’s written permission prior to disahg any medical information. Below is a summary of
our policy and disclosure permission form. If you alreadsetgbmeone in mind that might need access
to your medical records, please list that person below.

Passport Health Houston's policy was put in place to prgteat private medical information. Therefore
we will not discuss any information with you, or anyorseelvithout first verifying your identity and/or
getting your written permission to do so. This meansdhewing procedures will be followed:

1. If you call requesting information, we must first getir chart to an available nurse.

2. Once the nurse has your chart, we will call you baelskoyou a series of security
questions in order to verify your identity to thetl#our ability.

3. Finally, we can disclose the needed information in ongyof two ways:
a. in written form via fax or postal mail only (we wilbt email any information).
b. in verbal form, transcribed into written form, durighone call in which the nurse calls you
directly.

Please read and initial, your response to the following:
You may call me at my home/cell number to discuss appmit and/or care.
You may leave a voice message regarding appointments Gare/o

| understand that before disclosing any personal medmahation, you must
first pull my chart, and then call me back with “segugtiestions” to verify my

identity, and finally disclose information in one ofdwvays: 1) in written form via fax or
postal mail, or 2) in a transcribed phone call in which yoadical staff calls me directly.

| want to give Passport Health the authorization ttodesprotected personal
medical information about my appointments and/or care twéhindividual(s)
listed below. For any person other than the one named bielalneed to submit
additional written permission.

Name of Family Member / Friend Phone Number

Address Fax Number

| acknowledge that | have read, understand and agreedpdPaldealth’s Notice of Privacy Policy.

Printed Name of Patient Ratignature Date
(or Parent/Guardian if patient is under 18 yead$ ol



