Susquehanna Dental West LLC
720 Limekiln Road
New Cumberland, PA. 17070
(717)774-6700
frontdesk@susquehannadentalwest.com

COVID-19 Pandemic Dental Treatment Consent Form

Even after following protocols set by the American Dental Association and our state’s dental association, it is still
possible to contract COVID-19 while at a dental office. We are following all guidelines to minimize the risk of
transmission.

* | knowingly and willingly consent to have dental treatment completed during the COVID-19 pandemic. |
understand that the COVID-19 virus has a long incubation period during which carriers of this virus may not show
symptoms and may still be highly contagious. (Initial)

* | understand that — due to the frequency of visits of other dental patients, the characteristics of the COVID-19
virus, and the characteristics of dental procedures — | have an elevated risk of contracting the COVID-19 virus
simply by being in a dental office. (Initial)

* | confirm that | am not presenting any of these COVID-19 symptoms: (Initial)
o Fever
o Shortness of breath
o Dry cough
o Runny nose
o Sore throat

* | confirm that | have not been in contact with a person who has been diagnosed with COVID19 within the past 14
days. (Initial)

» | understand that air travel significantly increases my risk of contracting and transmitting the COVID-19 virus. And
the CDC recommends social distancing of at least six feet for a period of 14 days to anyone who has recently
traveled, and this is not possible with dentistry. (Initial)

* | verify that | have not traveled outside the United States in the past 14 days. (Initial)

» | verify that | have not traveled domestically within the United States by commercial airline, bus or train within
the past 14 days. (Initial)

Printed name: Date of birth:

(Patient) (Patient)
Patient Signature: Today’s date:

(Parent/Legal Guardian)



Patient Screening Form

Patient Name:

PRE-APPOINTMENT IN-OFFICE

Do you/they have fever or have you/they felt hot or feverish recently

(14-21 days)? OYes [ONo (OYes [JNo

Are you/they having shortness of breath or other difficulties breathing? (dYes [No [OYes [No

Do you/they have a cough? COYes [JNo OYes [ONo

‘ |
Any other flu-like symptoms, such as gastrointestinal upset, headache '
‘ Yy r fiu-liKke symp u g upse eada DYES E]NO EIYes DNO

or fatigue?

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

Patients who are well but who have a sick family member at home with [JYes [No [JYes [dNo
COVID-19 should consider postponing elective treatment.

|
Are you/they in contact with any confirmed COVID-19 positive patients?
|

| Is your/their age over 607 | OYes [No [JYes [No

Do you/they have heart disease, lung disease, kidney disease,
diabetes or any auto-immune disorders?

[JYes [ No [OYes [ No ‘

Have you/they traveled in the past 14 days to any regions affected ‘
by COVID-19? (as relevant to your location) [Yes [INo | [lYes [INo

Positive responses to any of these would likely indicate a deeper discussion with the dentist before
proceeding with elective dental treatment.

¢ Fortesting, see the list of State and Territorial Health Department Websites for your specific area’s information.




