
..................................
date

...............................................................

signature

I declare that the above data is true and I am aware that concealing important information related to the 
coronavirus exposes me to civil liability (for damages), and if it turns out that I am sick - also to 
criminal liability. 

If Yes, please provide the date of the first symptoms ....................................................................

5. Have you been through COVID-19? 

   Nie

   Yes

4. Are you currently or in the last 10 days, there occurred the above mentioned symptoms in 
someone in your household? 

   No

   Yes

3. Are you or any of your household members currently experiencing symptoms of infection (fever, 
cough, runny nose, rash, muscle pain, sore throat, other unusual)? 

   No

   Yes

2. Is your child or someone in your household currently under epidemiological surveillance 
(quarantine)? 

   No

   Yes

   No

   Yes

1. During the last 10 days, have you had contact with a person confirmed to be infected with the 
SARS CoV-2 virus? 

PESEL or date of birth:

Nr patient:

QUESTIONNAIRE

Surname and name:

Phone number:

RENORT USŁUGI MEDYCZNE
IMROTH, PIOTROWSKI, TYSZKO-BURY SPÓŁKA JAWNA
ul. Leonida Teligi 5
02-777 Warszawa
NIP: 9512431297 REGON: 366673126
Telefon: 226430175
Przychodnia Renort
I/V cz. kodu res. 000000191399/01

/


