BACK TO PRACTICE

PATIENT CARE

Covid-192 Patient Screening Form

Instructions for use: Use one form for each patient appointment. Ask the patient these questions at the
fime appointment is made or with appointment reminder, and again no more than two days before the
appointment. Take the patfient’s temperature and note any signs of fever, coughing, or shortness of breath.

Patient/Parent/Guardian Names:

: i 4
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tal Association

Screening guestions

Do you have a fever or above-normail

IF pafienf answers “yes”™ to

0 No 1 No
temperature {=100.4° F}2 Taoke remperafure 1 Yes 1 Yes either quesficon on shortness of
ot appointment. brearh or coughing. or answers
yes to any combinafion of tweo
Are you experiencing shortmess of breath 0 No 1 MNo other sympitoms and the patient
or having trouble breathing?® T Yes 1 Yes does nor need emergency
care, consider nof scheduling
Do you have o dry cough® O No O No or seeing the potient until
1 Yes C1 Yes sy mpioms resofve or until patient
can provide proof they are
Do you have a runny nose? 0 ™o £ No ot infectious for COVID-1 2.
1 Yes 1 Yes The dentist may waont to seak
o additional information from rhe
Have you recaently lost or had a reduction 1 N 1 ™~No potient regarding sympioms.
in vyour sense of smell or taste?2 1 Yes I Yes=
Do you bave a sore throat2 1 e — o
£ Yes —J Yes
Are you expeaeriencing chills or repeated O ~No £ No
shaking with chills2 1 Yes 1 e
Do you have unexplained muscle pain? O Noe O No
1 Yes 1 Yes
Do you have a headache?z O Noe O No
1l Yes 1 Yes
Even if you don’'t currently have any of the O r~No J o If “yes” and potient does nof
above symptoms, have you experienced any 1 Saas I Yes need emergency care, do
of these symptoms in the last 14 days2 nof see pafient unless ir has
been more than 7 days sincs
sy mpitoms firsr oppeared and 3
days of no fever wifthout use of
fever-reducing medicaticon.
Have you been in confact with someone O MNo 3 No If yes, ask for date of foasr
who has tested positive for CTOVID-12 in the — v — contact with COVID-positive
last 14 days2 es Yes patient and sef agppoointment
Fime for more than T4 days
Iarrer, vunless the potient needs
emergency care.
Have you been tested for COVID-19 in 3 No I No
the last 14 4 2 [F =4
A ays no.,” proceed fo nexr 1 Yes I Ye=
GuestiIcon.
If yes, what is the resulf of the resting@ [ P [ S 2 P If positive, determine if patient
neods emergency care. IF nor an
I npegaiive, proceed fo next gquestion. I Unsure T3 Wlrsurres emergency, schedule patient fo
be seen when ir has been more
I s#ifl waiting on reswults, schedule CJ Positive I Positive than 7 days since sympfoms
cppoinitment affer resulis are knowvwn. first appeared and 3 days oF
no fever wirthoutr use of fever-
reducing medication.
Have you traveled more than 100 miles 1 ~No I ~No If yyes, derermine if patient
from your home in the last 14 d 2 fraoveled fo an area where
> A g Yes I Yes

COVID- 19 cases are high.
Derermine if patient followed
pPhysical distancing precauficons
and wore a mask while

in public. Use professional
judgerment when determining
wrhether to proceed with the
apooointment.

Patient signature required at appocintment:

I cigree to notify the dental practice if within 14 days | become ill with CTOVID-19 sympifoms or tesf
positive for COVID-192. | understand the dental practice has a legal and ethical obligation o inform
me if o staff person | had contact with tested positive for CTOVID-12 within 14 days.

Signature

Staff Initials:



