Name: __________________________________________________

Date: ___________________________________________________

In the past fourteen (14) days have you developed one or more new symptoms listed?	Yes/No	
Have you tested positive for COVID-19 through a diagnostic test in the past ten (10) days? Yes/No
Have you had any known contact with a person confirmed or suspected to have COVID-19 in the past ten (10) days	Yes/No	
Have you traveled internationally during the past 10 days?	Yes/No	
Is your temperature greater than 100 degrees Fahrenheit?	Yes/No	



Symptoms may appear 2-14 days after exposure to the virus. People with these symptoms may have COVID-19:
Fever or chills
Cough
Shortness of breath or difficulty breathing
Fatigue
Muscle or body aches
Headache
New loss of taste or smell
Sore throat
Congestion or runny nose
Nausea or vomiting
Diarrhea

