Required Visitor Questionnaire and Privacy Notice

The safety of our employees, supplier partners, customers, families and visitors remain [Company Name’s] first priority. To prevent the spread of infectious disease and reduce the potential risk of exposure for the people in our facility, [Company Name] requires all visitors to complete this short questionnaire. This document will be kept confidential and shredded after 45 days unless required for epidemiological investigation. 

	Visitor’s Name:
	Date/Time of Visit:

	Visitor’s Company/Organization:
	Business Purpose:



	Self-Declaration by Visitor

	1.
	Have you experienced any cold or flu-like symptoms in the last 14 days (cough, fever, shortness of breath or difficulty breathing, chills, repeated shaking with chills, muscle pain, headache, sore throat, new loss of smell or taste, nausea, diarrhea, or vomiting)?
☐ Yes       ☐ No

	2.
	Have you had close contact with or cared for someone diagnosed with COVID-19 within the last 14 days?
☐ Yes       ☐ No

	3.
	Have you traveled to any high-risk areas, domestically or internationally, in the last 14 days?
☐ Yes       ☐ No     

	4.
	Have you been in close contact with anyone who has traveled internationally to high-risk areas within the last 14 days?
☐ Yes       ☐ No     



If the answer is “yes” to any of the questions above, access to the facility will be denied.

Signature (visitor): _________________________________________ Date: ________________

Note: If you plan to be onsite for consecutive days, please immediately advise your [Company Name] host if any of your responses change. The information collected on this form will be used to determine your access right to [Company Name] facilities. For more information, see [Company Name’s] privacy statement at [Insert email address]. Any questions should be directed to [Insert Name, Title, Phone, E-mail Address].

Access to facility: 	☐ Approved	☐ Denied

Signature (reviewer):______________________________________ Date: ________________
