EBeebe

Name:

Age (yrs):

SEX: MALE / FEMALE

Street address:

Telephone number:
Where did case contact occur (Facility):
Date of last contact with the case (mm/dd/yyyy):

City

State:

Take your temperature twice a day, in the morning & in the evening, and write it

down.

Mark if you have any of the symptoms: circle “Y” for YES and “N” for NO.

Do not leave any spaces blank.

14 Day Symptom Self-Monitor Form for Novel Coronavirus (Days 1-7)

DAY
DATE
AM or PM AM PM | AM | PM | AM | PM | AM | PM | AM | PM | AM | PM | AM | PM
TEMPERATURE

Cough Y N |[Y N|Y N|Y N[Y N|Y N|Y N|Y N|Y N|Y N|[Y N|Y N|Y N|Y N
Sore Throat Y N |Y N|Y N|Y N[Y N|Y N|Y N|Y N|Y N|Y N|[Y N|Y N|Y N|Y N
DifficultyBreathing | Y N | Y N|Y N|Y N|Y N|Y N|Y N|Y N|Y N|Y N|Y N|Y N|Y N|Y N
ShortnessofBreath | Y N | Y N|Y N|Y N|Y N|Y N|Y N|Y N|Y N|Y N|Y N|Y N|Y N|Y N
Muscle Aches Y N |[Y N|Y N|Y N[Y N|Y N|Y N|Y N|Y N|Y N|[Y N|Y N|Y N|Y N
Headaches Y N |Y N|Y N|Y N[Y N|Y N|Y N|Y N|Y N|Y N|[Y N|Y N|Y N|Y N
Si‘:grr:]'cgit' Y N |Y N|Y N|Y N|Y N|Y N|Y N|Y N|Y N|[Y N|[Y N|Y N|Y N|Y N
Vomiting Y N |Y N|Y N|Y N[Y N|Y N|Y N|Y N|Y N|Y N|[Y N|Y N|Y N|Y N
Diarrhea Y N |[Y N|Y N|Y N[Y N|Y N|Y N|Y N|Y N|Y N|[Y N|Y N|Y N|Y N




14 Day Symptom Self-Monitor Form for Novel Coronavirus (Days 8 - 14)

DAY 10 11 12 13 14
DATE
AM or PM AM PM | AM | PM | AM | PM | AM | PM | AM | PM | AM | PM | AM | PM
TEMPERATURE

Cough Y N|Y N|Y N|Y N|Y N|Y N|Y N|Y N|Y N|Y N|Y N|Y N|Y N|Y N
Sore Throat Y N|Y N|Y N|Y N|Y N|Y N|Y N|Y N|Y N|Y N|Y N|Y N|Y N|Y N
Difficulty Breathing | Y N | Y N|Y N|Y N|Y N|Y N|Y N|Y N|Y N|Y N|Y N|Y N|Y N|Y N
ShortnessofBreath | Y N | Y N|Y N|Y N|Y N|Y N|[Y N|Y N|[Y N|Y N|Y N|Y N|Y N|Y N
Muscle Aches Y N|Y N|Y N|Y N|Y N|Y N|Y N|Y N|Y N|Y N|Y N|Y N|Y N|Y N
Headaches Y N|Y N|Y N|Y N|Y N|Y N|Y N|Y N|Y N|Y N|Y N|Y N|Y N|Y N
gzgzrr:'fr;i Y N|Y N|Y N|Y N|Y N|Y N|Y N|Y N|Y N|Y N|Y N|Y N|Y N|Y N
Vomiting N N|Y N|Y N N|Y N|Y N N|Y N|Y N N|Y N|Y N N
Diarrhea Y N|Y N|Y N|Y N|Y N|Y N|Y N|Y N|Y N|Y N|Y N|Y N|Y N|Y N




