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COVID-19 Screening Questionnaire

Rank/Full Name: ____________________________     DOD ID: ______________________________

Gp/Sq:_____________________________________       Status: AD☐ GS☐ Ctr☐ Dep☐ Other☐
Phone Number: _____________________________     Personal Email Address:__________________

Street address: ______________________________    Town/ Zip code: ________________________ 

Birthdate:__________________________________    Place of Birth: __________________________
Airline:____________________________________    Flight #:_______________________________
Seat #:____________________________________     Arrival Date:___________________________
1. Circle any symptoms related to COVID-19 that you are currently experiencing:

· Cough

· Shortness of breath/difficulty breathing

· Fever of 99.5 °F/37.5 °C or above

· Repeated shaking and/or chills

· Muscle pain

· Headache

· Sore throat

· New loss of taste or smell
· Fatigue

· Diarrhea

· Congestion or runny nose

· Nausea

· Vomiting
If you (or family staying with you) have or develop any of the listed symptoms, you must contact the 31 MDG Appointment Line (DSN 632-5000/+39 043430-5000) in a timely manner. You should also monitor your body temperature twice a day (morning and evening) while undergoing ROM. 
2. Have you had any close contact with anyone who tested positive for COVID-19?  ☐Yes ☐No

3. Are there any members living in the household that traveled with you?  ☐Yes ☐No

     List names and occupation (specify unit if applicable)

___________________________________________

___________________________________________

___________________________________________

___________________________________________

4.  List the locations you (or household members traveling with you) have stayed in the past 14 days.  _________
5.  Please contact the 31 MDG Appointment Line for any emergency or non-emergency medical needs.
“Return with Honor”

“Return with Honor”


