Villa ENHANCED VISITOR SCREENING QUESTIONAIRE
Cathay 2Tk G

CARE HOME

Dear Designated Visitor:

Please complete this form in full and return to Villa Cathay via email (contact@villacathay.ca or fax
604-254-5230). All visitors must complete the form prior to the visit. We will contact you to schedule
your visit after your form is received.

WHIEESBHRER TERERE . %  REEERER(ED: contact@villacathay.ca I
604-254-5230) - FTA B MU BERPAARME - RASERACHREZE - BRBLRH
35 -

Name of Designated Visitor {5 E 5 I &A:

Name of my loved one RE I 2: Room No. /= B 5% HS:

1. Please take a body temperature prior to your visit.

AERREKBTAERER

a. If your body temperature is 37.5 degree C or below, please proceed to question #2

ERNHNEBREERERE 37,5 EalU T - FHEEBRE 2

b. If your body temperature is 37.5 degree C or above, please see your health care provider.
Meanwhile, please self-isolate at home until you receive further medical advice.

ERNEBRERK 375 U L - FEAACHNES: - £FABENIERZA - FEERT
BRImEE -
2. Are you experiencing any of the following symptoms (new or worsening)

iR E R 2 A A TR EH HIREAEAR N E)
a. Loss of taste/smell %%”*%EWQ%,DY% Z2[No&E

b. Lossofappetite =B [ Jres 2 [ No &
c. Fatigue BR DYes = D\lo &
d. Fever By [es 2 [ No &

e. Neworworseningcough Fﬁﬁﬁuﬁﬂﬁﬂﬂm%es = D\lo &
f. Stuffyorrunnynose ~ BEFREBIK [ es 2 |:|No S
g. Sorethroat EHeR |:|Yes = |:|No &
h. Painfulswallowing HERFEEE DYes = |:|No &
i. Difficulty breathing M R [ 4 [ Jes 2 |:|No ES
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j.  Nausea and/or vomiting 8 1ENE = &Nt Des =2 |:|No &

k. Muscle aches A& TR |:|Yes = |:|No &
l.  Chills B R A=k DYes = |:|No &
m. Headache FIERE DYes = |:|No &

If YES to any of these symptoms, do not proceed with visit, please see your care provider.

AL ERER - SB0IRED - B EBRHNEESKER

If NO proceed to remaining questions. {8 AL EEAR - BEE NEBE

Have you ever been diagnosed with COVID-19? 8 E & S iEZ B EIkRE?
|:|Yes A, When oI fF: |:|No 2

In the last 14 days, have you taken an airplane, cruise, or been to a place outside of the Lower
Mainland where there are confirmed cases?

HFREFTIUXRA - MESZRFESERE - Him - 2B EEFRIINEGEZEZRZME?
|:|Yes B |:|No 2

In the last 14 days, to your knowledge, have you been in contact with anyone with COVID-19?

FBRETINX - G - CESEETEZHEERREN AR BZEE?
|:|Yes B |:|No 2

In the last 14 days, to your knowledge, have you been in close contact with someone who has
symptoms of COVID-19?

FRETTRA - SAIGFTA - B BESZE T BEMEMXERNABTBESE ?
|:|Yes B |:|No 2

In the last 14 days, have you been told to self-isolate in accordance with Public Health Directives
or be in self-monitoring because of a close contact with someone in isolation?

ERETIX - AHFBENFIRESIERERESHIER  ASEFEERFERBENER
BiEAg 2
|:|Yes B |:|No Py =]

If YES to question 3 to 7, please do not proceed with visit. For the health and safety of your

loved one, please wait for 14 days and confirm that your have not been affected before
scheduling a visit.

HEERIZTELDE "H, - BE2FRG - BIRRANZZERE - FALEETIX
BB w - BITRHHR -
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8. In the last 14 days have you visited/worked/volunteered at another healthcare facility including

long term care/assisted living or hospital?

EBREM 14 XA - BEGEEHMNERKE (SR REEE/HEEFNER )

JBEET?
|:|Yes B |:|No BB

If “Yes” to the above, please list the name of the site as well as the last date you
visited/worked/volunteered there:

MEWERZR R BILEBRFURRER —RHE/ LE/EEITIBE:

| certify that the above is true to the best of my knowledge.

R U EWERISEE -

Signature &5 Date H#A

shfE/ LIF
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