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HEALTH DECLARATION

Contact Information:
Full Name: _______________________________________________________
Address: _________________________________________________________
________________________________________________________________
Mobile Number: __________________________________________________

Health Wellbeing & Recent Travel History
Have you been in contact with any person who is a confirmed case of COVID-19 in the past 14 days?						YES   or   NO
Have you been overseas in the past 14 days? 		YES   or    NO
Do you currently have a fever or any flu symptoms such as coughing, runny nose or sore throat?						YES   or   NO

Acknowledgment
I have answered all questions to the best of my knowledge. I acknowledge & agree to the collection, use & disclosure of my personal information & recent travel history for the purpose set out in this form only.


Signature: _______________________________	Date: __________________
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