
  

      

Covid-19 screening register 
 

MUST BE COMPLETED BY ALL VISITORS 
 

NO MASK – NO ENTRY 
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Risk Management OHASA 

Date:  _____/_____/2020           Group:  __________________________________ 
     

 
ID number Name & Surname Cough Fever 
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temp 

Hands 
sanitized  
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contact 

Additional 
info * 
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 additional signs/symptoms: body aches, loss of smell or loss of taste, nausea, vomiting, diarrhoea, fatigue, weakness or tiredness. Please report on form if you experience any of these 

signs/symptoms. 


