
 

COVID-19 Dental Treatment Consent Form 

I,________________________________________, knowingly and willingly consent to have dental 

treatment completed during the COVID-19 pandemic.  

I understand the COVID-19 virus has a long incubation period during which carriers of the virus may not 

show symptoms and still be highly contagious. It is impossible to determine who has it and who does not 

given the current limits in virus testing. Dental procedures create water spray which is how the disease is 

spread. The ultra-fine natural of the spray can linger in the air for minutes to sometimes hours, which can 

transmit the COVID-19 virus. 

 I confirm I am not presenting any of the following symptoms of COVID-19 listed below: 

o Fever 

o Shortness of Breath 

o Dry Cough 

o Runny Nose 

o Chills 

o Sore Throat 

o Headache 

o Muscle Pain 

o New Loss of Taste or Smell 

_____________________ (Initial) 

 The CDC recommends social distancing of at least 6 feet for a period of 10 days to anyone who has 

traveled, and this is not possible with dentistry. ______________ (Initial) 

 I verify that I have not traveled (with in the past 10 days) outside the state of NJ.    

____________________ (Initial) 

 

 

Name_________________________________ 

Date______________________________________ 



 
SPRING LAKE DENTAL CARE 

DR. PETER CIAMPI AND ASSOCIATES 
 

PERIODONTAL RECARE APPOINTMENT UPDATE 

Would you please take few moments and answer the following questions? Thank you. 

 

           Please Circle 

1. Name:___________________________________________________________ 

2. Any change in address or phone? _____________________________________     YES     NO 

a. Cell phone is:_______________________________________________ 

b. Email is: ___________________________________________________ 

3. Any changes in your dental benefits?___________________________________    YES     NO       

_________________________________________________________________ 

4.  Are you presently having a dental problem? Please explain. ________________    YES     NO 

_________________________________________________________________ 

5. Has your medical history changed since your last dental visit? Please explain. __    YES     NO 

_________________________________________________________________ 

6. Do you have any allergies? Please list:__________________________________     YES     NO 

_________________________________________________________________ 

7. Are you taking any medications or Herbal Supplements? Please list:__________     YES     NO 

_________________________________________________________________ 

_________________________________________________________________ 

8. On a scale of 1 to 10, how would you rate your smile? _____________________  

9. Would you like information about having whiter or straighter teeth?     YES     NO 

 

Missed or cancelled appointments within (2) business days may be subjected to a charge at the rate 

of $450/hr for dentist and $155/hr for hygienist. 

 

       Patient Signature                                                                                                                          Date 

 

       Doctor Signature            Date 


