BAY WEST ENDOCRINOLOGY ASSOCIATES

COVID-19 Illness Screening Questionnaire

Please complete questionnaire 3-5 business days before your appointment via one of the following options:

Call 410-828-7417 ext. 172 and leave a VOICEMAIL with your responses to all questions below
OR

Fax completed form to 410-828-4695
Appointment Date:  ______________
Patient Name:  _______________________________

DOB: _________________
Doctor:  ______________________________
1.
 Within the last two weeks, have you experienced any of the following symptoms? 

a.
Difficulty Breathing
YES___

NO___
b.
Cough


YES___

NO___
c.
Fever


YES___

NO___       
d. 
Loss of taste or smell
YES___

NO___

2.   Have you been tested for COVID in the past week (and the results are pending or 

positive)? 
3 Have you been in close contact (within 6 feet for >3 minutes) in the last 14 days of 
someone who is COVID+?

IF YES is answered, to two or more of question 1, the provider will be notified and your appointment may need to be rescheduled. 
Patient Signature:_____________________________________________ 
PLEASE CALL THE OFFICE IF ANY OF THE RESPONSES TO THIS QUESTIONNAIRE CHANGE PRIOR TO YOUR APPOINTMENT.
