
Eye pain Chest pain Earache Ar�cula�ons pain

Difficulty breathing Swea�ng Runny nose Itch

Conjunc�vi�s Vomi�ng

Fever of 37.5 °C

Room

Name/ Last name Na�onality/Country

Date of birth /       / Age Gender / Sex Female Male 

Hotel/Lobby

Way of transporta�on

Air        

Flight No.: __________Origen city of flight: _________________ Airline: ______________ Layovers: ______

Land    Sea   

Arrival /                   / Check Out /                   /

GUEST RISK FACTOR
IDENTIFICATION QUESTIONNAIRE

Do you currently have an illness or disease? Yes If yes, what?:

If yes, what medica�on?:

 

No        

Are you pregnant?

Do you have high blood pressure, heart or respiratory problems, or diabetes?

Are you currently taking any medica�on?

Have you experienced the following symptoms in the last 14 days?

Has anyone in your family or friends experienced any of these symptoms?

 
           

Cough Sore throat Headache Fa�gue DiarrheaFever

Yes        No        

Yes        No        

Yes        No        

Yes        No        

Yes        No        

Have you had direct contact with a posi�ve pa�ent confirmed with COVID-19? Yes No        I don’t know

Muscle pain

Short of breath (that is not being caused by any chronic or previously diagnosed disease)

Chest pain

If you checked yes to any of the above, have you received medical treatment for the symptoms?

YES, IT IS WORKING YES, BUT IT IS NOT WORKING NO



Do you have health or travel insurance? No Yes Which one?__________________________________

Are you traveling alone?

Please indicate who is the guardian of the minors traveling with you: 

FriendsFamilyYes No        

Have you followed the preven�on, hygiene measures, and recommenda�ons provided by the health 
authori�es to face or lessen the COVID-19 pandemic? Yes No        

IN THE PAST 7-14 DAYS, HAVE YOU ATTENDED ANY CROWDED PUBLIC PLACE? Yes No        

If yes: what protec�on measures and recommenda�ons have you used?
Gloves Cover Mask Gel Other

Have you completed a symptom ques�onnaire in the last 24 hours? Yes       No        Where?__________________

I declare that all of the informa�on that has been provided on this form is correct and complete, including that of which is not writen by me. I declare 
that I have not removed, falsified, or altered any important clinical facts.

Name and Signature of Guest: ____________________________________

Similarly, if in the event that I did not tell the truth or the data was not true, I am aware that I would be commi�ng a crime that in the State of Quintana 
Roo is called "Contagion Risk Crime" men�oned in chapter VI, Ar�cle 113 of the Penal Code for the Free and Sovereign State of Quintana Roo.

No�ce of privacy:
The obtaining, use, and distribu�on of personal data are protected in accordance with the provisions of the federal law on the protec�on of personal 
data held by individuals.


