Oregon Family Dentistry

Patient Name

PRE-APPOINTMENT IN-OFFICE

Date: Date:

Do youl/they have fever or have youl/they felt hot or feverish
recently [JYes [ No [JYes L[] No
(14-21 days)?

Are you/they having shortness of breath or other difficulties

breathing? [1Yes [J No [1Yes [J No

Do you/they have a cough? [J Yes [] No [JYes [] No

Any other flu-like symptoms, such as gastrointestinal upset,

Y N Y N
headache or fatigue? - Yes [ No - Yes [ No

Have you/they experienced recent loss of taste or smell? J Yes [ No J Yes [J No

Are youl/they in contact with any confirmed COVID-19 positive

. [1Yes [J No [1Yes [J No
patients?

Have you been following the CDC social distancing recommendation

Y N Y N
by wearing a mask in public and maintaining your 6 FT distance? - Yes [ No - Yes [ No

Do you/they have heart disease, lung disease, kidney disease,

Y N Y N
diabetes or any auto-immune disorders? - Yes [ No - Yes [ No

Have youl/they traveled in the past 14 days to any regions affected

Y N Y N
by COVID-19? (as relevant to your location) - Yes I No - Yes I No

Patient Signature Prescreen: Date:

Patient Signature In-office: Date:

Witness In-office: Date:







