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1.  COMPLETE TESTING, HEALTH and VACCINATION INFORMATION  

• Patient Name:           

 
 

• Have you ever tested positive for COVID-19?   Yes  No  If Yes: Date diagnosed:          Hospitalized?  Yes  No   

 
 

• Are you experiencing any of the following potential symptoms of COVID-19:  1) Fever, 2) Dry Cough, 3) Shortness 
of Breath, 4) Runny Nose, 5) Sore Throat, 6) Loss of Taste or Smell?  Yes  No 

• Have you received a COVID-19 Vaccination:     Yes  No    

If Yes, which Vaccine:                      Date(s):  1st Dose:  2nd Dose(if applicable):  

  

2.  REVIEW, CONFIRM UNDERSTANDING, CONSENT TO CARE  - Initial in 4 places, Sign and Date    

I understand that the novel Coronavirus (COVID-19) has been declared a global pandemic by the World Health Organization.  I further 
understand that COVID-19 is extremely contagious and may be contracted from various sources.  I understand COVID-19 has a long 
incubation period during which carriers of the virus may not show symptoms and still be contagious. 

I understand that I am the decision maker for my healthcare.  Part of this office’s role is to provide me with information to assist me 
in making informed choices.  This process is often referred to as “informed consent” and involves my understanding and agreement 
regarding recommended care, and the benefits and risks associated with the provision of healthcare during a pandemic.  Given the 
current limitations of COVID-19 virus testing, I understand determining who is infected with COVID-19 is exceptionally difficult. 

  
• I understand that I am opting for an elective treatment that may not be urgent or medically necessary.  I understand 

there are alternatives to receiving this care, which could include receiving care from another type of provider, or 
postponing care altogether at this time.  However, while I understand the potential risks associated with receiving 
treatment during the COVID-19 pandemic, I agree to proceed with my desired treatment at this time.    

Initial 
Below 

  • I understand my treatment may create circumstances, such as the discharge of respiratory droplets or person-to-person 
contact, in which COVID-19 can be transmitted. 

 

  • I am informed that you and your staff have implemented preventative measures intended to reduce the spread of COVID-
19.  However, given the nature of the virus, I understand there may be an inherent risk of becoming infected with COVID-
19 by proceeding with this treatment.  For example, I understand that given the nature of care, simply being in a 
healthcare office, where frequent patient appointments occur, may elevate the risk of contracting COVID-19.  I hereby 
acknowledge and assume the risk of becoming infected with COVID-19 through this elective treatment and give my 
express permission to you and the staff at your offices to proceed with providing care.   

 

    
• I have been offered a copy of this consent form.  

    
I knowingly and willingly consent to the treatment with the full understanding and disclosure of the risks associated with receiving 
care during the COVID-19 pandemic.  I confirm all of my questions were answered to my satisfaction. 

I have read, or have had read to me, the above COVID-19 risk informed consent to treat.  I appreciate that it is not possible to consider 
every possible complication to care.  I have also had an opportunity to ask questions about its content, and by signing below, I agree 
with the current or future recommendation to receive care as is deemed appropriate for my circumstance.  I intend this consent to 
cover the entire course of care from all providers in this office for my present condition and for any future condition(s) for which I seek 
care from this office. 

Both parties agree that this agreement may be electronically signed, and that the electronic signatures appearing on this agreement 
are the same as handwritten signatures for the purposes of validity, enforceability, and admissibility.  

  
Patient 

Signature:  
Witness 

Signature:  
 [Parent or Guardian Signature if applicable]  Witness 

Name:  Name:  

Date:  Date:  
   


