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COVID-19 SCREENING TOOL 

SCREENING QUESTIONS STAFF INSTRUCTIONS REPLY STAFF NOTES 
Have you been in contact with someone 
who has tested positive for COVID-19 in 
the last 14 days? 

If yes, ask for date of last contact with COVID-
positive patient and set appointment time for more 
than 14 days later, unless the patient needs care 
such as diagnostic or chest x-ray which should 
not be rescheduled. 

oNo  
oYes 

 

Have you been tested for COVID-19 in 
the last 14 days? If “no,” proceed to next 
question. 

 oNo  
oYes 

 

If yes, what is the result of the testing? 
If negative, proceed to next question.  
If still waiting on results, schedule 
appointment after results are known. 

Contact your appropriate IP / EH team member: 
Teal Jeffers; Lisa Waters; Brandi Giddens; 
Drucilla McBride; Kim Bush 

oNo  
oUnsure 
oYes 

 

Have you traveled in or out of Brazil, 
China, Iran, Europe, UK, or Ireland or on 
a cruise ship in the last 14 days?  

If yes, determine if patient followed physical 
distancing precautions and wore a mask while in 
public. Use professional judgement when 
determining whether to proceed with the 
appointment. 

oNo  
oYes 

 

IMAGING ONLY: Have you been sent 
for imaging due to having COVID-19 
signs or symptoms? 

 oNo  
oYes 

 

Do you have chills or a fever (greater 
than100.4° F)? 

 oNo  
oYes 

 

Experiencing any respiratory symptoms: 
dry cough, sore throat, runny nose, 
congestion, or shortness of breath? 

 oNo  
oYes 

 

Have you recently lost or had a 
reduction in your sense of smell or 
taste? 

 oNo  
oYes 

 

Have unexplained bleeding, bruising, 
rash or skin irritation? 

 oNo  
oYes 

 

Have a severe headache, diarrhea, 
nausea, vomiting or abdominal pain? 

 oNo  
oYes 

 

 
SIGNATURE REQUIRED: I agree to notify the clinical staff, if within 14 days, I become ill with COVID-19 symptoms or test 
positive for COVID-19.  
 
 
PATIENT / VISITOR:  Printed Name    Signature    Date 
 
 
STAFF / EMPLOYEE:  Printed Name    Signature    Date 
 
Clinical Staff Notification Required? ______Yes ______ No  o Language / Translation Line Utilized 


