COVID-19 Athlete/Coach Monitoring Form (Check Yes/No appropriately):

Name (Coach/Athlete)

Had contact
with infected
person
(COVID-19)
within the
Difficulty Loss of Taste previous 14

Cough Breathing Sore Throat or Smell days
Date and Time YES / NO YES /NO YES /NO YES / NO YES /NO

Fever
YES /NO

Temperature
(Staff must
have
temperature
taken,
students
optional)

EX: John Smith

6/17/2020 11:00 AM
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