








CHARLES R. AVRUTIK, D.D.S. 

395 RIDGE ROAD 

DAYTON PROFESSIONAL CENTER, SUITE 5 

DAYTON, NJ 08810-1398 

 

 

 

 

SIGNATURE ON FILE AUTHORIZATON FORM 

 

 

AUTHORIZATION TO RELEASE INFORMATION: 

 

I hereby authorize the above named dentist to provide any Insurance company(s), 

claim administrator(s), and consulting health care professionals, information 

concerning health care, advice, treatment, or supplies provided. This information 

will be used exclusively for the purpose of evaluating and administering claims for 

benefits. 

I permit a copy of this authorization to be used in place of the original. 

 

My signature also applies to the dependents listed below. 

 

 

____________________________________    _________________ 

SIGNATURE          DATE 

 

_________________________ __________________________ 

_________________________ __________________________ 

_________________________ __________________________ 

 

ASSIGNMENT OF INSURANCE BENEFITS: 

 

I hereby authorize payment directly to Dr. Avrutik of the 

insurance benefits otherwise payable to me. I understand that my dental insurance 

carrier may pay less than the actual bill for services.  I agree to be responsible for 

payment of all services rendered on my behalf or my dependents. 

 

My signature also applies to the dependents listed below. 

 

 

__________________________________   ___________________ 

SIGNATURE      DATE 

 

__________________________ _________________________ 

__________________________ _________________________ 

            __________________________   _________________________ 
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COVID-19 Patient Screening, Advisory, Acknowledgement 
Receiving Dental Treatment During the COVID-19 Pandemic 

 
Dear Patient, 
 
You have come to our office today for a routine dental evaluation and/or treatment that will be done 
during the COVID-19 pandemic. Please be advised of the following: 
 
While our office complies with the State of New Jersey Department of Health and the Centers for 
Disease Control and Prevention infection control guidelines to prevent the spread of the COVID-19 virus, 
we cannot make any guarantees. 
 
Our staff are symptom-free and, to the best of their knowledge, have not been exposed to the virus. 
However, since we are a place of public accommodation, other persons (including other patients) could 
be infected, with or without their knowledge. 
 
In order to reduce the risk of spreading COVID-19, we have asked you a number of screening questions 
below. For the safety of our staff, other patients, and yourself, please be truthful and candid in your 
answers. Thank you. 
 

Screening Questions 

 
Date: 
 
Staff Initials: 
 

 
Date: 
 
Staff Initials: 
 

Notes 

Do you have a fever or above 
normal temperature (<100.0°F)? 
Take temperature at 
appointment. 

� Yes 
 
� No 

� Yes 
 
� No 

 

Are you experiencing shortness 
of breath or having trouble 
breathing? 

� Yes 
 
� No 

� Yes 
 
� No 

Do you have a dry cough? � Yes 
 
� No 

� Yes 
 
� No 

Do you have a runny nose? � Yes 
 
� No 

� Yes 
 
� No 

Do you have sneezing, watery 
eyes, and/or sinus pain/pressure 
that is unusual and not related to 
seasonal allergies? 

� Yes 
 
� No 

� Yes 
 
� No 

Have you recently lost or had a 
reduction in your taste or smell? 

� Yes 
 
� No 

� Yes 
 
� No 
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Do you have a sore throat? � Yes 
 
� No 

� Yes 
 
� No 

Are you experiencing chills or 
repeated shaking with chills? 

� Yes 
 
� No 

� Yes 
 
� No 

Do you have unexplained muscle 
pain or weakness? 

� Yes 
 
� No 

� Yes 
 
� No 

Do you have a headache? � Yes 
 
� No 

� Yes 
 
� No 

Even if you don’t currently have 
any of the above symptoms, have 
you experienced any of these 
symptoms in the last 14 days? 

� Yes 
 
� No 

� Yes 
 
� No 

 

Are you currently or have you in 
the last 14 days taken any fever 
reducing medications such as 
ibuprofen, naproxen, 
acetaminophen, etc.? 

� Yes 
 
� No 

� Yes 
 
� No 

 

Have you been in contact with 
someone who has tested positive 
for COVID-19 in the last 14 days? 

� Yes 
 
� No 

� Yes 
 
� No 

 

Have you been tested for COVID-
19 in the last 14 days? 

� Yes 
 
� No 

� Yes 
 
� No 

Date of test (if applicable): 

If yes, what is the result of the 
testing? 
If still waiting on results, 
schedule appointment after 
results are known. 

� Positive 
 
� Negative 

� Positive 
 
� Negative 

 

 
I agree to notify the dental practice if within 14 days I become ill with COVID-19 symptoms or test 
positive for COVID-19. I understand the dental practice has a legal and ethical obligation to inform me 
if a staff person I had contact with tested positive for COVID-19 within 14 days. 
 
 
Signature______________________________________________________________________ 
 
 
 
Date_________________________ 






