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    ‘MIND-YOUR-SKIN’®
  www.mindyourskin.com

NORBERTUS C. ROBBEN, M.D.

Member: ASLMS
EFFIE XIDOUS, LINDA MASCIANGELO, KIMBERLY ROBBEN
LICENSED ESTHETICIANS

LASER & AESTHETIC MEDICINE AND PROFESSIONAL SKINCARE SERVICES

            2010 WEST CHESTER PIKE, SUITE 345, HAVERTOWN, PA 19083                

  1718 EAST PASSYUNK AVE, PHILADELPHIA, PA 19148
COVID-19 SCREENING QUESTIONNAIRE
For the protection of your health, that of our staff and the general public we are screening for potential risk of transmission of the COVID-10 virus. Also please disclose to us any conditions such as a compromised immune system (from COPD/asthma, heart/lung/kidney/liver disease, diabetes, cancer or treatment such as auto-immune disorders, radiation/chemo-therapy, that might pre-dispose you or an individual in your care (even if not living with you) to an increased risk for the effects of COVID-19! Please understand that your visit and/or treatment today are entirely elective and the info below helps identify risks that may not outweigh the benefits.
In the last 14-21 days:











    YES    NO
	1. Have you had any cough, shortness of breath, flu-like symptoms,  a runny nose, sore throat, congestion, 

2. chills, fever or malaise, headache or GI upset (nausea/vomiting/diarrhea), a new loss of taste or smell?

3. Have you been tested for COVID-19 or been with someone who has been?

4. Have you been quarantined or been with someone who has been?

5. Have you traveled away from this area?
or
6. Are you aware of anyone in your household or under your care that would have to answer ‘yes’ to any of the questions in 1 through 5 above?
	




I, the undersigned, do hereby warrant that I have answered these screening questions truthfully and to the best of my ability. I understand that all information shall be treated with the same confidentiality as required for medical records and/or the PA Department of Health. In addition, I will inform MindYourSkin should I be diagnosed with COVID-19 within 14 days of this visit.
Print Name: ______________________________________________________________



(Parent/Guardian if under 18)
Signature: ____________________________________________  Date: ______________

      Touchless temp (body equivalent) forehead/behind ear:  _______/_______     Staff Initial: _______
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