
 

 

 
 

COVID-19 Athletic Monitoring Form 
Date: Circle Yes/No Below 
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Fever or Chills Yes No Yes No Yes No Yes No Yes No Yes No Yes No Yes No Yes No Yes No 
Cough Yes No Yes No Yes No Yes No Yes No Yes No Yes No Yes No Yes No Yes No 
Nasal Congestion 
or Runny Nose 

Yes No Yes No Yes No Yes No Yes No Yes No Yes No Yes No Yes No Yes No 

Sore Throat Yes No Yes No Yes No Yes No Yes No Yes No Yes No Yes No Yes No Yes No 
Shortness of 
Breath or 
Difficulty 
Breathing 

Yes No Yes No Yes No Yes No Yes No Yes No Yes No Yes No Yes No Yes No 

Diarrhea Yes No Yes No Yes No Yes No Yes No Yes No Yes No Yes No Yes No Yes No 
Nausea or 
Vomiting Yes No Yes No Yes No Yes No Yes No Yes No Yes No Yes No Yes No Yes No 

Fatigue Yes No Yes No Yes No Yes No Yes No Yes No Yes No Yes No Yes No Yes No 
Headache Yes No Yes No Yes No Yes No Yes No Yes No Yes No Yes No Yes No Yes No 
Muscle or Body 
Aches Yes No Yes No Yes No Yes No Yes No Yes No Yes No Yes No Yes No Yes No 

New Loss of 
Taste or Smell Yes No Yes No Yes No Yes No Yes No Yes No Yes No Yes No Yes No Yes No 

Temp (If Higher 
Than 100.3)                     

 

 


