HEALTH SCREENING TOOL

Stop the spread!!!

Keep students and staff healthy for a
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Online 1. In the last 24 hours, have you experienced any of the following Tuo Mg . 2020
Enroliment symptoms in a way not normal to you?
» Fever or chills

Cough

Shortness of breath or difficulty breathing

Fatigue

Muscle or body aches

Headache

New loss of taste or smell

Sore throat
Food Service Congestion or runny nose

Nausea or vomiting
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