Health Declaration Form
To protect your health, public health officers need you to complete this form. Your information would help public health officers
lo contact you if you were exposed to a communicable disease. It s important to fill out this form completely and accurately. Your
information is intended to be held in accordance with applicable laws and used only for public health purposes.
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“I hereby declare that 1 am fit to travel and confirm that 1 have filled the information required accurately and 1 have carefully
considered the statements made above and that to the best of my knowledge are complete, correct and that I have not withheld
any relevant medical information or made any misleading statements. In case any of the above information is found to be false or
untrue or misleading or misrepresenting, I am aware that 1 may be held liable for iL
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Undertaking to implement and adhere to the quarantine procedure

| undertake [ dedlare that | was notified about the health procedures and the medical advices that
| should follow, and that | am aware of the risks that could happen to the community in case | am
not committed to those procedures, for the sake of public health and to avoid the legal
sccountability | hereby dedare that | will not leave the quarantine and | will not get in contact with
others until the required health measures are met. The duration of the guarantine ks 14 days
starting from the date identified by health authority

This is my acknowledgment that | have been notified of the above mentioned. and that failure to
adhere to the procedure will subject me to legal action.
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Ta protect your haalth, public health afficers need you to complete this form Your infarmation

weouthd help public haalth officers to contact you if you were e posed to a communicable disease

It is important to fill owt this form com pletel y and accwrately. Your information is intended to be
held in accordance with applicable lavs and used only for public bealth purposes.
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MEDICAL DATA
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Do you have a chronic medical condition such as diabetes, hypertension, cancer,
immune compromising disorder?
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AGREEMENT

| understand that this form will be used for public health matters, and | confirm that
| hawe filled the information required accuratehy




