
  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Name: ___________________________________ Morning Temp: ____________________ Date:_________________ 

Name: _______________________ Temp: ___________ Name: _________________________ Temp: _____________ 

Name: _______________________ Temp: ___________ Name: _________________________ Temp: _____________ 

Name: _______________________ Temp: ___________ Name: _________________________ Temp: _____________ 

Do you or any of your family members have any COVID symptoms?  Yes         No         Phone: _____________________ 

Have you been told to self-quarantine or been in contact with someone that tested positive for COVID-19?  Yes         No   
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Name: ___________________________________ Morning Temp: ____________________ Date:_________________ 

Name: _______________________ Temp: ___________ Name: _________________________ Temp: _____________ 

Name: _______________________ Temp: ___________ Name: _________________________ Temp: _____________ 

Name: _______________________ Temp: ___________ Name: _________________________ Temp: _____________ 

Do you or any of your family members have any COVID symptoms?  Yes         No        Phone:______________________ 

Have you been told to self-quarantine or been in contact with someone that tested positive for COVID-19?  Yes         No   

Name: ___________________________________ Morning Temp: ____________________ Date:_________________ 

Name: _______________________ Temp: ___________ Name: _________________________ Temp: _____________ 

Name: _______________________ Temp: ___________ Name: _________________________ Temp: _____________ 

Name: _______________________ Temp: ___________ Name: _________________________ Temp: _____________ 

Do you or any of your family members have any COVID symptoms?  Yes         No        Phone:______________________ 

Have you been told to self-quarantine or been in contact with someone that tested positive for COVID-19?  Yes         No   

   Complete and hand in the checklist below prior to entering the Church each Sunday morning.  
Please Quarantine at home and worship online if your temp is or above 100.4 or you answered “Yes” to any questions. 
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