
COVID-19 Consent Form
Please complete and bring this form with you when you attend your appointment.

Patient Name:

I understand that I have chosen to receive a treatment/procedure that is not urgent and/or essential for my medical needs.

Please indicate if you have presented with any of the symptoms below:

q Fever Sore q Throat

q Dry Cough q Runny Nose

q Shortness of Breath q Loss of Sense of Taste or Smell

*Please note these symptoms are related to COVID-19 infections that may indicate that you have been infected. Please read the 
declarations below and put your initial next to them to confirm that you understand and acknowledge the declarations.

Declaration
1.  I have not tested POSITIVE for COVID-19 and have not been exposed to anyone in my household or 

workplace that has had any of the above symptoms or tested POSITIVE.

2.  I have not travelled in the past 14 days.

3.  I acknowledge that the Corona Virus is contagious, spread by contact with infected individuals and has been 
managed world wide using measures that include social distancing. I understand that during the proposed 
treatment I will not be able to maintain the social distance with the therapist or doctor; I am aware of and 
satisfied with  the measures in place to reduce  the risk of contamination during the treatment /procedure 
that have been implemented by the clinic.

4.  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.

5.  I understand and acknowledge any tests performed for COVID-19  may not detect an infection by COVID-19 
and produce negative test results. There is also the possibility that l may contract the infection after the I 
have been tested. The information that I am providing is therefore to the best of my knowledge and the 
most recent test results I have (if any tests have been performed).

6.  I understand the clinic are monitoring progression of the COVID-19 pandemic and continue to implement to 
reduce the risk of spreading the infection. However, given the nature of the virus, I understand there remains 
some risk of being infected by COVID-19 if I proceed with treatment/procedure that I have chosen to receive.

7.  I understand that after the treatment/procedure puts me at higher risk of complications and death if I 
contact a COVID-19 infection even if I do not present with any symptoms.

8.  I understand that COVID-19 may cause additional risks that may not be known at the moment.

9.  I have been given the option to defer my treatment to a later date. However, I understand all the potential 
risks, including but not limited to the potential short-term and long-term complications related to COVID-19, 
and I would like to proceed with my desired treatment /procedure.

I hereby acknowledge and assume the risk of becoming infected with COVID-19 through this elective treatment/procedure, and I 
give my express permission to Dr Dai and all the staff at The Nari Clinic to proceed with the treatment /procedure.

PATIENT’S NAME: 

PATIENT SIGNATURE:

Initials


