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COVID screening questions for Refugees and Asylum seekers requesting 
Emergency Oral health care from MSOH  

1. Have you experienced any of the following in the last 7 days? □ Yes       □ No
- Cough - Runny Nose 
- Fever - Fatigue 
- Shortness of Breath - Loss of sense of smell or taste 
- Sore throat

2. Have you travelled interstate or overseas in the last 14 days? □ Yes       □ No

3. Have you been in contact with a person suspected or confirmed         □ Yes       □ No
of having COVID-19?
If yes, date of most recent contact            ______________________

4. Have you been instructed to self- isolate or self-quarantine? □ Yes       □ No

Refugees and Asylum seekers requiring Urgent Dental treatment from MSOH 

Please indicate the symptoms the patient is presenting with indicating urgent care 

Trauma / Injury         □ Yes       □ No
Swelling in the face     □ Yes       □ No
Swelling in the mouth       □ Yes       □ No
Uncontrolled bleeding      □ Yes       □ No
Pain  □ Yes       □ No
Pain when eating □ Yes       □ No
Broken Tooth □ Yes       □ No
Broken Denture □ Yes       □ No
Other ____________________ 
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