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Health Declaration Form - COVID-19 
 
 

***Required to be completed by every client prior to commencement of out-patient Physiotherapy 

treatment at Moore Miller Physiotherapists Inc. 

 

I __________________________________________________________ (insert full name) 

hereby certify, represent, and warrant as follows: 

 

Within the twenty-one (21) days immediately preceding the date of this Health Declaration Form I HAVE 

NOT: 

a. tested positive or presumptively positive with the Coronavirus or been identified as a potential 

carrier of the COVID-19 virus or similar communicable illness (“Coronavirus”); 

b. experienced any symptoms commonly associated with the Coronavirus i.e.: fever (≥37.8⁰C), 

cough, sore throat etc. 

c. been in any location positively designated as hazardous and/or potentially infected with the 

Coronavirus by a recognized health or regulatory authority, such as countries deemed high risk 

for Coronavirus as per the President’s declaration in terms of the National Disaster. 

d. been in direct contact with or the immediate vicinity of any person I knew and/or now know to 

be carrying the Coronavirus or has been identified as a potential carrier of the Coronavirus. 

e. self-isolated for any reason whatsoever, including a risk that I might have contracted the 
Coronavirus. 

 

I CAN account for all locations visited over the previous twenty-one (21) days and shall provide an 

exhaustive list of all locations visited and modes of transportation used on request. 

 

I AGREE to notify the Physiotherapist of any change in my health status, including any diagnosis with 

Coronavirus and/or quarantine, directly upon such change in status regardless of whether such change 

is before or following this appointment. 

 

I WILL, if asked, wear a mask at all times while receiving treatment and will take all reasonable 

prophylactic steps that may be recommended by the Physiotherapist. 

 

I WILL consent to having my temperature taken by any representative of the practice prior, during, 

and/or after any treatment, and will provide any follow up information reasonably requested by the 

Physiotherapist. 

 

Due to the nature of the Coronavirus I ACKNOWLEDGE and ACCEPT the potential risk of exposure 

to the virus during my visit at this facility, even with all possible risk being mitigated by the practice and 

all precautions as described by law having been put in place. 
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I HEREBY AGREE that the Physiotherapist shall not under any circumstances be liable to me for any 
loss or damage howsoever arising (whether in contract or delict or in any other manner) that I may 
suffer related to having contracted the Coronavirus, including, without limiting the generality of the 
aforegoing, as a result of my attendance at the place where I received treatment from the 
Physiotherapist or as a result of my having received treatment from the Physiotherapist.  
 

 

I ACKNOWLEDGE and ACCEPT that this Declaration will be considered as my consent to Moore Miller 

Physiotherapists Inc. to disclose, share, record and store this Declaration with any relevant authority or 

service provider for the purposes of ensuring the safety and security of any and all third parties that 

may come in contact with me prior, during, and after this treatment. 

 

If over the previous twenty one (21) days prior to the treatment, I have visited any of the countries 

deemed as high risk for the Coronavirus as per the President’s declaration in terms of the National 

Disaster, I AGREE to provide a written verification executed by a certified physician or a medical facility 

prior to treatment that  

(i) a CDC-approved Coronavirus test was administered on me and was negative or  

(ii) I do not meet the CDC criteria for administering a Coronavirus test and do not exhibit any 

Coronavirus symptoms. 

 

I AFFIRM that all the above statements apply equally to the following person and/or minor under the 

age of 12 accompanying me (either with me or with my consent) to this appointment: 

 

 

Name and Surname: ________________________________________________________;  

ID No: _________________________________________ 

 

 

If any above statement is not wholly true, please provide a full explanation here: 

_________________________________________________________________________________

_________________________________________________________________________________ 

 

In signing below, I, an individual over the age of 12 of sound mind, knowingly, voluntarily, and freely 

agree to the terms of this binding Declaration, and in doing so represent the truthfulness and veracity 

of the above answers. 

 

____________________________                                  _________________________ 

Signature      Date 

       

 


