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* Symptoms: A = Abdominal Cramps BD = Bloody Diarrhea N =Nausea M = Muscle Aches C = Chills H = Headache R =Rash
**Diagnosis or Test: If reported to facility by staff/ guardian, please share positive or negative test results and/or healthcare provider diagnosis
t Treatment/Action: For example--First aid; admininistered meds; sent home; excluded for 48 hours, if reported hospitalized please include DOB.
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