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COVID Questionnaire (updated 07/15/2020) 

 

Patient Name: ______________________________________ Date of Birth:_______________________ 

 

 

1. Do you have any flu like symptoms (chills or body aches)?  Yes  or No 

 

2. In the last 48 hours have you had a temp greater than 100.4?  Yes or  No 

 

3. In the last 48 hours have you had a cough?    Yes  or No 

 

4. In the last 48 hours have you experienced shortness of breath?   Yes or No 

 

5. In the last 48 hours have you experienced a sore throat?   Yes  or No 

 

6. Have you traveled in the last 14 days?      Yes or No 

 

7. Have you been on a cruise in the last 14 days?    Yes or No 

 

8. Have you or an immediate family member been in close contact 

with a lab confirmed case of the coronavirus in the last 14 days?  Yes  or No  

 

9. Have you recently had a COVID test?     Yes  or No 

 

If yes, what were the results?     Positive  Negative   Pending 

 

If you have answered “YES” to any of the above questions, please inform the receptionist immediately.  

 

 

 

_______________________________________________    __________________________ 

Patient signature       Today’s date   
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