
TENRIKYO FACILITY COVID-19 HEALTH CHECK SELF-ASSESSMENT FORM 

The safety, health, and well-being of our Tenrikyo Students Association (TSA) members is always our top 

priority. Due to the highly infectious nature of COVID-19, we ask that all TSA students and staff are fully-

vaccinated and tested for COVID-19 prior to the participation of any in-person TSA activity or event. We also 

ask you to complete the Health Check Self-Assessment Form before arriving to the TSA activity or event. 

Students and staff should adhere to the most current information released through local and State health 

agencies, as well as the CDC guidelines. If you aren’t feeling well and exhibit any COVID symptoms, even if 

you are fully vaccinated, we ask that you stay home, and consult your physician or healthcare professional if 

needed. 

The content of this form will remain strictly confidential, and the forms will be shredded after the completion 

of the event. 

NAME: DATE: 

Have You Been Fully Vaccinated for COVID-19? 

- If Yes, please indicate date(s) and dosage:
- Note: Be sure to provide proof of vaccination

Have You Been Tested for COVID-19? 

- If Yes, please indicate the date for the most
recent test and result (negative or positive)

*If you answered, “No” to any of the responses above, we kindly ask that you get a COVID test and 
submit proof of a “Negative” result 72 hours prior to the event.

In the last 30 days, have you: YES NO Comments: 

Tested positive for COVID-19? 

Been exposed to someone who tested positive 
to COVID-19? 

Traveled outside your State, or the U.S? 

In the last 2 – 14 days, have you had: YES NO Comments: 

Fever or chills 

Coughs 

Shortness of breath/difficulty breathing 

Fatigue 

Muscle or body aches 

Headaches 

Loss of taste or smell 

Sore throat 

Congestion or runny nose 

Nausea or other digestive symptoms 
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