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Covid-19 Questionnaire

Patient Disclosures

This patient disclosure form seeks information from you that we must consider before making treatment decisions in the circumstance of the COVID-19 virus.

A weak or compromised immune system (including, but not limited to, conditions like diabetes, asthma, COPD, cancer treatment, radiation, chemotherapy, and
any prior or current disease or medical condition), can put you at greater risk for contracting COVID-19. Please disclose to us any condition that compromises
your immune system and understand that we may ask you to censider rescheduling treatment after discussing any such conditicns with us.

It is also important that you disclose to this office any indication of having been exposed to COVID-19, or whether you have experienced any signs or symptoms
associated with the COVID-19 virus.

Do you have a fever or above nermal temperature?

Have you experienced shortness of breath or had trouble breathing?

Do you have a dry cough?

Do you have a runny nose?

Have you recently lost or had a reduction in your sense of smell or taste?

Complete and Send »
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COVID-19 Pandemic Dental Treatment Notice and Acknowledgement of Risk Form

Patient Information




Section Two

In case of emergency

Female Male

Yes “




General Insurance Information
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Who will be responsible for your account

Spouse or other guarantor information (if different from above)




Primary Insurance Information

Secondary Insurance Information




Dental Information

Please indicate any of the following problems by clicking "yes" on the corresponding question
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Medical History

Have you had or do you currently have... Have you had or do you currently have..
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Are you now taking: Are you allergic or had a reaction to:




Yes “
YES “
Yes “

Yes “

Please list any other medication or antibiotic you are allergic to: Please list any other medication or antibiotic you are allergic to:

Verification







