
PATIE NT/RESPONSIBLE PART Y  DATE

ARE YOU CURRENTLY AWAITING THE RESULTS OF A COVID-19 TEST? YES NO

DO YOU HAVE A FEVER? YES NO

DO YOU HAVE ANY SHORTNESS OF BREATH? YES NO

DO YOU HAVE A DRY COUGH? YES NO

DO YOU HAVE A RUNNY NOSE? YES NO

DO YOU HAVE A SORE THROAT? YES NO

DO YOU HAVE SNEEZING, WATERY EYES, AND/OR SINUS PAIN/PRESSURE  

THAT IS UNUSUAL AND NOT RELATED TO SEASONAL ALLERGIES? YES NO

HAVE YOU EXPERIENCED HEADACHES, FATIGUE, OR WEAKNESS? YES NO

HAVE YOU LOST YOUR SENSE OF TASTE AND/OR SMELL? YES NO

WITHIN THE LAST 14 DAYS, HAVE YOU TRAVELLED TO ANY FOREIGN COUNTRY? YES NO

WITHIN THE LAST 14 DAYS, HAVE YOU TRAVELLED WITHIN THE UNITED STATES? YES NO

IF SO, WHERE?

PLEASE ANSWER “YES” OR “NO” WITH YOUR INITIALS, TO THE FOLLOWING QUESTIONS:

Patient Advisory and Acknowledgment   
Receiving Dental Treatment During the COVID-19 Pandemic

Dear Patient:


