
Self-Monitoring Log 
Please complete this form as you are caring for yourself over the next 48 hours. 

Monitor your symptoms several times a day as needed.   
Please list the name of medications taken and the time you took them.  

Patient Name:____________________________________________    Date of Birth: ____________________ 

Date Time Symptoms Temperature 

□ Fever or chills    □ Cough     □ Shortness of breath    □ Fatigue      □ Body aches     □ Headache

□ Loss of taste or smell      □ Sore throat      □ Congestion or runny nose     □ Nausea or vomiting     □ Diarrhea

□ Fever or chills    □ Cough     □ Shortness of breath    □ Fatigue      □ Body aches     □ Headache

□ Loss of taste or smell      □ Sore throat      □ Congestion or runny nose     □ Nausea or vomiting     □ Diarrhea

□ Fever or chills    □ Cough     □ Shortness of breath    □ Fatigue      □ Body aches     □ Headache

□ Loss of taste or smell      □ Sore throat      □ Congestion or runny nose     □ Nausea or vomiting     □ Diarrhea

□ Fever or chills    □ Cough     □ Shortness of breath    □ Fatigue      □ Body aches     □ Headache

□ Loss of taste or smell      □ Sore throat      □ Congestion or runny nose     □ Nausea or vomiting     □ Diarrhea

Date Time Medications Taken 

If you are not improving, please take a picture of the completed log and email it to:  healthservice@newpaltz.edu 
Expect a call from the Student Health Service once you email us the form. 

NYS Department of Health COVID-19 Hotline:  888-364-3065 


	Patient Name: 
	Date of Birth: 
	Date: 
	TemperatureFever or chills Cough Shortness of breath Fatigue Body aches Headache Loss of taste or smell Sore throat Congestion or runny nose Nausea or vomiting Diarrhea: 
	undefined: 
	TemperatureFever or chills Cough Shortness of breath Fatigue Body aches Headache Loss of taste or smell Sore throat Congestion or runny nose Nausea or vomiting Diarrhea_2: 
	undefined_2: 
	TemperatureFever or chills Cough Shortness of breath Fatigue Body aches Headache Loss of taste or smell Sore throat Congestion or runny nose Nausea or vomiting Diarrhea_3: 
	undefined_3: 
	TemperatureFever or chills Cough Shortness of breath Fatigue Body aches Headache Loss of taste or smell Sore throat Congestion or runny nose Nausea or vomiting Diarrhea_4: 
	DateRow1: 
	TimeRow1: 
	Medications TakenRow1: 
	DateRow2: 
	TimeRow2: 
	Medications TakenRow2: 
	DateRow3: 
	TimeRow3: 
	Medications TakenRow3: 
	DateRow4: 
	TimeRow4: 
	Medications TakenRow4: 
	DateRow5: 
	TimeRow5: 
	Medications TakenRow5: 
	Check Box1: 
	0: 
	0: Off
	1: Off
	2: Off
	3: Off
	4: Off
	5: Off

	1: 
	0: Off
	2: Off
	3: Off
	4: Off
	5: Off


	Check Box2: Off
	Check Box3: Off
	Check Box4: Off
	Check Box5: Off
	Check Box6: Off
	Check Box7: Off
	Check Box8: Off
	Check Box9: Off
	Check Box10: Off
	Check Box11: Off
	Check Box12: Off
	Check Box13: Off
	Check Box14: Off
	Check Box15: Off
	Check Box16: Off
	Check Box17: Off
	Check Box18: Off
	Check Box19: Off
	Check Box20: Off
	Check Box21: Off
	Check Box22: Off
	Check Box23: Off
	Check Box24: Off
	Check Box25: Off
	Check Box26: Off
	Check Box27: Off
	Check Box28: Off
	Check Box29: Off
	Check Box30: Off
	Check Box31: Off
	Check Box32: Off
	Check Box33: Off
	Check Box34: Off
	Text35: 
	0: 
	1: 
	2: 
	3: 



