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COVID-19 DECLARATION

STRICTLY  CONFIDENTIAL
The following information is required for your health & safety. 
This information will be treated in the strictest confidence.

Full Name:  ___________________________________________________


Full Address:  _________________________________________________


PHONE number and EMAIL: _____________________________________

Date of Birth: ____ /_____ /__________           
_
OVER THE PREVIOUS 10 DAYS, HAVE YOU:
1/. Been designated as a Shielded Person by your GP, or the Chief Medical Officer of Wales or the UK?      YES / NO       (please circle)

2/. Been instructed to Self-Isolate or been under local lock-down? YES / NO
3/. Had a body temperature fever over 38c / 100F? Have you felt 
     abnormally hot to the touch on your chest or back?      YES / NO

4/. Had a new and persistent cough or shortness of breath? This means
    coughing a lot for more than an hour, or three or more coughing episodes
    in 24 hours - if you usually have a cough, is it worse than usual?  YES / NO
5/. Had experienced the loss of or change in taste or smell?    YES / NO

6/. Had experienced a new and unusual rash on hands or feet?    YES / NO

7/. Been in direct physical contact (more than 15 minutes and within 2m) 
     with a known  positive testing COVID-19 sufferer?          YES / NO

8/. OVER THE LAST SEVEN DAYS, had direct contact 
   (over 15 mins/2m) with someone who has a fever higher than 38c/100F 
   (abnormally hot to the touch on their chest or back) or a persistent 
   non allergic dry cough or loss of smell or taste?    YES / NO 

I undertake to keep the therapist updated about my health, should there be any changes to the answers given, in the next TEN DAYS. 
I agree to take part in the Test, Trace and Protect scheme, if needed. 
I understand that COVID-19 is highly contagious and still present in Cardiff. 
I understand that COVID-19 is passed through close contact with others and that people without symptoms may be infectious. 
While I recognise that all due care will be taken by my therapist, 
I am aware that my participation in the treatment is by my own choice.

______________________________________        ______________________________________         
            SIGN HERE                                                                   DATE HERE
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