School:

Program Dates:

First Name

Last Name

Temperature (°F)

Two or more of Covid-related Symptoms
(i.e., fever or chills, cough, shortness of breath or difficulty
breathing, fatigue, muscle or body aches, headache, new loss of
taste or smell, sore throat, congestion or runny nose, nausea or
vomiting, diarrhea)

Anyone at home recently
sick?




