TEAM ACTUATE
MEDICAL SCREENING FORM COVID 19
In order for us to treat you, please answer the following questions

NAME ……………………………
DATE …………………………….

Have you had a Covid 19 test?   



YES        NO 
If so, when did you have it?                                 ……………………..
What was the result?

   

             Positive        Negative 
Have you had any of the following symptoms:
New cough 






YES       NO

Fever








YES       NO 

Loss of smell or taste                



YES 
     NO


shortness of breath? 





YES       NO
Have you been in contact with anyone with these
symptoms in the last 14 days?



YES       NO
Are you living with anyone sick or quarantined 
due to Covid 19?






YES       NO
Have you been abroad within the last 14 days?        YES       NO
Do you have any chronic health conditions for example:
Respiratory illness

Heart disease

Cancer treatment

Immuno comporomised                                      
YES       NO 

Do you agree to inform Team Actuate immediately in writing to info@teamactuate.co.uk  should you develop any of these symptoms within the next 14 days?

Thank you for your custom and continued support!

All of us at Team Actuate

