
New Day Dentistry 
Patient Medical & Wellness Forms 

Dear Friends and Valued Patients, 
 
We welcome you back and are thrilled to see everyone again! 
 
As we do our best to navigate safely re-opening our practice during these unprecedented times, we wanted to give you 
a better idea of what to expect when you come to your dental appointment. 

Forms:  Everyone will be asked to complete the Health & Wellness Forms below before your upcoming 
appointment.  We will need to have these forms completed in order to see you.  If you are experiencing any of the 
COVID-19 symptoms indicated below, or if your forms are not completed before your appointment, we will reschedule 
your appointment for a future date. 

Call or Text on Arrival: At this time, our reception area is closed to visitors. To help with social distancing and the 
pre-screening process, please arrive 10 minutes early to your appointment and remain in your car. Send us a 
text reply or call us when you arrive.  We will text or call you when we are ready for you to come to our 
screening station.  To limit exposure, we are asking that only those with an appointment come in to the office. 
Additional guests will be asked to wait outside. 

Wear a Mask: We are asking that all patients and guardians wear a face mask (or the like) when they arrive to 
our practice. While we have missed you and would like nothing more than to hug you or shake your hand, 
please understand that for your safety, we are limiting physical contact at this time. 

Screening Station: The screening station will be set-up in our reception area, before you enter the treatment 
room.  You will be asked if any of the information on the forms you completed has changed.  We will also be 
taking the temperature of each patient and parent with a touchless and/or forehead thermometer to verify 
nobody has a fever.  Please let us know in advance if you tend to run hot/cold! 

Limited Capacity: At this time we are scheduling at a limited capacity and we will do everything possible to 
ensure our patients maintain proper social distancing during their appointments. 

Cleanliness: We have always maintained the highest standards when it comes to sterilization and cleanliness, 
but we have added additional safety measures. We have added extra time in between appointments to sanitize 
and sterilize all equipment and surfaces as well. 

Check-Out: Our staff will come to you in the treatment room to schedule your next appointment, take any 
additional payment due, and answer any administrative questions. We will try to keep the process as 
contactless as possible. 

We appreciate your patience while we modify and perfect our protocols. 

 

 



Medical History  Today’s Date: ________________ 

Patient Name: ____________________________________________________ Date of Birth:  ________________ 

 Yes  No 

1. Do you currently have any health problems?
If yes, please explain: _________________________
___________________________________________

2. Are you currently under the care of a physician?
Name of PCP: ________________________________
Phone Number: ______________________________

3. Do you us tobacco products?
4. If yes, how often _____________________________
5. Are you taking any controlled substances?

If yes, please explain __________________________
___________________________________________

6. Are you pregnant or think you may be?
7. Are you breastfeeding?

10. Have you ever been told by your physician or or
surgeon you should “premedicate” with
antibiotics prior to a dental visit?    Yes    No
Please explain: ____________________________
________________________________________

11. Have you ever had a “deep cleaning? _________
12. Have you ever been told that you have gingivitis

bone loss, or gum disease? _________________
13. Do you take anti-depressants?_______________
14. Do you use sleep aids? _____________________
15. Do you have insomnia? ____________________
16. Have your parents or siblings lost teeth due to

periodontal disease? ______________________
8. Have you been hospitalized for a serious illness

or had major surgery in the past five years?  
If yes, please explain: _________________________
___________________________________________

9. Have you ever taken FOSAMAX, BONIVA, ACTONEL
or ANY Osteoporosis or cancer medication containing
bisphosphonates? Please explain ________________
___________________________________________

18. Are you allergic to or have you had any negative reaction to the following:
□ Sulfa Drugs □ Aspirin □ Any Metals □ Barbiturates □ Penicillin / Antibiotics□ Local Anesthetics

□ Codeine □ Nitrous Oxide □ Latex □ Sedatives □ NSAIDS (ibuprofen, acetaminophen)

