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In response to epidemic survey, please cooperate in filling out the TOCC
assessment form-health declaration card
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Have you had the following symptoms in the past 14 days:
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temperature>37.5°C) Coughing Runny nose | Clogged nose Sore throat
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Muscle ache Headache tiredness Diarrhea
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Loss of smell or taste None Others
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Contact tracing:

O BRA/ES(RA)BBIIMNEIES 5
A friend/colleague (family) returned to the country from abroad
and had a fever

O BEARS
Have been in and out of the airport
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Visited a hospital or clinic: Please specify (hospital/clinic name):
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Contact with patients with
symptoms of COVID-19
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Poultry and birds contact such as chickens, ducks and livestock
Contact: such as pigs, cats, dogs, etc.
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None
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Others: Have a friend/colleague (family) return from abroad which country within 21 days?

Please specify:
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Gathering history:
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Yes, please continue to fill in (location of occurrence):
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Neighbors have had fever recently or symptoms of COVID-19
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Your friend has a fever recently or symptoms of COVID-19
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Colleagues have had fever recently or symptoms of COVID-19
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None
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Whether family members are in home quarantine, home isolation or self-health management

O B FHEES :

Yes, please continue to fill in:
OR/BEEZEHANBEZREET  Friends/colleagues (family) are in
home quarantine
OR%/ES(XAN)BEXRRRS
Friends/colleagues (family) are in home isolation
O&/RHEHAN)BEREEXZEESD

Friends/colleagues (family) are in self-health management
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None
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Everyone is responsible for cooperating with epidemic prevention. | filled out the above questions
according to the facts. If there is any concealment, | will be held accountable by the Infectious Disease

Prevention and Control Law, with no objection.
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Signature of Contact No. :
Person who filled up :
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