
Ple          C                                      For Positive Results      Para resultados positivos		

 Work Comp       Physical/RTW Evaluation       Drug & Alcohol Screen       Other____________  Akeso Staff _________

If Employment related: Employer _______________________   Employer Phone ____________________  Date _____________

COVID 19 Screening
COVID 19 Cribado

All patients must wear a mask and complete this form prior to examination   Todos los pacientes tienen que completar este formulario

PATIENT INFORMATION     INFORMACIÓN DEL PACIENTE

First name  ____________________________ 	 Middle intial  __________	 Last name  _____________________________  
Nombre Inicial	 Apellido

Birthdate  _________  Cell Phone  ___________________	 E Mail  ______________________________________________
Nacimiento  Teléfono	 Correo Electrónico

Yes	 No    
Si		  No 

Yes	 No    
Si		  No

Yes	 No    

Yes	 No    

Yes	 No    
Si		  No

Yes	 No    
Si		  No

Yes	 No    
Si		  No

Yes	 No    
Si		  No

Yes	 No    
Si		  No

Yes	 No    

		



























 Si		  No

If you answered yes to any question above except number one, please immediately notify the front desk staff. 
Si respondió afirmativamente a cualquier pregunta anterior, excepto la número uno, notifique inmediatamente al personal de recepción.

Patient Signature _____________________________	 Print Name  _____________________________	 Date _______
firma							 Nombre impreso							 Fecha

AKESO COVID-19 Intake  |   0821  v1.0

Akeso Use Only Completed By:


	First name: 
	Middle intial: 
	Last name: 
	Birthdate: 
	Cell Phone: 
	E Mail: 
	Print Name: 
	Date: 
	Signature7_es_:signer:signature: 
	Received Vaccine Yes: Off
	Received Vaccine No: Off
	Fever Yes: Off
	Fever No: Off
	Contact Yes: Off
	Contact No: Off
	Headache Yes: Off
	Headache No: Off
	Breath Yes: Off
	Breath no: Off
	Chills Yes: Off
	Chills No: Off
	Ache Yes: Off
	Ache No: Off
	Taste Yes: Off
	Taste No: Off
	Diarrea Yes: Off
	Diarrea No: Off
	Fatigue Yes: Off
	Fatigue No: Off


