
COVID-19 PATIENT SCREENING FORM  
 
 

Instructions for use: Please respond to the questions below  

Screening Questions  
Notes 

 

Do you have a fever or above-
normal temperature (>100.4)? 
Take temperature at 
appointment. 

◻ No 

◻ Yes 

Temperature will be recorded for 
you by the student. 

Are you experiencing shortness of 
breath or having trouble 
breathing? 

◻ No 

◻ Yes 

 

Do you have a dry cough? ◻ No 

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

◻ No 

◻ Yes 

Do you have a runny nose? 
(unrelated to allergies) 

◻ No 

◻ Yes 
Do you have a sore throat? ◻ No 

◻ Yes 
Are you experiencing chills or 
repeated shaking with chills? 

◻ No 

◻ Yes 

Do you have unexplained muscle 
pain? 

◻ No 

◻ Yes 
Do you have a headache? ◻ No 

◻ Yes 
Do you have nausea or vomiting? ◻ No 

◻ Yes 

Do you have diarrhea? ◻ No 

◻ Yes 
Have you been in contact with 
someone who has tested positive 
for COVID-19 in the last 14 days? 

◻ No 

◻ Yes 

Have you been tested for COVID-
19 in the last 14 days?  

◻ No 

◻ Yes 

Please notify the DSU Dental Hygiene Program within 10 days if you become ill with COVID-19 

symptoms or test positive for COVID-19.  
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