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ANNEX 1: COVID-19 HIGH RISK SELF-ASSESSMENT QUESTIONNAIRE 

This medical questionnaire1 will help you identify if you are at greater health risk if you become 

infected with COVID-19. This is subject to clinically proven tests and official guidelines issued 

by the Samoa Ministry of Health. The questionnaire shares with you the COVID-19 high-risk 

groups so that you can self-identify whether these may apply to you or your family members. 

The high-risk groups have been identified based on the information released by The Chinese 

Centre for Disease Control (CCDC).2  
 

Process 

1. Please read through the questionnaire in Table 1 carefully. Tick yes or no. 

2. Complete Table 2 and select the box that is most applicable to you.  

3. Consider voluntarily sharing this with the Head of your agency. 

 

Table 1: 

                                                           
1 This medical questionnaire was shared by the New Zealand Ministry of Foreign Affairs and Trade. It has been contextualized to 

suit Samoa’s situation. 

2 This information consisted of medical data collated from the first 72,314 cases of COVID-19 found in the first 40 days of the 

outbreak (until 11 February) in China. The information released by the CCDC highlights that certain groups of patients are at greater 

risk of developing severe disease if they become infected with COVID-19. 

QUESTIONS 

 

YES NO 

Are you aged over 60?    

Have you ever been diagnosed or treated for any cardiovascular 

disease?  

i.e., coronary heart disease, heart failure, arrhythmia, 

peripheral artery disease, congenital heart disease  

  

Have you ever been diagnosed or treated for diabetes mellitus?  

i.e., type 1 diabetes, type 2 diabetes, prediabetes  

  

Have you ever been diagnosed or treated for any respiratory 

disease / lung disorder / pulmonary disease? 

i.e., asthma, chronic obstructive pulmonary disease (COPD), 

pulmonary fibrosis, pneumonia 

  

Have you ever been diagnosed with hypertension?   

i.e., high blood pressure 

  

Have you ever been diagnosed with any type of cancer?   

Have you ever been diagnosed or treated for any cerebrovascular 

disease? 

i.e., any types of stroke (silent, minor), mini stroke, transient 

ischaemic attack 

  

Have you ever been diagnosed or treated for a condition that 

affects your immunity? 

  

Have you ever been told by a medical professional that you have   
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Table 2: 

 

Full Name:  Position:  

☐ Please select this box if you answered NO to all the questions above 

☐ Please select this box if you answered YES to one or two questions above 

☐ Please select this box if you answered YES to three or more questions above  

 

reduced function of the spleen? 

Are you currently pregnant?   

Is your body mass index greater than or equal to 40? 

Web Link to CDC Adult BMI Calculator 

Web Link to CDC BMI Percentile Calculator for Child and Teen  

  

https://www.cdc.gov/healthyweight/assessing/bmi/adult_bmi/english_bmi_calculator/bmi_calculator.html
https://www.cdc.gov/healthyweight/assessing/bmi/adult_bmi/english_bmi_calculator/bmi_calculator.html
https://www.cdc.gov/healthyweight/bmi/calculator.html
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