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REHABILITATION & NURSING CENTER




PLEASE PRINT LEGIBLY 
Name of Resident visiting: ___________________________________________________

First Name: __________________________________________________

Last Name: ___________________________________________________

Address:

Street:________________________________________________________

City: _________________________  State:  ________ Zip Code:  ________
Cell Phone: _____________________   Home phone: _________________
Email address, if available______________________________________________________
This individual has cleared screening per the NYS DOH 
Employee Signature: _______________________________________   Date: _______________
	1.  are you having any signs or symptoms of a respiratory infection, such as fever, cough, sore throat, or shortness of breath?


	     YES       NO 

	2.  In the last 14 days have you had any contact with someone with a confirmed diagnosis of COVID-19, or under investigation for COVID-19 or are sick with a respiratory illness?
	     YES       NO 

	3.  Have you traveled internationally (outside the US), or traveled on a cruise ship in the last 14 days?
	     YES       NO 

	4.  As of 7/14/20 – have you traveled to any of the following states:  AL, AR, AZ, CA, FL, GA, IA, ID, KS, LA, MS, MN, NC, NM, NV, OH, OK, SC, TN, TX, UT, WI
	     YES       NO

	5.  Do you currently reside in a community where community-based spread of COVID19 is occurring?
	     YES       NO 


IF any of the above are circled they CANNOT visit until 14 day quarantine is finished.

Temperature: ________________________

If temperature is greater then 100.4 – visitor is NOT cleared for visitation. 
Fact sheet has been given:                                                             YES    NO
