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COVID-19 Health Declaration Card A pE: 110 # t p
E e
Name
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2.

(Have you traveled abroad and entered Taiwan during the past 14 days?)
Of » W3L# 7 B )(Country, including transfer)
D18 p #P (Date of Departure from Taiwan ) :
ER P ¥ (Date of Entry in Taiwan):
O (None)
FREELE W 14 X P DIRE T R (T AFE)
(Have you had these symptoms during the past 14 days?)(Checkable)
O% &(>38°C) High fever(> or 38°C) Osz*%(dry cough) O & (Fatigue)
Or% w57 #& (Productive cough) O = Fit ¢ & ®(Shortness of breath)
O ~p &/ &5 (Myalgia or joint pain) O (Sore throat) [O&E % (headache)
O /4 (Chillness ) Ok~ & rF et (Nausea or vomiting)
OH = (Others) S & (None)
FREM4Ap LT YD &iﬁ&@4wwkmwm1®a 2. Bk Y
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( Did you come in close contact with confirmed case of COVID-19 during the past 14 days?)
(A close contact is someone who has been face to face or at a distance of less than 2
meters for at least 15 minutes unprotectedly; or a person living in the same household)
O& (Yes) wfcif stz 44 p ¥ (Situation and date of contact):

0% (No)
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(Did you come in close contact with someone who was required to be home isolated, home
quarantined, or have self-management of health during the past 14 days?)

O& (Yes) wfcif stz 44 p ¥ (Situation and date of contact):

D? (No)
18 Pl € % % Body temperature.
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I thereby certify that all of the above declarations are true. If there is any concealment
or falsification, I acknowledge that I will be held legally responsible.
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I will abide by the health measures taken by the company. If symptoms such as fever, cough,
dyspnea... etc. develop, I will report immediately to the occupational nurse

= #p 4 Certified by : p ¥ Date:
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