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1. Have you contracted COVID-19

YES| | NO ||

2. 2. Have you presented any of the symptoms below compatible with COVID-19 during the last
14 days?

ves [ | Nol[ |
e FEVER
e COUGH
e FEELING TIRED
e MYALGIA

3. Have you been in close contact with a suspected or confirmed case of COVID-19 during the
past 14 days?

YES || NO [ ]

(Signature)





