
 
CT	Irish	Dance	Championships	Halloween	Black	Out	Feis	-	10/31,	Gray	School	of		Irish	Dance/Gray	Foundation,Inc.	-		

COVID-19	Screening	Questionnaire	 
If you attend the CT Irish Dance Championships  Halloween	Black	Out	Feis	at the Hilton Hartford on 10/31, you are agreeing that you and/or 
your minor  children will abide by the protocols, guidelines and policies. When you enter the Hilton Hartford it is  understood that you have 
gone over the following questions and are reaffirming the answers are no. Safety precautions will be in place. studio after a temperature check. 
Dancers should wait in their cars until signaled to enter. Everything will be wiped down in between small groups.  

You	agree	to	no+fy	the	Gray	School	of	Irish	Dance		if	you	answer	YES	to	any	of	the	following	so	we	may	no+fy	other		families	if	necessary.		 

Student	Name		_______________________________________	 Dance	School	_______________________________ 

If you have answered YES	to any of the questions on this Screening Questionnaire you may not attend the CT Irish Dance Championships 
on October 31, 2021. Thank	you	helping	keep	everyone	stay	safe	and	healthy.	 

1	If	you	have	had	close	exposure	with	someone	who	has	symptoms	of	or	has	tested	posi+ve	for	COVID-19	you	may	not	aGend	the	CT	
Irish	Dance	Championships.		It	is	necessary	to	isolate	for	14	days	aJer	exposure.	Addi+onally	you	should	stay	home	for	14	days	aJer	
exposure	based	on	the	+me	it	takes	to	develop	illness.	 

2	If	you	have	tested	posi+ve	for	COVID-19,	you	may	not	aGend	the		CT	Irish	Dance	Championships	un+l	(1)	at	least	3	days	(72	hours)	
have	passed	since	recovery	defined	as	resolu+on	of	fever	without	the	use	of	fever-reducing	medica+ons	and	improvement	in	respirato-
ry	symptoms	(e.g.,	cough,	shortness	of	breath);	and,	(2)	at	least	10	days	have	passed	since	symptoms	first	appeared.	I	am	agreeing	to	
the	above	for	the	CT	Irish	Dance	Championships.	

Parent Printed name________________________________________________  
Parent Signature- __________________________________________ Date- ___________________________

1 Have	you	had	any	signs	or	symptoms	of	a	fever	in	the	past	24	hours	such	as		chills,	sweats,	felt	
"feverish"	or	had	a	temperature	that	is	elevated	for	you	or		greater	than	99.9F?

Y N

2 Do	you	have	any	of	the	following	symptoms?			

• Cough			

• 	Shortness	of	breath	or	chest	Gghtness		

• Sore	throat			

• Nasal	congesGon/runny	nose			

• Myalgia	(body	aches)		

• Loss	of	taste	and/or	smell			

• Diarrhea			

• Nausea			

• VomiGng			

• Fever/Chills/Sweats	

Y N

3 Have	you	had	close	exposure	with	someone	who	has	any	of	the	above		symptoms?	 Y N

4 Have	you	had	close	exposure	with	someone	who	has	tested	posiGve	for	COVID	19?	(See	#1	below) Y N

5 Have	you	tested	posiGve	for	COVID-19?	(See	#2	below) Y N

6 you	been	tested	for	COVID-19	and	are	awaiGng	results?	 Y N

7 Have	you	traveled	to	a	high	exposure	locaGon	in	the	past	14	days?	 Y N


