
CONCORD YOUTH HOCKEY HEALTH SCREENING
Contact Tracing Form – 2020-2021

Practice and Game Form- Everett Arena – Concord, NH

Staff, coaches, athletes, volunteers, and parent/guardian must be screened on arrival to EACH competitive
sporting event, training session, or practice by answering the following questions:

Do you have any of the following symptoms of COVID-19:

1. Fever (a documented temperature of 100.4 degrees Fahrenheit or higher) or are feeling feverish:______(Y/N)
2. Respiratory symptoms such as a runny nose, nasal congestion, sore throat, cough, or shortness of breath:______(Y/N)
3. General body symptoms such as muscle aches, chills, and severe fatigue:______(Y/N)
4. Gastrointestinal symptoms such as nausea, vomiting, or diarrhea; or :______(Y/N)
5. Changes in your sense of taste or smell? :______(Y/N)
6. Have you been in close contact with someone who is suspected or confirmed to have had COVID-19 in the

past 14 days? :______(Y/N)
7. Have you traveled on non-essential travel in the past 14 days outside of New Hampshire, Vermont, Maine,
Massachusetts, Connecticut, or Rhode Island (this includes any international travel or travel by cruise ship and any
domestic travel, within the US, outside of NH, VT, RI, CT, MA or ME, regardless of the mode of transportation)? _____(Y/N)

Any participant answering “yes” to any of these questions will not be allowed entrance at this time.

Participant Name: _________________________Team:_________________Date: ___________________
Please Print Please Print

Parent/Guardian Name: __________________________Parent Signature:__________________________
If participant is a minor child. Please Print

---------------------------------------------------------------------------------------------------------------------------------------

CONCORD YOUTH HOCKEY HEALTH SCREENING
Contact Tracing Form – 2020-2021

Practice and Game Form- Everett Arena – Concord, NH

Staff, coaches, athletes, and volunteers must be screened on arrival to EACH competitive sporting event,
training session, or practice by answering the following questions:

Do you have any of the following symptoms of COVID-19:

1. Fever (a documented temperature of 100.4 degrees Fahrenheit or higher) or are feeling feverish:______(Y/N)
2. Respiratory symptoms such as a runny nose, nasal congestion, sore throat, cough, or shortness of breath:______(Y/N)
3. General body symptoms such as muscle aches, chills, and severe fatigue:______(Y/N)
4. Gastrointestinal symptoms such as nausea, vomiting, or diarrhea; or :______(Y/N)
5. Changes in your sense of taste or smell? :______(Y/N)
6. Have you been in close contact with someone who is suspected or confirmed to have had COVID-19 in the

past 14 days? :______(Y/N)
7. Have you traveled on non-essential travel in the past 14 days outside of New Hampshire, Vermont, Maine,
Massachusetts, Connecticut, or Rhode Island (this includes any international travel or travel by cruise ship and any
domestic travel, within the US, outside of NH, VT, RI, CT, MA or ME, regardless of the mode of transportation)? _____(Y/N)

Any team member who answered “yes” to any of these questions will not be allowed to participate.

Participant Name: _________________________Team:_________________Date: ___________________
Please Print Please Print

Parent/Guardian Name: __________________________Parent Signature:__________________________
If participant is a minor child. Please Print


