
 
COVID-19 EXPOSURE AND SYMPTOM QUESTIONNAIRE  

 
Due to the ongoing COVID-19 pandemic, all caregivers/clients are required to complete this form 
prior to being seen at Coastal Connecticut Counseling. Your visit is subject to approval upon 
completion of this form. These rules are being enforced to keep our clients and staff as well as the 
rest of your loved ones safe and healthy.  
 

Questions:  YES NO INITIALS 

Has the client, caregiver or anyone in your household traveled outside of 
Connecticut in the past 2 weeks? IF YES, WHERE _________________ 

   

In the past 2 weeks, has the client, caregiver, or anyone in your 
household had contact with any person suspected to have contracted 
coronavirus? Including being tested for COVID-19, & being in self 
isolation for COVID-19? 

   

In the past 2 weeks, has the client, caregiver, or anyone in your 
household had contact with any person confirmed to have contracted 
coronavirus? 

   

Has the client or caregiver currently been exposed to someone with 
flu-like symptoms (cough, shortness of breath, or fever)? 

   

In the last 72 hours (3 days), has client or caregiver experienced 
any of the following symptoms (circle any that are applicable): 

   

Sore throat, fever, coughing, difficulty breathing, shortness of breath or 
wheezing, muscle aches, vomiting or diarrhea, fatigue or feeling unwell, 
headache, loss of sense of smell/taste 

   

 
**Please return this form to your clinician when completed. If response is ‘yes’ to any of the 

above questions/symptoms, client should attend session via telehealth**  
 

By signing below, you certify that the answers above are true. Failure to answer truthfully or 
withholding information intentionally will lead to immediate dismissal from our practice and may be 
subject to applicable laws during this pandemic.  
 
 
Client/Caregiver Signature:______________________________________ Date:________________  
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