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	Date:
	Provider Name:

	Provider Phone number:
	Service providing:


Location of Service Session/Evaluation: ☐ home ☐ community ☐ office/facility

Parent Information:

	Parent Name:
	Parent Phone #:

	Child’s Name:
	Child DOB:


Temperature:

	Provider
	Household Member
	Household Member
	Household Member
	Household Member

	
	
	
	
	

	Questionnaire Section:


	Provider Response:
	Parent response for household:

	Have you or anyone in your household tested positive for COVID-19 in the past 14 days?
	Yes □ -or- No □
	Yes □ -or- No □

	Has anyone experienced symptoms of COVID-19 in the past 14 days? (symptoms include, but are not limited to: cough, shortness of breath or difficulty breathing, fever, chills, headache, muscle or body aches, sore throat, congestion or runny nose, nausea or vomiting, diarrhea, fatigue, or new loss of taste and/or smell)
	Yes □ -or- No □
	Yes □ -or- No □

	Has anyone been in close contact in the past 14 days with anyone who has tested positive for COVID-19 or who has or had symptoms of COVID-19?
	Yes □ -or- No □
	Yes □ -or- No □


Provider Signature: I hereby affirm that to the best of my knowledge, all answers above are true. 

_______________________________    _________________________________________    _______________ 

Provider Name 



Signature 





Date 

Parent/Guardian Signature: I hereby affirm that to the best of my knowledge, all answers above are true. 

_______________________________
_________________________________________
_______________

Parent/Guardian Name 


Signature 





Date 

*Upon completion,  please maintain this form as part of the child’s case file.
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