
PARTICIPANT SELF-SCREENING          
CONFIRMATION FORM 

Date (DD/MM/YY) Ice Time League/Team/Group Name 

Coaches/Trainers/Officials 

Name Phone # 
Health 

Screening 
Completed 

Check if 
attending 

today 

Players/Skaters 

Player Name Phone # 
Health 

Screening 
Completed 

Check box if 
attending 

today 
1. 
2. 
3. 
4. 
5. 
6. 
7. 
8. 
9. 
10. 
11. 
12. 

This form must be completed for every ice time. If you have the ice rented multiple times a week, then the form must be completed each time.   
Once completed, please email to coldwatercc@townshipofsevern.com with Screening Form in the subject line.  This form must be sent two 

hours prior to your ice time.  All information will be retained for 30 days.  All participants must be primary residents of Simcoe County.  
Please review questions at:  https://covid-19.ontario.ca/self-assessment/

mailto:arenascreening@oro-medonte.ca
https://covid-19.ontario.ca/self-assessment/

	MINOR PARTICIPANT SELF SCREENING FORM - phone # only no Qs fillable form.pdf
	Are you currently experiencing any of these issues?
	In the last 14 days, have you:
	□ Been in close physical contact with someone who currently has COVID-19? This includes getting a COVID Alert exposure notification.
	□ Been in close physical contact with someone who either: • is currently sick with a new cough, fever, difficulty breathing, or other symptoms associated with COVID-19?  OR  • returned from outside of Canada in the last 2 weeks?
	□ Have you travelled outside of Canada in the last 14 days? This does not include essential workers who cross the Canada-US border regularly.
	Close physical contact means: being less than 2 metres away in the same room, workspace, or area OR living in the same home or being in the same classroom
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