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COVID-19 CONTACT TRACKING FORM FOR INDIVIDUAL
	INDIVIDUAL INFORMATION (REQUIRED)

	TODAYS DATE:
	
	DOB:
	

	TABS ID:
	
	AGE:
	

	INDIVIDUAL NAME:
	
	
GENDER:
	

	WHAT IS THE INDIVIDUAL’S CURRENT COVID-19 STATUS? 



	
ARE THEY AWARE OF HAVING COME INTO CONTACT WITH SOMEONE WHO WAS POTENTIALLY POSITIVE FOR COVID-19. IF SO WHO/WHEN/WHERE

CONFIRMED CASE OF COVID-19 AS REPORTED BY DOH 

SUSPECTED EXPOSURE TO COVID-19 WITHOUT CONFIRMATION BY HEALTH DEPT.


	EXPOSURE DATE (IF KNOWN):
	

	HAS INDIVIDUAL BEEN EVALUATED BY MEDICAL PRACTITIONER?
(IF YES, NAME IF KNOWN)

	HAS INDIVIDUAL BEEN EVALUATED BY HEALTH DEPARTMENT?
(INCLUDE COUNTY)?

	WHAT INFORMATION HAS THE HEALTH DEPARTMENT PROVIDED TO THE PROGRAM, INCLUDING GUIDANCE AND DIRECTION AROUND ISOLATION/QUARANTINE FOR THE INDIVIDUAL AND THE PROGRAM?  (INCLUDE PHYSICAL DOCUMENTS IN WRITING RECEIVED FROM HEALTH DEPARTMENT)

	QUARANTINE/ISOLATION CATEGORY:

	NUMBER OF ISOLATION DAYS REQUIRED (IF APPLIES)

	START DATE OF ISOLATION/QUARANTINE?

	ESTIMATED END DATE OF ISOLATION/QUARANTINE?

	HOSPITALIZATION (YES OR NO)?
IF YES, WHAT IS CURRENT STATUS I.E. ICU, CRITICAL CONDITION ETC.)

	CURRENT MEDICAL AND HEALTHCARE NEEDS (INCLUDE MEDICATIONS, LIFESAVING HEALTHCARE SUPPORTING DEVICES, AND RESTRICTIONS TO INCLUDE ISOLATION)?

	CONSIDERED VULNERABLE INDIVIDUAL: 
· PRE-EXISTING CONDITIONS (REVIEW QUESTIONAIRRE IF AVAILABLE)
· WILLOWBROOK (INCLUDE CAB NOTIFICATIONS)

	STAFF PERSON TO CONTACT REGARDING INDIVIDUALS CARE (FIRST AND LAST NAME):
(CONTACT PERSON’S PHONE NUMBER)

	RESIDENCE (LIST AGENCY NAME, TYPE, PROGRAM ID, ADDRESS, COUNTY AND PROGRAM DDSO)
ALSO LIST # OF FLOORS, BEDROOMS, BATHROOMS, OTHER ROOMS:
               LAST DATE/TIME PHYSICALLY AT RESIDENCE. 


	TIMELINE FROM ONSET OF SYMPTOMS TO DATE (INCLUDE DATES AND ACTIVITY AND OTHER INCLUDE TRANSPORTATION)

	POSSIBLE EXPOSURE POINTS WITHIN THE 2 WEEKS PRIOR TO ONSET OF SYMPTOMS (IF KNOWN TO INCLUDE PROGRAMS AND ANY OTHER VENDORS)

	TIMELINE OF MEDICAL NOTIFICATION FROM ONSET OF SYMPTOMS (COUGH, SORE THROAT, FEVER, SHORTNESS OF BREATH) TO DATE?  (INCLUDE NAMES OF WHO MADE NOTIFICATIONS AND TO WHOM AND WHEN AS WELL AS THE RESPONSE RECEIVED. I.E. DOH AND CDC)?

	NOTIFICATIONS MADE TO ADVOCATE AND/OR FAMILY (INCLUDE WHO MADE NOTIFICATION TO WHOM, WHEN AND WHAT THE RESPONSE WAS)?

