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Screening Form
Effective September 1, 2020, all individuals to enter the First Nations University of Canada 

(FNUniv) campus locations will be required to answer the following questions. 

FNUniv is taking all necessary precautions to ensure the health and safety of our students, 

faculty, staff and children of pamināwasowin Child Care Centre (Regina Campus). 

To help prevent the spread of COVID-19, we ask you to read carefully and answer the following 

screening questions.  

Name: ________________________________________ Phone: __________________________ 

1. Are you feeling sick? (examples include fever, cough, headache, difficulty breathing, etc.)

 Yes If yes, please return home and contact SK Public Health. 

Self Isolation may be required immediately. 

 No

2. Have you travelled outside Canada in the past 14 days?

 Yes If yes, please return home and contact SK Public Health. 

 No

3. Have you travelled outside of the province in the past 14 days?

 Yes If yes, what province? ______________________ 

 No

4. Did you provide care or have close contact with a person with COVID-19 (probable or

confirmed) while they were ill, and you did not have appropriate PPE?

 Yes If yes, please return home and contact SK Public Health. 

 No

Reduce your risk of infection by: 

• frequently washing your hands with soap and water or hand sanitizer for at least 20
seconds

• coughing or sneezing into your arm or tissue
• avoiding touching your eyes, nose or mouth with unwashed hands
• avoid close contact with people who are sick to avoid spreading the illness to others.

*The above information you provide is for the purpose of Saskatchewan Public Health and COVID-19 precautionary measures.
The personal information is being collected for that purpose. You have a right of access to the personal information you provide.
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