
PRE-EVENT SCREENING TOOL 
 

Date  

Time  

Racetrack  

First Name  

Last Name  

Series  

Organization  

Car # (race teams)  

 
PRIMARY SCREEN 

Temperature at Screening:  

 

 
Have you received a lab confirmed diagnosis of COVID-19? 

 Yes 

 No 

 If so, when? 

 
Have you been within 6 feet of a person for at least 5 minutes with a lab confirmed case of COVID-19 in the past 14 days? 

 Yes 

 No 

 If so, when? 
 

Are you experiencing any of the following:  

 Fever in past 3 days 

 Cough 

 Sore throat 

 Chills 

 Runny nose or nasal congestion 

 Shortness of breath, difficulty breathing, wheezing 

 Headache 

 Muscle pain/body aches  

 Fatigue 

 Diarrhea 

 New loss of taste or smell 

 NONE OF THE ABOVE 

 
Do you reside with anyone experiencing any of the following: 

 Fever in past 3 days 

 Cough 

 Sore throat 

 Chills 

 Runny nose or nasal congestion 

 Shortness of breath, difficulty breathing, wheezing 

 Headache 

 Muscle pain/body aches  

 Fatigue 

 Diarrhea 

 New loss of taste or smell 

 NONE OF THE ABOVE 

  
I certify that the information submitted in this screening tool is true and accurate to the best of my knowledge.  SECONDARY SCREEN 
by medical personnel (required if temperature 100.0 oF or greater or if any positive answers to questions above) – secondary 
screening content will be at the medical providers discretion. 
 
Print:       Signature:        
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