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1. Are you feeling generally well? ‘ YES/NO \

2. 1f no, do you have any of the following symptoms?

- Cough YES/NO

- Fever / Chills YES/NO

- Sore throat YES/NO

- Shortness of breath YES/NO
3. Have you travelled internationally in the last 30 days? YES/NO

If yes:

a) Which country (s) have you visited? Dates:

b) From which country did you return? Dates:

4. In the last 14 days, to your knowledge, have you been in close contact with anyone who tested
positive for COVID-19 or is awaiting a test result? | YES/NO |

5. Have you attended / visited a healthcare facility treating patients for
COVID-19? | YES/NO |

6. Are you awaiting the results of a COVID-19 test? | YES/NO |
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