




CORONA VIRUS PATIENT CHECKLIST

Please check any of the boxes below that apply.  If NONE apply, do not check any box.  If you 
check a box below, you must notify the receptionist immediately.

_____ 1.  Do you have a NEW cough or runny nose WITHOUT fever, chills, or body aches?

_____ 2.  Have you recently developed flu like symptoms such as cough WITH fever, body        
aches or chills? 

_____3.  Have you recently experienced chills, shakes, headache, sore throat or muscle pain?

_____4,  Have you experienced a loss of taste or smell?

_____ 5.  Have you been exposed to someone who has tested positive for Corona virus with or 
without symptoms?  (Exposure means you have been within 6 feet of that person for 2 minutes 
or more.)   

_____6.  Do you have any (-) GI symptoms?

_____7.  Have you travelled out of the country within the past 4 weeks?

PATIENT NAME (PRINT) ______________________________________

PATIENT SIGNATURE:   _______________________________________

DATE:  ______________________________________________________
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