CHESTERFIELD ORTHODONTICS
COVID-19 SUPPLEMENTAL HEALTH QUESTIONNAIRE

Have you, your child, or others accompanying you to today’s appointment or otherrecent
acquaintances tested positive for or been diagnosed as having COVID-19 or any other communicable
disease? No Yes If yes, when? (date)

Do you, your child, or others accompanying you to today’s appointment

or other recent acquaintances have:

e AFever(definedasabove 99.6 degrees) Yes/No
e ACough? Yes/No
e Shortnessof Breath and/or Trouble Breathing? Yes/No
e PersistentPain, Pressure, or Tightnessin the Chest? Yes/No
e OtherFlu Like Symptoms, such as gastrointestinal upset, headache, orfatigue? Yes/No
e Recentloss of taste or smell? Yes/No
e Overthe age of 60? Yes/No
e Anyheart disease, kidney disease, diabetes, or Yes/No
e Anyautoimmune disorders? Yes/No

e Haveyou/theytraveledinthe past 14 days to any regions affected by COVID-19 Yes/No

I understandthatif the answerto any of these questions is yes, | may be asked to reschedu letoday’s
orthodonticappointment. Positive responses to any of these would likely indicate a deeper discussion
with the Orthodontist before proceeding with elective treatment.

Patient’sName:

Responsible Party Signature:




