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Request for Private Prescription Medication


Name:
 Date of Birth:


Address:



 Postcode:


Telephone number:
 E-mail:


Delivery address:



Postcode
……………………………………….Telephone number
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Who will be paying for the medication?              Myself              My sending agency

Receipt of Medicines:

□   I require the medicines to be posted to the address above 

OR    □   I will collect the medicines from Interhealth on ………………………

Delivery Method:

□   Standard Service (International Signed for Airmail Service).  Delivery time not guaranteed.
□   Courier (DHL/FedEx).  Prices and Transit times depend on location. Date required by …………… 

Personal payment

We accept payment by credit/debit card. We do not recommend you send your credit card details to us by e-mail. 

Type of card:
 Card number:


Valid from:
   Expiry date: 
   Name on card:


Switch Issue Number (Switch payments only):


Invoice sending agency (We can only invoice your sending agency if they have an account                   with us and you are authorised to charge items to their account).
Name of agency:
 Account code:


Please note agencies may have several codes with us so check details with your agency first

1. Name of medicine (give generic name if possible):


Strength of tablet and number taken per day:


Amount Required:


2. Name of medicine (give generic name if possible):


Strength of tablet and number taken per day:


Amount Required:


3. Name of medicine (give generic name if possible):


Strength of tablet and number taken per day:


Amount Required:


	A separate health questionnaire should be completed and signed by EACH PERSON travelling with you. Parents should complete and sign a separate health questionnaire per child aged 16 and under. An order will not be processed until we have received health questionnaires from all those travelling with you.

	Name of person travelling:

	Date of Birth:

	Weight in kgs (if ages 16 or under):

	Travel Destination(s):

	Date of travel:

	Length of assignment or holiday:

	Sending organisation (if relevant):

	1. Are you completing this health questionnaire on behalf of someone ages 16 or under?    FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

If so, please state your relationship to them

	2. Which Medicines are you ordering from us?

(Give medicine name/kit name)

	3. Have the traveller or anyone in their immediate family ever suffered from any of the following:

a) Serious psychological problems        FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No


b) Sleep disturbance                            FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No


c) Major anxiety or depression             FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No


d) Epilepsy                                          FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No


If yes, please state if it is yourself, or the person’s relationship to you:


	4. Has the traveller ever suffered from any of the following? If yes, please specify:
a) Allergy to any drug(s)                       FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

    Name of drug(s):


b) Any other allergy                              FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

    Name of allergy:


c) Serious heart or blood condition      FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

    Name of condition:


d) Serious lung or kidney condition      FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
    Name of condition:


e) Serious skin condition                      FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

    Name of condition:


f) Any other condition                          FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

   Name of condition:



	5. Which antimalarials will the traveller be taking whilst overseas? If none, please indicate:

	6. Will the traveller be taking any medication during their stay overseas for any of the following conditions?

If yes, please give Medication and Dose:


a) High blood pressure, angina, heart 

    problems or anticoagulants             FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
    Medication & dose 

b) Asthma                                            FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
    Medication & dose 

c) Epilepsy                                           FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No 
    Medication & dose 

d) Sedatives, tranquilisers, 
    antidepressants                               FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No  
    Medication & dose

e) Diabetes                                          FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No  
    Medication & dose

f) Antihistamines                                 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No   
   Medication & dose

g) Any other medication                      FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No  
    Medication & dose


	FOR WOMEN ONLY

7. Will you be using oral contraceptives?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
8. Are you pregnant/breast feeding or planning to be whilst overseas?                                       FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	FOR THOSE ORDERING MEFLOQUINE (LARIAM) ONLY

9. Will you be working as an aircraft pilot overseas?

 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No


10. a) Have you taken mefloquine (Lariam) before?

 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No


     b) If yes are you willing to take it again?

              FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No 

     c) Have you been given information regarding the

        potential side-effects of mefloquine (Lariam)?

             (  Yes    (  No

	FOR THOSE ORDERING DOXYCYCLINE ONLY

11.  a) Have you taken doxycycline for more than 6 months?                                         FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
b) If yes, have you suffered from any of the following when taking doxycycline?

i. increase in sunburn or rash on sun exposed areas? 
                                                            FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
ii. Any changes to pre-existing moles?    FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
iii. Diarrhoea or pain on swallowing?      FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
iv. More frequent fungal infections including vaginal                                 thrush?                                                  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	Signature _______________________________
Date        _______________________________

Important: Medical clearance to take the medication ordered is based on the information disclosed at the time of completing this Health Questionnaire. If there are any changes to your health and/or other medication you are taking following completion of this questionnaire you should contact InterHealth before you travel and/or InterHealth or another healthcare professional if you are already overseas.

	InterHealth Use Only:

Doctor’s Authorisation: _____________ Date: ____




