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When scheduling

1. What is your Pain Level on a scale of 1 to 10, with 10 being the worst?
[bookmark: _GoBack]    (ONLY schedule if Pain Level is 8 or 9, and meet ALL other criteria below)

2. Are your current dental symptoms affecting your day-to-day life?
a. Is it affecting your sleep?

i. Is it waking you up at night or preventing you from sleeping?

ii. Have you been required to take any pain medication or antibiotics?
1. If yes, have the medication/antibiotics controlled your dental symptoms?

b. Are you swollen?

i. Can you see swelling on the outside of your face in the mirror?

c. Are you experiencing any difficulty swallowing or breathing?


3. If all dental offices, including your general dentist, were not open today, would the symptoms you’re experiencing lead you to seek treatment at an urgent care, or an emergency room? 



4. Do you have any underlying condition that affects your day-to-day life?

   (i.e., diabetes, heart disease, hypertension, lung disease)



5. Are you immuno-compromised? (is your immune system considered worse than others?)
    (e.g., auto-immune disease, lupus, asthma, other diagnosed respiratory illness, cancer, HIV)
a. Have you recently, or are you currently, taking a steroid?
