
 

Patient Name:                                                   Date:                   

Clinic Entry Protocol: 

1. When you come into our building and office please practice social distancing. The elevators now have a 
monitor in the lobby to assist with elevator protocol.  

2. Please wear a mask.  

3. Ring the bell upon arrival, you may be asked to wait outside.  

4. There is a hand sanitization table at the front door. Please use the touch-less sanitizer that is provided.  

5. You will need to fill out this patient screening form again, it will be on a clip board at the front desk. 

6. Your temperature will be taken and recorded. If it is high you will be rescheduled.  

7. Please read and respond to the questionnaire below and email form back to drmlc@fairmontdentistry.com Your 
assistance is appreciated.   

Did you know that we have Surgically Clean Air in our office? The air is purified (at a higher rate than what is needed in 
a hospital surgical room) every 6 minutes. We ask that you allow some flexibility with your scheduled appointment. 
Things can take a little longer during these COVID times. Thanks!  

*** If you are feeling unwell you will be rescheduled*** 

drmlc@fairmontdentistry.com fairmontdentistry.com

Have you had a fever or felt feverish in the last two (2) weeks                   Yes No

Do you have any of the following conditions Yes No

Dry Cough Yes No

Shortness of Breath Yes No

Sore Throat Yes No

Sneezing or Post-nasal Drip Yes No

Have you experienced a loss of smell or taste Yes No

Have you been in contact with anyone with COVID19 or symptoms Yes No

Are you self-isolating because of a determined risk of COVID 19 Yes No

Have you returned from travel outside of Canada within 14 day Yes No

Have you returned from travel within Canada in the last 14 days? Yes No

Is your workplace a “High Risk” space (Meaning are you testing / screening COVID patients?) Yes No

Are you over 70 years of age Yes No

Do you suffer from any of the following? Yes No

Heart Disease Yes No

Lung Disease Yes No

Kidney Disease Yes No

Diabetes Yes No

Auto-immune Disorders Yes No

Patient Screening Form
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