
Daily Self-Screening Survey for SCCCMHA Employees 

Before coming in to SCCCMHA or working in the community, staff must complete the 

following self-screening survey prior to the start of your workday and submit electronically. 

Date: 

First Name: Last Name: 

1. Do I have a temperature of 100.4 degrees Fahrenheit or higher?

Yes: ☐  No: ☐ 

2. Pursuant to the Center for Disease Control Guidelines, do I have any of the following

symptoms that I believe may be the result of COVID-19 exposure: fatigue, cough, shortness of

breath or difficulty breathing, fever or chills, muscle or body aches, headache, sore throat,

congestion or runny nose, nausea or vomiting, diarrhea, and/or recent loss of smell or taste?

Yes: ☐  No: ☐ 

3. If you answered “yes” to experiencing possible COVID-related symptoms please list them 
below, or type N/A if you are not experiencing possible COVID-related symptoms.

4. I have tested positive for COVID-19 in the past 10 days?

Yes: ☐ No: ☐  

5. If you answered “yes” to testing positive, have 10 days passed since the onset of symptoms, or

if asymptomatic since your positive test results, have you been fever free for at least 24-hours

without fever reducing medicine.

If no, please do not report to work and contact HR. 

Yes: ☐  No: ☐ 

5. I have had close contact to someone with confirmed COVID-19 in the past 10 days?

“Close Contact” means within 6 ft or less for 15 minutes over a 24 hour time period. 

Yes: ☐  No: ☐ 

Should an employee answer yes to any of the questions they must not report to work and 

they must contact their immediate supervisor and HR, who will review next steps in line 

with CDC Guidelines. 
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