Patient Screening Form

Patient Mame:

PRE-AFPOINTMENT IN-OFFICE

Diate: Diata:

Do you'they hawve fever or have youthey felt hot or fevarish recantly OYes [JNo [J¥es [INo

(14-21 days)?
Are you'they having shornass of breath or other difficulties breathing? OYes [ Ma O%es [No
Do you'they have a cough’? OYes [OMNo O%¥es [HNo

Any athar flu-like symploms, such as gastrointestinal upsat, headache
ar fatgua’?

Oves OMo Oves OMo

Have yowthey expanancad recant loss of taste or small? OYes Mo O¥es [Ho

Ara you'they in cantact with any confirmed COVID-19 positive patients?
_ well it wha hs an T Ove: ONe Oves [ONo

|5 yourfthair aga ovar 607 OYes [JHo O Yes [JHo

Do youw'they have heart disaeasa, lung dissasa, kidney disease,
diabetas or any auto-immuna disorders?

OYes [JMNo OYes [ONo

Have youwthey travelad in tha past 14 days to any regions affected

¥ M ki M
by COVID-197% (as ralevant to your location) OYes [JNe [Yes [INe

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

« [For testing, sea the list of Sial

25 for your specific area’s information.



