
COVID SCREENING Weekly Check-IN
 If an athlete, Coach, or spectator answers "YES" to any of the following questions, they should be advised to go home, 
stay away from other people, and contact their primary care provider or local health authority for further instructions.

DATE TIME NAME

Have you 
experienced 
symptoms of 

COVID-19 in the 
past 48 hours?

In the past 14 days, have 
you had contact with 

anyone confirmed to have 
COVID-19  or who has 

symptons of COVID -19?

Are you isolating or 
quarantining because you 
may have been exposed or 

are you worried you may be 
sick with COVID-19?

Are you waiting on 
the results of a COVID-

19 test?

YES / NO YES /  NO YES / NO YES / NO

YES / NO YES /  NO YES / NO YES / NO

YES / NO YES /  NO YES / NO YES / NO

YES / NO YES /  NO YES / NO YES / NO

YES / NO YES /  NO YES / NO YES / NO

YES / NO YES /  NO YES / NO YES / NO

YES / NO YES /  NO YES / NO YES / NO

YES / NO YES /  NO YES / NO YES / NO

YES / NO YES /  NO YES / NO YES / NO

YES / NO YES /  NO YES / NO YES / NO

YES / NO YES /  NO YES / NO YES / NO

YES / NO YES /  NO YES / NO YES / NO

YES / NO YES /  NO YES / NO YES / NO

YES / NO YES /  NO YES / NO YES / NO

YES / NO YES /  NO YES / NO YES / NO

YES / NO YES /  NO YES / NO YES / NO

SUBMITTED BY (Coach or Team Manager):  ________________________________     TEAM NUMBER: ______________ DATE:  ____________


