COVIID-19 Sereening Questionnaire

DATE:
FLY/PRP:

PCR:

€

#

a

L. Do you havethe fu[[owf.ﬁg signé and syreptoms {check all thit apply)?"

Hevet

| Shortness of breath

Cough

No signs or symptoms

Date of symptom onset:

.2' In the past 14 days before' symptom ons.et did you travel outside of ?&p\ g—?_q QLMH? - -

YES

List:

NO TRAVEL

Travel Location(s) and dates of travel: .

Departure/Retun Flight Itinerary:

Howe Address:

2 person who tested posltive for COVID-19?

@ the 14 days before symptom guset, did you have close contact with

YES No I—_ )
Personne] Information

Neme: Ranlk:

DODID: DOB; Uit

Phone: Email:

1, IFall answers are INO, please place ‘NEGATIVE COVID SCREEN" in the subject lins of your email; no fusther acﬁous are

required.

7, T any of the answers are YES, please use

'mat:uctﬁons.

FOR. OFFICIAL USE ONLY "This docustent may contaln information exempt from mandatory disclosirs under the FOTA,

Exemption 5 US.C. 5 52(B)(6) applies. This document may also contaln personal information that is protected by the Privacy Act of

1974 and must be sefeguarded from unauthorized disclosure.”

“COVID SCREEN FOR REVIEW" and public health will be contacting you with further










Date of Last Exam:

Please describe any concerns or problems you have with your eyes:

Do you wear; Glasses Y or N Contacts Y or N
If yes, for: Distance Y or N Reading Y or N
Are you interested in trying contacts today? Y or N

Please circle any of the following vision/eye problems you have

Poor Vision Double Vision Blurred Vision Poor Night Vision
Halos Around Lights Flashes of Lights Floaters Trouble with Colors
Color Blindness Headaches Red or Bloodshot Watery Eyes

Eye Pain Discharge (Pus, Watery) Foreign Body Sensation Swollen Eyelids
Itchy Eyes Burning Eyes

Are you light sensitive? Y or N Do you have trouble with glare while driving at night? Y or N

Have you ever had problems such as crossed eyes or eyes that turned out? Y or N
Have you had any eye injury? Y or N If yes, which eye? Right or Left

Please Explain:

List all current medications:

Have you been hospitalized in the past 10 years? Y or N

Please provide the reason and month/year for the last 3 hospitalizations:

1,

2.

3.

Please indicate if you or any blood relative have had any of the following conditions:

You Relative Condition You Relative Condition
- Arthritis - Skin Infection
- Blood Disease - Shingles

- Cancer/Tumor - HIV Positive
- Diabetes - Cataracts
- Heart Disease - Glaucoma
— Hypertension Other (Please Name)

Please give the completed form to the front desk. Thank you.




