
Please fi l l  out a nd ret ur n 3-4  day s  befo r e y o ur  launch
Emai l  c ompl eted qu es t io nnair e t o info @adr ift .com

1. Please check any of the following symptoms you have recently experienced.
 o Fever (100.4°F/38°C or higher) or chills?
 o Cough that you cannot attribute to another health condition?
 o Shortness of breath or difficulty breathing that you cannot attribute to another
        health condition?
 o Sore throat that you cannot attribute to another health condition?
 o Muscle aches that you cannot attribute to another health condition, or that may have been     
        caused by a specific activity (such as physical exercise)
 o Loss of taste or smell?
 o None of the above

2. Have you been in contact with someone who has been ill with flu-like symptoms
    in the last 14 days?

3. Have you been diagnosed with COVID-19 in the last 30 days?
    If “yes”, please enter the date you were notified that you were no longer contagious with COVID-19.

4. Have you been tested for COVID-19? If yes, when was the test and what were the results?

5. Have you been tested for COVID-19 antibodies? If yes, what were the results?
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