19. Please list any additional allergies (including foods): _____________________________________________________________

 

 

 

 

 

 

17. Please provide the names of medications you take:
(include RX, OTC, Birth Control & Vitamins)

_ ___________________________________________ 
_  ___________________________________________ 
_  ___________________________________________ 
_ ___________________________________________ 
____________________________________________ 

20. Do you, or have you had, any of the following health conditions or treatment?

□ Acid Reflux/Heartburn □ Drug or Alcohol AddicƟon □ Liver Disease

□ Alzheimer's Disease □ EaƟng Disorder □ Lupus

□ Anemia □ Emphysema: O2 Dependent? □ Yes   □ No □ Migraines or Frequent Headaches

□ Angina Pectoris (chest pain) □ Epilepsy or Seizures □ Mitral Valve Prolapse

□ Anxiety or Nervousness □ Fever Blisters or Mouth Sores □ Psychiatric Treatment

□ ArthriƟs □ Glaucoma □ RadiaƟon: Mo/Yr? _______________

□ ArƟficial Heart Valve □ Heart Disease/AƩack: Mo/Yr ____________ □ RheumaƟc Fever

□ ArƟficial Joins (hip, knee, etc.) □ Heart Murmur □ Seasonal Allergies

□ Asthma: Inhaler? □ Yes   □ No □ Heart Pacemaker □ Sinus Trouble or Frequent Sinus InfecƟons

□ Blood Transfusion: Mo/Yr? ____________ □ Heart Surgery: Mo/Yr ___________ □ Sjogren's Syndrome 

□ Chemotherapy: Mo/Yr? ____________ □ HepaƟƟs:  □  A     □  B       □ C □ Sleep Apnea

□ Congenital Heart Lesion □ High Blood Pressure □ Stroke: Mo/Yr _______________

□ CorƟsone Treatment: Mo/Yr _________ □ HIV or AIDs □ Thyroid Disease

□ CosmeƟc Surgery □ Jaw Pain (TMJ) □ Tuberculosis (TB)

□ DemenƟa or Memory Loss □ Kidney Disease □ Ulcers

□ Diabetes: Insulin Dependent? □ Yes   □ No □ Hemophilia (bleeding problem) □ Venereal Disease
 



Patient Wellness Form 

I ___________________________________________________ (printed name) knowingly and willingly consent to 
having dental treatment at New Day Dentistry PLLC. I understand that COVID-19 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 with 
certainty who has it and who does not, given the current limits in virus testing, dormant symptoms, and slow test 
results.  

Dental procedures create water spray which is one of the ways the disease is spread. The ultra-fine nature of the spray 
can linger in the air and on surfaces for up to several hours, which can transmit the COVID-19 virus. While every 
measure is taken to maintain a sterile and clean environment, no guarantees can be made as these water particles may 
linger in the air. 

 I confirm that I have not been around anyone who has tested positive for COVID-19, has virus-like symptoms or has

been quarantined _______________ (initial)

 I understand that air travel, travel by bus or train, or travel to the mountains greatly increases my risk of contracting

and transmitting the COVID-19 virus and the CDC recommends social distancing of 6ft for 14 days to anyone who

has. I understand social distancing is not possible during a dental procedure. I confirm that I have not traveled to the

mountains, outside the USA or domestically, by air, train or bus in the past 14 days _______________ (initial)

 I confirm that I am not presenting with any of the symptoms of COVID-19 including FEVER, SHORTNESS OF BREATH,

DRY COUGH, RUNNY NOSE or SORE THROAT _______________ (initial)

 I understand that due to the characteristics of the virus and of dental procedures, I have a elevated risk of

contracting the virus simply by being in a dental office. I am willingly proceeding with treatment for the benefit of

my dental and overall health and release my dentist of liability pertaining to COVID-19  _____________ (initial)

_______________________________________________ ____________________________ 
Patient Signature Date 

By checking this box and typing my name below, I am electronically signing these forms.
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