i sbcc

A member of Healthway Medical

COVID-19 — DECLARATION FORM
2019 FiElERmE - FEAER

Name of Patient: NRIC/ Fin /PP No:
%2 EHSH8

Contact No: Signature:
EBiE £&

1 |Do you have any of the following?

MEEAMUTHFEMER ?

@ [Fever >37.5° KR &% COYes | oNo
b [Respiratory Symptom: Cough, sore throat, running nose, breathing difficulties or loss of smell oYes | oNo
lZW - M0 - REK, BRI KR
If Yes, has this been prolonged for 4 days or more and not recovering? oYes | oONo

WMRE - REERIKRE?

2 |Have you been exposed to one or more of the following?

EREA TIIRIT/EMT ?

a [Travelled or resided out of Singapore in the past 30 days? oYes | oNo
T EIOK - EEBRITHEEREIN?
Country [E % : Return Date iR [FH# :

Been to any hospitals/ healthcare facilities abroad in the past 30 days? oYes | oONo

(IS £30K, ST 2 A TS BE Bt/ ST HLHG 2

b [In close or frequent contact with person(s) who have travelled overseas in the past 30 days? oYes | oONo
I E30K - EEAESTEANEIMNREINABZREFEEMT ?
Country [E % : Return Date iR [FH# :

¢ [Have you been in contact with anyone who is a confirmed case, suspected case or has been screened oYes | oONo
for COVID-19 in the last 30 days?

EI 30K, EESEURSHRLUNETRRSREERY ?

If Yes, please specify the date: MRE - BEBEHE:

d [Have you been in contact with anyone who stayed in a foreign worker dormitory in the last 30 days? oYes | oONo
A E30K, EESEMEEINES TESEMT ?
If Yes, please specify the date: WMRAB - BEBEHE:

e [Have you been in contact with anyone who worked in occupations or environments with higher risk of | oYes | oNo
exposure to COVID-19 cases in the last 30 days?*

I E30K, EE5EMTE2019 FHuimsE XN BRI SR TR A AT ?
If Yes, please specify the date:
WMMRA - 15 EHREER

*Public and private healthcare settings, Dormitories, Isolation / quarantine facilities, Community care facilities /
Community recovery facilities, Ambulance and dedicated patient transport (including private hire vehicles) etc.

Accompanying person @ A

Name #&H Contact No EBiF :
NRIC Fin/PP No: Signature £
EHSHE
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