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COVID-19 Screening

	Patient Name: 
	Patient #:  



Have you experienced any of the following symptoms in the last 14 days?

______
Fever
> 100º
______
Cough
______
Shortness of Breath or Difficulty Breathing
______
Chills
______
Muscle Pain

______
Sore Throat

______
New Loss of Taste or Smell

______
None of the Above




Have you had COVID testing in the last 14 days?

If yes:

When?_____________

What was the result?____________________
	Today’s Date:  
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