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*Atypical signs/symptoms = chills, headache, conjunctivitis, fatigue, malaise, myalgias, 
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This information is collected under Section 5 of the Health Protection and Promotion Act, R.S.O. 1990, c. H. 7. The personal health information collected in this form will be used only for outbreak management and to provide statistical data to the Ontario Ministry of Health and Long Term Care. Questions regarding the collection and use of personal health information should be directed to the Privacy Officer, Simcoe Muskoka District Health Unit, 15 Sperling Drive, Barrie 
ON  L4M 6K9, telephone (705) 721-7520.
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