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UNIVERSITY HEALTH CENTRE 

 
PROFORMA IN CURRENT SCENARIO OF COVID PANDEMIC 

 

 

Name :                                                           Age:                        

 

Sex: 

     

 

Department &designation: 

 

Address (from where you are coming): 

 

State  District Panchayath Ward number  

 

 

    

 

Present address (at Kasaragod):    

 

 

                                                                          

   1.Mode of transport to the University: 

 

       Public ○ Private ○ Own vehicle ○ 

 

   2.Date of travel:      

 

   3. Is your place a red zone /hot spot/containment area/? 

 

                             Yes○ No ○ 

  

                         If Yes Specify;- 

 

 

4.Any history of fever cold, at present? 

                               

                               Yes○ No ○ 

 

5.Any recent history of  visit to hospital ? 

                             

                              Yes○ No ○ 

 



6.Any contact with COVID 19 positive patients? 

 

                             Yes○ No ○ 

 

7.Any contact with quarantine patients 

                              

                            Yes○ No ○ 

 

8.Any past history of  COPD/Diabetes/hypertension/any long term illness ? 

 

                             Yes○ No ○  

 

                             If yes , details  :- 

 

9.Is there any travel history outside India for the last 1 month?                              

 

                                Yes○ No ○ 

 

10.Is there any travel history within India for the past 1 month? 

 

                               Yes○ No ○ 

 

      If yes mention the place………………& the mode of transport – 

 

       Public ○ Private ○ Own vehicle ○ 

 

11.  Quarantine days:-from……..                     to…….. 

 

 Date of Positive result:-RTPCR/antigen 

 

 Date of negative result:-RTPCR/antigen 

 

 Date of rejoining:- 

 
 

 

Date:                                                                                                           Signature: 

 

 

Remarks of the Medical Officer:  

 

 


