APPENDIX “A”

SCREENING FORM FOR H1N1 FLU

Name of Visitor:__________________________________

SYMPTOMS: Have you experienced a fever with any of the following medical conditions within the last 7 days.

FEVER


YES
 FORMCHECKBOX 


NO  
 FORMCHECKBOX 

UNKNOWN   FORMCHECKBOX 

CHILLS


YES
 FORMCHECKBOX 


NO
 FORMCHECKBOX 

UNKNOWN   FORMCHECKBOX 

NASAL CONGESTION
YES
 FORMCHECKBOX 


NO  
 FORMCHECKBOX 

UNKNOWN   FORMCHECKBOX 

SORE THROAT

YES
 FORMCHECKBOX 


NO  
 FORMCHECKBOX 

UNKNOWN   FORMCHECKBOX 

HEADACHE


YES
 FORMCHECKBOX 


NO
 FORMCHECKBOX 

UNKNOWN   FORMCHECKBOX 

MUSCLE ACHES

YES
 FORMCHECKBOX 


NO
 FORMCHECKBOX 

UNKNOWN   FORMCHECKBOX 

EXTREME WEAKNESS
YES
 FORMCHECKBOX 


NO
 FORMCHECKBOX 

UNKNOWN   FORMCHECKBOX 

FATIGUE


YES
 FORMCHECKBOX 


NO
 FORMCHECKBOX 

UNKWOWN   FORMCHECKBOX 

PLEASE record the date of illness onset______/_______/_______ (MM/DD/YYYY)

TRAVEL HISTORY: In the 7 days prior to illness onset, did you travel to an affected area: US, Mexico, New Zealand, UK, Israel or Spain   (www.cdc.gov/swineflu) for most recent information

YES
 FORMCHECKBOX 


NO  
 FORMCHECKBOX 

UNKNOWN   FORMCHECKBOX 

CLOSE CONTACTS: In the seven days prior to illness onset, did you have close contact (within 2 metres (or 6ft) (e.g. caring for, speaking with, or touching) with a person with fever and cough, or pneumonia, or that died of a respiratory illness and who recently traveled to an affected area in the seven days prior to the contact’s illness onset?





YES
 FORMCHECKBOX 


NO  
 FORMCHECKBOX 

UNKNOWN   FORMCHECKBOX 

Staff Member:____________________________________

Date:____________________________________________
