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ACTION INDOOR SPORTS & TRI-LAKE FC

If you answer “Yes” to any of these questions, please do not attend a training session or game
Thanks for keeping our Organization and others safe
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COVID-19 Supplemental Questionnaire

Any positive response should trigger an evaluation by a
medical povir.

Have you had any of the following symptoms in the past
2wegks?

o Fever

Cough

Shortness of breath or diffculy breathing

Shaking chills

Chest pain, pressure, or tightness with exercise

Fatigue or dificulty ith exercise

Racing heart rate

Unusual dizziness

Loss of taste or smel

Sore throat

Nausea, vomiting,or diarrhea

Unusual rash or painful discoloration offingers or
toes.

Do you have a familyor household member with current
or past COVID-19?

Do you have moderate to severe asthma, a heart
condition, diabetes, chronic kidney or lver disease,
or take medication or have a medical condiion that
weakens your immune system?

Have you been diagnosed with o tested positive for
COVID-19 infection?





