Obstetrics Outpatient Questionnaire on Arrival
ENARRIRRISE

& B B D: Name/K® :

« Body Temperature at the time of arrival / ( ) C

* Do you have any symptoms of common cold? (Cough / Sore throat / Running Nose/ Heavy-headed
/ Fatigue) (Yes /3 + No /7zL))

* Do you feel loss of taste and /or smell? (Yes /82 + No /7i3L)
« Within one month, do you have a family member living with you who has been diagnosed or
suspected of having COVID-19? Or do you have a history of close contact with a family member

who has been diagnosed with or suspected of having COVID-19?

(Yes/s8Z1 7 BMAICH 0. How long ago? days ago B80/weeks ago JBERILE * No/Z L)
(Yes/58z51 7 BMAICH 0. When did it happen? approximately B  BE No&xL)

« Is there anyone in the family living with you who has a fever or is sick?
(Yes /83 + No /isL))

%*In case you have temperature over 37.0°C and/or relevant parts the above, we will respond to you

individually.



