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COVID-19 Screening Questionnaire 
 
At the Carroll Center for the Blind we are continuing to monitor developments relating to 
COVID-19.  We are approaching this situation with an abundance of caution to ensure 
the health and safety of our clients, staff and visitors.   

We are following guidance from the CDC, World Health Organization, and other 
governmental agencies and public health authorities.  We ask for your support in this 
shared responsibility to minimize the risk of exposure and to protect our individual and 
collective health.  
 
To that end, please assist us with these measures by answering the questions below.  If 
you respond ‘YES’ to any of these questions, then as a precautionary measure you will 
be unable to continue with your visit to our premises at this time or receive off-campus 
services beyond remote instruction. If you respond ‘NO’ to all questions and will be 
coming to our campus or receiving off-campus services on multiple days, you 
must inform your Carroll Center host if any of the answers change prior to 
returning to campus and/or resuming services. 
 
Thank you for your cooperation. 
 
 
 
Name:  

 

Contact Phone Number:  

 

Reason for Visit:  

 

Date(s) of Visit: ___________________   Carroll Center Host: ____________________ 
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Signed ______________________________________        Date______________ 
 

Do you have any reason to believe you may currently have COVID-
19? 
 
 

   Yes    No 

Have you been in close contact within the last 14 days with anyone 
who you know has tested positive for, or is suspected of having, 
COVID-19? 
 
 

   Yes    No 

Have you, or anyone in your household, experienced any of the 
following symptoms in the past 14 days: cough, shortness of 
breath, difficulty breathing, fever, chills, muscle pain, sore throat, or 
new loss of sense of taste or smell? 
 
 

   Yes    No 

Are you, or anyone in your household, currently subject to a 
mandatory or precautionary quarantine? 

   Yes    No 
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