COVID-19 Antibody Test

Patient Name:________________

DOB: ____/____/____

Please answer the following questions:

1. Has there been direct exposure to someone who tested positive for COVID-19?

 FORMCHECKBOX 
 Yes
    FORMCHECKBOX 
 No

2. Have you been tested for COVID-19 with a nasal swab or saliva test?

 FORMCHECKBOX 
 Yes
    FORMCHECKBOX 
 No

Starting January 2020, have you had:

3. An illness with fever?


 FORMCHECKBOX 
 Yes
    FORMCHECKBOX 
 No  If yes, when: ___________

4. An illness with cough? 

 FORMCHECKBOX 
 Yes
    FORMCHECKBOX 
 No  If yes, when: ___________

5. An illness with sore throat? 

 FORMCHECKBOX 
 Yes
    FORMCHECKBOX 
 No  If yes, when: ___________

6. An illness with muscle aches? 
 FORMCHECKBOX 
 Yes
    FORMCHECKBOX 
 No  If yes, when: ___________

7. An illness with shortness of breath? 
 FORMCHECKBOX 
 Yes
    FORMCHECKBOX 
 No  If yes, when: ___________

8. An illness with diarrhea/vomiting? 
 FORMCHECKBOX 
 Yes
    FORMCHECKBOX 
 No  If yes, when: ___________

9. An illness with runny nose? 

 FORMCHECKBOX 
 Yes
    FORMCHECKBOX 
 No  If yes, when: ___________

10. An illness with fatigue? 

 FORMCHECKBOX 
 Yes
    FORMCHECKBOX 
 No  If yes, when: ___________
