Patient Screening Form

Patient Name:

PRE-APPOINTMENT IN-OFFICE

Diate: Date:
Do you'they have fever or have you'they felt hol or feverish recently i i
A :'I__ ?. J Y " C¥es [INo [I¥Yes [INo
(14-21 days)?
fire yvoulthey having shortness of breath or other difficulies breathing? OYes [MNo Oyes [OMNo
Do yowlthey have a cough? ¥es [INo OYes [No
Any other flu-like symploms, such as gastrointestinal upsel. headache . . -
y - e g P [J¥es [INo L¥Yes [INao
or fatigue?
Have yvou'they experienced recent loss of taste or smell? ¥es [No COyes [No
Are youlthey in contact with any confirmed COVID-18 positive patients?
f [O¥es [INo OYes [INo
Is yourfthe:r sge over 607 COyes [dMo L¥es [LNo
Do you'they have hearl disease, lung disease, kidney diseasse, = - -
£ Tt e . (O¥es [IMo COYes [ONo
diabeles or any aulo-immune disorders?
Have youw'they traveled In the past 14 days 1o any regions affected Fie =
4 J : e COyes [No OYes OMNo

by COVID-187 {as relevant lo your location)

Positive responses to any of these would likely indicate a deeper discussion with the dentist before
proceeding with elective dental treatment.

For testing, see the list of Siate and Temional Health Depadment YWebsies for your specific area’s information



