”'.. r_‘)

S5 G&K MEDICAL ASSOCIATES, P.C.

R. GALHOTRA MD/ V. KAPUR MD/ C. STANDFIRD FNP-C/ S. RAMIREZ FNP-C
G. TERRAZAS FNP-C/ J. PALOMO, PA-C / W. GEORGE, PA-C
10450 W MCDOWELL RD, SUITE 101, AVONDALE AZ 85392
PHONE: (623) 935-1000 FAX: (623) 935-1022

PATIENT TRIAGE CHECKLIST

NAME: DOB:

DATE: PHONE:
e Do you have a fever? [1Yes [1No
e Do you have a cough or respiratory symptoms? [1Yes [1No

e Have you been in contact with someone who has
A confirmed diagnosis of COVID-19 within the last
14 days? [1Yes [1No

e Have you traveled out of the country within the last

14 days? [1Yes [1No
e COVID-19 Vaccinated? 1 Yes I No
If yes, when:
(Date)

If you have answered “Yes” to any of the questions listed above, we will notify your provider
about your clinical situation for the next steps.

Thank you,
G&K Medical



