
COVID-19
Please complete the following questions. 
Name: 
Date:  Time: 

1. Do you have any of the following new or worsening symptoms:

If you answered YES to any of these symptoms or questions, please go home & self-
isolate right away. Book an appointment at an assessment centre for a COVID-19 test. 

To find your closest assessment centre, visit wdgpublichealth.ca 

2. Have you travelled outside of Canada in the past 14 days?

3. Have you had close contact with a confirmed or probable 
case of COVID-19, without wearing medical-grade PPE 
(e.g., a medical mask, eye protection)?

Adapted with permission from Toronto Public Health. 
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