Pre- triage screening, COVID-19.
DATE:					TIME: 
	Please check the box Yes or No for the following questions
	YES
	NO

	1. Do You have a fever now?
	
	

	2. Do You have a history of fever in the last one week?
	
	

	3. Do you have any of the following symptoms?

	
	

	a. Cough?
	
	

	b. Sore throat?
	
	

	c. Difficulty breathing?
	
	

	d. Sneezing?
	
	


INITIALS: Section A: Signs and Symptoms. 


RECORDED TEMPERATURE AT GATE:………………………………

IF any of the questions above answered YES: Fill in section B
IF all of the questions above answered NO: thank you, you are done. You do not have to fill in section B. 

Please, Keep this form with you. 

[bookmark: _GoBack]Section B: Travel or contact history? 


	Please check the box Yes or No for the following questions
	YES
	NO

	1. Have you travelled inside or outside of Ghana within the last 2 weeks?

If yes? Which city, region or country? …………………………………………..
	
	

	2. Have you been in contact with someone who has travelled (in or outside of Ghana) in the past two weeks?

If yes: Which  city, region or country ? …………………………………………
	
	

	3. Have you been in contact with someone who is investigated for or is/has been a confirmed COVID-case?
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