PATIENT DISCLOSURE FORM

Patient name: Date of Appointment

Date of pre-appointment screening:

Date of in office screening:

Temperature day of appointment:

People with COVID-19 have had a wide range of symptoms reported — ranging from mild symptoms to severe illness.
These symptoms may appear 2-14 days after exposure to the virus. It is important that you disclose any indication of having
been exposed to COVID-19, or whether you have experienced any signs or symptoms associated with the COVID-19 virus.

Please respond with a yes or no to the following questions

Pre-Appointment In-Office

Yes No Yes No
Have you been in contact with someone who has tested positive for COVID-197? | O O [
Have you tested positive for COVID-19? | ] ] [
Have you been tested for COVID-19 and are awaiting results? | O O O
Have you traveled outside the United States in the past 14 days? | ] ] [
Do you have a fever or above normal temperature? ] ] ] [
\I;Ivi\;i |y’/;):s;c)ank?en any fever-reducing medications in the last 14 days and, if yes, for ] ] ] ]
Have you experienced shortness of breath or had trouble breathing? O | | |
Do you have a cough? Or runny nose? O | | |
Have you recently lost or had a reduction in your sense of smell? O | | |
Do you have a sore throat? O Ol O | O
Have you experienced chills or repeated shaking with chills? O | | |
Do you have muscle aches and pains? O | | |
Ega\ézli::\é? ?arl\i/gzteh?er flu-like symptoms, such as gastrointestinal upset, O ] ] ]
Is your overall health good? | ] ] ]

Screened by: Date
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