


Messiah University Travel Health Clearance - Part B

Traveler Name Date of Birth
Traveler Phone Number Traveler Email:
Dates of Travel: Destination (s) :

Fill out the following after reviewing the Travax or CDC report or with the assistance of licensed medical staff:
| am traveling to an area where there is a moderate to high risk of the following ilinesses (circle Yes/No)

Malaria: YES/NO  ¢iI-08tSua SHHNKSH 9{kbh  Typhoid: YES/NO Hepatitis A: YES/NO Yellow Fever: YES/NO

Other known illness risk:
| have received counseling and or preventative treatment for the above identified risks.

Traveler Signature: Date:

Vaccine Certification
L OSNGiFe K14 GKS LI-iSy/iea @1-00hyS ISO2UR NSTS0dE ILILIRLINI-S o1-aStyS 020501-3S 121 iKS IHISI- 27 (0105t
(including major relevant childhood vaccinations and any vaccines required by the destination of travel (e.g.,
Yellow Fever).
RN/NP/MD/DO/PA Signature Printed Name
Date:

Provider Certification (to be completed by a Physician, Nurse Practitioner, or Physician’s Assistant)

PO L KI-ES NSPASSSR (KS iN-gSESina LIKE&I0I1 1yR Y Syl health history form (part A) and see no medical
condition or disability that would prevent the student from full participation in the travel plan as described by
the student:

PYPYYL KIS NSASSSR KS (NI-9SESINa LIKEaI0IE 1yR Y Sylil KSIHiK Kiali2ig 120Y IR L recommend the following
accommodations, actions, or specialist letters in order to allow participation in the travel plan:

PO L KIHGS NSPSSSR (KS NI-gSESIna LIKR&I0I 1yR Y Syl KSIHiK Kial2ig 120Y IyR KI4S ISI-42y to be concerned

AAAAA

student. | do not recommend this travel.

Provider Name:

Provider Signature




