





CHILD CARE CENTRE STAFF & STUDENT LINE LISTING:__________________ 
                                                                                                                                                         (Name of Facility & Address)
                                                                                                                                                                     Supervisor’s name: ________________________     Phone: _____________________
	Name

(surname, given name)
	STU= student   STA=staff
	Age
	Onset Date 

(d/m)

Onset Date

(d/m/)
	Symptoms
	Resolution Date

(d/m)

	
	
	
	
	
	

	
	
	
	
	Respiratory
	G.I.
	Fever ( (38(C )
	Chills
	Headache
	Other

(malaise, lethargy, loss of appetite, muscle aches, etc)
	Comments

(e.g. toddler room, infant room etc.).
	

	
	
	
	
	Cough
	Sore Throat
	Runny Nose 
	Body/Muscle Aches
	Diarrhea
	Vomiting
	Nausea
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Infectious Disease Program, City of Hamilton
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