
 

 

 

By signing this document, you acknowledge the following: 

Initials   _____I willingly consent to treatment during a pandemic and und understand social distancing cannot be 

maintained while delivering treatment. 

Initials _____ I understand that if I have a confirmed or suspected case of COVID-19 within the 14 days following my 

dental visit, I will inform the dental office. 

Initials ____ I have not returned from any country outside of Canada in the past 14 days. 

 

Signature of Patient/Guardian ________________________________ 

 