	WERE ACTIVITIES RESTRICTED AT ANY POINT FROM PRE-EXPOSURE TO DATE OF EXPOSURE?
(YES OR NO)

	START DATE OF ACTIVITY RESTRICTION
· ESTIMATED END DATE OF ACTIVITY RESTRICTION
· WHAT ACTIVITIES WERE RESTRICTED AND LOCATION

	HEALTH CARE PROXY (IF APPLICABLE)


	

	PROGRAM INFORMATION:

	MEDICAL DIRECTOR NAME AND CONTACT INFORMATION

	OTHER INDIVIDUALS IN THE RESIDENCE (NUMBER OF OTHER INDIVIDUALS, NAMES, DOB, COPIES OF LIFE PLAN, THEIR CURRENT HEALTH STATUS INCLUDING COVID-19 STATUS AND FUNCTIONING LEVEL, QUARENTINE/ISOLATION STATUS, ARE THEY HIGH RISK CATEGORY TO INCLUDE THEIR VULNERABILITIES, PLEASE NOTE WHETHER OR NOT ANY OF THE INDIVIDUALS HAVE THEIR OWN SEPARATE REPORT)

	STAFF INFORMATION (NAMES, TITLES, AGES, SHIFTS ASSIGNED, SHIFTS WORKED, OTHER WORK LOCATIONS IN ADDITION TO THIS SITE WITHIN THE LAST 2 WEEKS, INDIVIDUALS EXPOSED TO, DID THEY WORK ONE-ON-ONE WITH THIS REPORT’S SUBJECT INDIVIDUAL


	FACILITY INFORMATION 

	· PRECAUTIONARY QUARANTINE (ISOLATION OF INDIVIDUALS WITH PROXIMATE EXPOSURE)
· REQUIRED MANDATORY QUARANTINE (ISOLATION OF INDIVIDUALS WITH CLOSE EXPOSURE)
· REQUIRED MANDATORY ISOLATION (INDIVIDUALS WITH CONFIRMED COVID-19 DIAGNOSIS)

	EXPOSURES

	· EXPOSURE DATES (IF KNOWN)
· NUMBER OF EXPOSURES AT FACILITY (INCLUDING STAFF)
· NUMBER OF INDIVIDUALS EXPOSED
· REFERENCE IF ANY STAFF OR OTHER INDIVIDUALS HAVE THEIR OWN INCIDENT SHIFTS
· CURRENT SHIFT MINIMUMS
· CURRENT STAFF ROSTER AND WORK SCHEDULE FOR 2 WEEKS PRIOR TO SUBJECT INDIVIDUALS EXPOSURE

	STAFF STATUS

	· NAMES OF ALL STAFF EXPOSED AND THEIR CURRENT QUARANTINE STATUS
· EXPOSURE DATES EACH STAFF EXPOSED (WITH THEIR NAME) (IF KNOWN)
· COVID-19 STATUS OF STAFF
· ARE ANY STAFF AWARE OF COMING INTO CONTACT WITH ANYONE EXPOSED, IF SO WHO/WHEN/WHERE
· NUMBER OF ISOLATION/QUARANTINE DAYS REQUIRED (FOR EACH STAFF)
· START DATE OF ISOLATION/QUARANTINE (EACH STAFF)
· ESTIMATED END DATE OF ISOLATION/QUARANTINE (EACH STAFF)	


	HAS THE EMPLOYEE BEEN EVALUATED BY THE HEALTH DEPARTMENT?

	WHAT INFORMATION HAS THE HEALTH DEPARTMENT PROVIDED TO THE PROGRAM, INCLUDING GUIDANCE AND DIRECTION AROUND ISOLATION/QUARANTINE FOR THE STAFF?

	DO ANY STAFF WHO HAVE BEEN EXPOSED OR POTENTIALLY EXPOSED HAVE PRE-EXISTING HEALTH CONDITIONS THAT CONSTITUTE A HIGHER RISK	?


	OTHER NOTES:
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