
 
 

 

Curtis Haskins, MD 6650 Rivers Avenue  Phone: 843-494-2411 
curtishaskinsmd.com North Charleston, SC  29406 843-576-5417 
   Fax: 843-410-2790  

 

PRE-TRAVEL CONSULTATION 

 

Name: ____________________________________ DOB: __________ Age: _______  Gender: M  /  F 
 
Address: __________________________________________________________________________ 
 
               ______________________________________________ Phone: ______________________ 
 
Email: ________________________________________________ 
 
Emergency Contact: _____________________________________ Phone: _____________________ 

 

Itinerary 

Destinations: ___________________________________________________________ Urban  /  Rural 

Dates of Travel: ________________________________________________________ 

Reason for Travel: ___________________________________________________________  

Modes of Transportation: _____________________________________________________________ 

Potential Activities: __________________________________________________________________ 

Prior Travel Experience: 

     Location(s): _____________________________________________________________________ 

     Malaria Prophylaxis used: ______________________________________________________ 

     Altitudes above 6,000ft: ______________________________________________________ 

     Illness(es): ______________________________________________________________________ 

 

Past Medical History / Special Conditions / Recent Surgeries (Last 6 months): 

_____________________________________ _________________________________________ 

_____________________________________ _________________________________________ 

_____________________________________ _________________________________________ 

_____________________________________ _________________________________________ 

_____________________________________ _________________________________________ 

_____________________________________ _________________________________________ 

 



 

Medications (please include dosing schedule):     Allergies: 

________________________ ________________________ ______________________ 

________________________ ________________________ ______________________ 

________________________ ________________________ ______________________ 

________________________ ________________________ ______________________ 

________________________ ________________________ ______________________ 

 

 

Vaccination History:     Are your childhood immunizations complete? yes  /  no 

 

 

Personal Safety Measures: 

Avoid: animals, walking barefoot, swimming in freshwater, excessive alcohol use, high crime areas, 
high risk sexual activity, drinking local water if unsafe, eating raw food 

Always: have a travel buddy with you, use sunscreen, use condoms (if sexual activity does occur), use 
personal protective measures to avoid insect bites (long sleeve clothing sprayed with DEET, mosquito 
netting, being outside at dusk and dawn), take your medications as prescribed, have a travel kit with 
prescription / over-the-counter meds and first aid items 

 

 

___________________________       ________________________________    _________________ 

Signature         Name (Print)     Date 


