[bookmark: _gjdgxs]PSC CLIENT ADVISORY AND ACKNOWLEDGMENT
RECEIVING PSC CLINICAL TREATMENT DURING THE COVID-19 PANDEMIC

You have come to our practice today for psychological evaluation and/or treatment that will be done during the COVID-19 pandemic. Please be advised of the following: While our office is implementing appropriate State Health Department and Centers for Disease Control and Prevention infection prevention and control recommendations to prevent the spread of the Coronavirus, since we are a place of public accommodation, other persons (including other clients) could be infected, with or without their knowledge, and there may be a risk of exposure to the Coronavirus. The safety of our Clients, Providers, Faculty, Staff and Students is our overriding priority. As the coronavirus (COVID-19) pandemic continues in order to prevent the spread of the coronavirus and reduce the potential risk of exposure we are asking everyone to complete and submit this questionnaire prior to entering the Classroom Building and/or the PSC Suite.

For the safety of our staff, other clients, and yourself, please be truthful and candid in your answers. You will not be permitted to enter the CRB today if you respond “Yes” to any of the following questions. If you do respond “Yes,” we will work closely with you to reschedule your session following either a quarantine period or production of a negative COVID-19 test if warranted.

I fully understand and acknowledge the above information, risks and cautions and have disclosed to my provider any conditions in my health history which may result in a compromised immune system.
 	 		 	
Client/Responsible Party	Date

PLEASE ADD YOUR INITIALS NEXT TO THE OPTION “YES” OR “NO” TO INDICATE YOUR ANSWER TO EACH OF THE FOLLOWING QUESTIONS.


1. Have you, within the last fourteen (14) days, traveled to a country where community-based spread of COVID-19 is occurring, or to any other geographic region in the United States with sustained community transmission of COVID-19?

Yes	 	

No	 	

If yes, please indicate date(s) and location(s):


4. 
Do you currently have, or have you experienced any of the following cold or flu- like symptoms within the last fourteen (14) days – fever, cough, shortness of breath, difficulty breathing, sore throat, body aches, or lack of taste or smell?

Yes	 	

No	 	

5. Have you previously been asked to self- isolate or self-quarantine?
Yes	 	



2. Within the last fourteen (14) days, have you had direct contact with a person confirmed or suspected to be positive with COVID-19?
Yes	 	

No	 	

If yes, please indicate the date(s) and result(s) of any test(s):



No	 	

3. In the last fourteen (14) days, have you been in close contact with anyone who has experienced any of the following cold or flu- like symptoms – fever, cough, shortness of breath, difficulty breathing, sore throat, body aches, or lack of taste or smell?
Yes	 	

No	 	





Patient Temperature


 	°F or °C
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