Coronavirus Disease (COVID-19) Workplace Health Screening

Company Name: _______________________________________________________________

Employee Name: ___________________________________________ 
Date: ___________

In the past 24 hours, have you experienced any of the following symptoms of COVID-19:

	Fever or Chills
	☐ Yes 
	☐ No

	Cough
	☐ Yes 
	☐ No

	Shortness of Breath or Difficulty breathing
	☐ Yes 
	☐ No

	Sore throat
	☐ Yes 
	☐ No

	Headache
	☐ Yes
	☐ No

	New loss of taste or smell
	☐ Yes 
	☐ No

	Current temperature over 100 degrees
	☐ Yes 
	☐ No


If you answered “yes” to any of the above symptoms, do not come to work.  Self-isolate at home and contact your primary care physician’s office for direction.  If you do not have a primary care physician, contact your County Health Department or the State of Florida COVID-19 Call Center at 1-866-779-6121 for direction.

· You should isolate at home for a minimum of 7 days since symptoms first appear; and
· You must also have 3 days without fever (without fever reducing medication) and improvement in respiratory symptoms.

In the past 14 days, have you:

	Had close contact with an individual diagnosed with COVID-19 or is suspected of COVID-19 and is awaiting testing or test results?
	☐ Yes 
	☐ No

	Traveled to any of the locations identified by a Governor’s Executive Order that requires you to isolate or quarantine for a period of 14 days? (Louisiana, Connecticut, New Jersey and New York) 
	☐ Yes 
	☐ No

	Traveled internationally?
	☐ Yes 
	☐ No

	Were on a cruise ship?
	☐ Yes 
	☐ No


If you answer “yes” to any of these questions, please do not go into work.  Self-quarantine at home for 14 days.

