COVID 19 - Student Screening Protocol

Date:

Student Name:

l, , parent/guardian/adult student attest that my
child does not have any of the symptoms or conditions listed below:

__ Cough
______Shortness of breath or difficulty breathing
__ Chills
______ Repeated shaking with chills
__ Muscle pain
Headache
______ Sorethroat
__ Loss of taste or smell
_____ Diarrhea
Feeling feverish or a measured temperature greater than or equal to 100.00 degrees Fahrenheit.

Known close contact with a person who is lab confirmed to have COVID — 19

The following protocols will be adhered to:

e Student’s temperature will be taken

e Frequent washing of hands

e Frequent applying of hand sanitizer

e Use of face covering, shield (if more than 6 ft. distancing cannot be maintained) and gloves by
evaluator

e If developmentally appropriate, the student will wear a face covering at all times (face coving
provided by parent).

e Sanitizing of testing materials and testing area

The safety protocols listed above were explained to me and | agree to the safety measures.

Parent/Guardian/Adult Student



