
 
    2745 17th Ave SW Calgary , Alberta , T3E7E1   -  403-453-0272

 COVID-19 Patient Questionnaire.    
Must be completed before entering the office for each appointment. 

Date:______________________________ 

If you answer “YES” to any of the above, you must leave the office immediately and call 8-1-1 and you 
must self-isolate. Failure to answer these quesCons honestly may have further consequences. 

 

Name:    Temperature

Do you have any of the following symptoms which are new or worsened if 
associated with allergies, chronic or pre-exisCng condiCons: fever, cough, 
shortness of breath, difficulty breathing, sore throat, and/or runny nose?

Yes  No 

Have you returned to Canada from outside the country (including USA) in 
the past 14 days? 

Yes  No 

In the past 14 days, at work or elsewhere, while not wearing appropriate personal protecCve 
equipment: 

Did you have close contact* with someone who has a probable** or 
confirmed case of COVID19?

Yes  No 

Did you have close contact* with a person who had acute respiratory illness 
that started within 14 days of their close contact* to someone with a 
probable** or confirmed case of COVID-19? 

Yes  No 

Did you have close contact* with a person who had acute respiratory illness 
who returned from travel outside of Canada in the 14 days before they 
became sick? 

Yes  No 

Did you have a laboratory exposure to biological material (i.e. primary 
clinical specimens, virus culture isolates) known to contain COVID-19? 

Yes  No 

Have you been told to isolate while you are waiCng for the results of a 
COVID-19 test?

Yes  No 

 Signature of staff Signature of PaFent

By signing this form the paFent agrees that the above informaFon is correct and accurate to 
the best of their knowledge, and agree to the assumpFon that person to person contact can 
increase the risk of contracFng COVID-19 even while wearing appropriate PPE.


