
Name:  _______________________________ Date:  _________ Time:  ______

DOB:  ______________ Dept./Supervisor:  _____________________________

Date of Onset of Symptoms:  _________ Missed Work Dates:  ______________

Illness Hx:  _______________________________________________________

Date/Time of last Fever:___________ Current Temperature: ________________ 

Date/Time of last dose Aspirin, Tylenol, NSAID, etc.:  ______________________

	Current Symptoms
	YES
	NO
	COMMENT

	1. Fever > 100o F in past 24 hours or feeling feverish (chills)
	
	
	

	2. Generalized Muscle Aches
	
	
	

	3. Headache
	
	
	

	4. Extreme Fatigue
	
	
	

	5. Dry Cough
	
	
	

	6. Sore Throat
	
	
	

	7. Runny Nose
	
	
	

	8. Other
	
	
	


If YES to any symptom: Do you have a chronic health condition? Yes  FORMCHECKBOX 

No  FORMCHECKBOX 

COMMENT:  _____________________________________________________

Instructions:  At all times apply clinical judgment in addition to criteria below.  Refer as needed for any YES answer.
Disposition

 FORMCHECKBOX 

Return to work full duty (NO to all symptom questions)

 FORMCHECKBOX 

Return to work modified duty (YES to symptom #5, #6, OR #7- specify if needs mask or other modification): ________________________________________

 FORMCHECKBOX 

Referred for medical evaluation:  ____________________________________ 

 FORMCHECKBOX 

Does not meet criteria for return to work (YES to symptom #1, #2, OR #4 or patient care or food services worker with diarrhea within 48 hours.) 

Notes:  _____________________________________________________________

___________________________________________________________________

Employee Health Nurse/designee




Date

Influenza-like Illness – Screening Form





Telephonic?  Yes	No
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