For the health and safety of all patients and our team, please answer the set of health-
related questions below. It is required that we complete this questionnaire prior to your
appointment. We will have to reschedule your appointment if we are unable to complete this
step.
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1. Do you or have you had any flu-like symptoms in the last 14 days? 18 E814KXKA ,
4 \ZEE ;ﬁl)ll,u_. Eljrﬂk ? 15“;“

« Cough Bk

« Shortness of Breath FEIR 24E

« Or at least two of these symptoms: B ZE/>H E LI T MBS :
o Fever 54

o Chills #&#%

o Repeated shaking ##}

o Fatigue & %5

0 Muscle aches Al L5

o Vomiting M&ft

o Headache 5B%&

o Sore throat IEMHZ 5

o New loss of taste or smell FiE kLK BHIRE
0 Malaise #1453 Bl 55 fE AR B4 R E

o Nausea FEil»

o Diarrhea i§i%

2. Are you awaiting results of a lab test for COVID-19? & 2 B S F e X im =08
AlkER



3. Have you tested positive for COVID-19? When? & 2B BB EZHEM % 2 H EEHR
?

4. Have you or a family member previously been asked to self-isolate or self-quarantine
in the past 14 days? EiBEMI4RA , BHRAREBHEKRE K I=HE

5. Have you had close contact to an individual diagnosed with COVID-19 infection in the
past 14 days? FEBEMI4RA , BEECHEDTEMRABEMALTIER?

6. Have you traveled in the past 14 days to a region with high rates of COVID-19
disease activity? fEBEMIAR, BREESEEHEFAFTEMRXFRESEORE ?

Thank you.



