Eye Q Vision Care, Inc.
“The Intelligent Choice in Eye Care”

Dwight D. Boyd, OD / Travis A. Wright, OD
546 Lakeland Plaza l Cumming, GA 30040

COVID-19 HIGH RISK PATIENT/VISITOR SCREENING FORM

Please complete the following form prior to proceeding with your visit.
I am a:		_____ Patient	_____ Visitor
Your Name: ________________________________________
Today’s Date: _______________________________________
Phone: ____________________________________________
Address: ___________________________________________

1. Do you have a fever, cough, shortness of breath, or difficulty breathing?
_____ Yes		_____ No

2. In the last 30 days, have you traveled outside of the United States or had any contact with anyone who has? 
_____ Yes		_____ No

3. Have you had any contact with a confirmed or probable case of COVID-19 or person with acute respiratory illness (fever, cough, shortness of breath) who has traveled outside of the US in the last 30 days?
_____ Yes		_____ No

4. Are you in the health care profession? If yes, have you been in contact with anyone who has tested positive for COVID-19?
_____ Yes		_____ No
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Signature: ________________________		Date: __________________________	
