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Appendix 1 

 

Street plan registration test 2 COVID-19 
 

    

Date                            Time Filled out by 

CPR: Name and phone number: 

 

Other diseases? ______________ 

                           ______________ 

                           ______________ 

                           ______________ 

Born in Denmark? 

 

Yes      No          Where:______________ 

Symptoms (tick boxes) 

Fever  

Cough / throat pain  

Other symptoms giving 

suspicion of COVID-19? 

Which? 

 

Past symptoms of COVID-19 in Feb, Mar, Apr, May?   Yes                    No              

If yes, which ______________________________________              

Previously tested for COVID-19?  

Yes                 No                             If yes, result:______________ 

Have you had contact with someone with tuberculosis??      Yes                          No    

What relation:______________ 

If any, comments: 

Test results Antibody test 

IgM                     Pos                              Neg 

IgG                     Pos                              Neg 
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