
Sickness log for Schools 

Questionnaire 

Date: School: 

School roll: (include teachers, administration, cleaning staff and teacher’s aides) 

1. Date you first noticed increase in unusual absenteeism (greater than 15%):

2. What symptoms are you aware of?

 Cough  High temperature  Sweating  Sore throat 

 Diarrhoea  Vomiting  Headache  Other (list below) 

3. Number of students/children absent today:

4. Number of staff absent today:

5. Is sickness throughout all of school?  Yes  No 

 Which classroom(s), syndicate is/are most affected (e.g. room/class no./name):

 Total number of children in the class(es):

 Number of children absent in most affected classrooms:

6. Has the school sent information about this illness to parents/caregivers?  Yes  No 

7. If no to the above, would you like assistance from the Public Health?  Yes  No 

If yes, what sort of assistance do you need? 

Note: Resources and posters are available online at www.rph.org.nz 

Thank you for your time in completing this questionnaire. Please update each day and email 
through to Public Health - Wellington Region at RES-CommsDisPHN@huttvalleydhb.org.nz 

http://www.rph.org.nz/
mailto:RES-CommsDisPHN@huttvalleydhb.org.nz
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