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Questionnaires regarding with COVID-19

NAME: Date: 2020. M) . (D)

Visited department:

ID Number:

1. Do you have any cough or sneeze today?

Yes or No
2. Do you have a fever more than 37.5°C?

Yes or No
3. In the last 2 weeks, did you travel abroad?

Yes or No

4 . In the last 2 weeks, did you contact with any person who traveled abroad?

Yes or No

5. In the last 2 weeks, did you contact with any person
who is or might be infected with COVID-19?
Yes or No
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