Prior to the start of a shift all employees must complete the employee screening survey. If you answer "YES" to
screening questions, do not report to work and contact your immediate supervisor

Full Name (First & Last)

Today's Date

Employee Symptom Check

Since your last day of work, have you experienced any of the following symptoms:

A new fever (100.4°F or higher) or a sense of having a fever?

A new cough that cannot be attributed to another health condition?

New shortness of breath or difficulty breathing that cannot be attributed to another health cc
New chills that cannot be attributed to another health condition?

A new sore throat that cannot be attributed to another health condition?

New muscle aches (myalgia) that cannot be attributed to another health condition or specific
activity (such as physical exercise)?

A new loss of taste or smell?

Contact with someone in the past 14 days with suspected or confirmed COVID-19?
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