
SYMPTOM TRACKER
Follow the guidance of your physician for the duration of your symptom tracking period. Enter the 
requested information and check all applicable boxes.  Return your completed form at the end of 
your tracking period. Call your physician’s office should your symptoms worsen.

Name:_____________________________________________    _Date of Contact:______________ Date of First Symptoms:______________

DAY# 1 2 3 4 5 6 7
Date

TEMPERATURE
Time

Reading

Time
Reading

Time
Reading

Time
Reading

SYMPTOM(S) EXPERIENCED
Chest Tightness
Chills
Cough
Diarrhea
Fatigue
Headache
Loss of Appetite
Loss of Sense of Smell
Loss of Sense of Taste
Muscle Aches
Nasal Congestion
Nausea
Runny nose

Shortness of Breath/  
Difficulty Breathing

Sore throat
Vomiting
Other (specify)

MEDICATION(S) TAKEN 
Acetaminophen (e.g.: Tylenol®)

Dosage

Aspirin (Bayer®)
Dosage

Ibuprofen (Advil®)
Dosage

Naproxen (Aleve®)
Dosage

Other (Specify)
Dosage

OTHER RELIEF PROVIDED



DAY# 8 9 10 11 12 13 14
Date

TEMPERATURE
Time

Reading

Time
Reading

Time
Reading

Time
Reading

SYMPTOM(S) EXPERIENCED
Chest Tightness
Chills
Cough
Diarrhea
Fatigue
Headache
Loss of Appetite
Loss of Sense of Smell
Loss of Sense of Taste
Muscle Aches
Nasal Congestion
Nausea
Runny nose

Shortness of Breath/  
Difficulty Breathing

Sore throat
Vomiting
Other (specify)

MEDICATION(S) TAKEN 
Acetaminophen (e.g.: Tylenol®)

Dosage

Aspirin (Bayer®)
Dosage

Ibuprofen (Advil®)
Dosage

Naproxen (Aleve®)
Dosage

Other (Specify)
Dosage

OTHER RELIEF PROVIDED

SYMPTOM TRACKER
Follow the guidance of your physician for the duration of your symptom tracking period. Enter the 
requested information and check all applicable boxes.  Return your completed form at the end of 
your tracking period. Call your physician’s office should your symptoms worsen.

Name:_____________________________________________    _Date of Contact:______________ Date of First Symptoms:______________


