Tarrengower Remedial Massage
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PATIENT SCREENING QUESTIONNAIRE FOR COVID-19
Please Circle Yes or No
1. Do you have a fever or Respiratory Symptoms? Yes @

Symptoms include fever OR an acute respiratory infection and include (but are not limited to)
cough, sore throat, fatigue and shortness of breath with or without a fever.

2. Have you been identified as a close contact of a confirmed case of coronavirus? Yes@

You are a close contact if you: live in the same house as someone who tests positive. spent 4
hours or loanger with someone in a home, or health or aged care environment.

3. Are you waiting on COVID-19 swab results? Ye@
4. Have you been asked to self-isolate by your GP, or a government authority? Yes Q
5. Have you received a COVID-19 vaccination in the past 3 days? Yes

, the undersigned hereby declare that the information | have provided in this questionnaire is
true and accurate

Name % p& ’PWW
Your signature_MMML

Date /5'/ S----/ 22




