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Name:____________________________________________________________________ 

Date:_____________________________________

COVID-19 Screening Questionnaire

1.	Do you have a fever of 100 F/38 C or higher?
Yes_________		No_________	

2.	Are you experiencing runny nose or sneezing, cough, sore throat, diarrhea, nausea, or vomiting?
(Not related to other health conditions, i.e. known allergies, chronic illness, etc.)
Yes_________		No_________	

3.	Are you experiencing shortness of breath?
(Not related to other health conditions, i.e. known allergies, chronic illness, etc.)
Yes_________	 	No_________	
· “Yes” to ANY question above: Do not sign in.  Notify your instructor immediately.

4.	Have you been in contact with someone who has tested positive for Coronavirus, currently has COVID-19 or is being evaluated for Coronavirus (person under investigation)?
Yes_________		No_________	
· [bookmark: _GoBack]If answering yes, and do not have any of the above-mentioned symptoms, please wear a mask, sign in, and report to your designated area.
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