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Testing Location___________________________________Date_________________________
	[image: image1]PLEASE PRINT  

Patient:  Last Name__________​​​_______________________ First Name:______________________________  MI ____
[image: image3.png]



Sex:   


      DOB: ________________________________
Address:________________________________City:_____________________________State:________Zip:___________
Phone:   (_______)_______________________________  Alternate phone (_________)____________________________
Email (optional) ______________________________________________________________________________________

Parent/Guardian/ POA: Last Name: ________________________ First Name: _________________________  MI:_______
Do you have any symptoms of COVID-19?  Yes 
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      No  
(Example:  fever, cough, sore throat, shortness of breath, difficulty breathing, nausea, diarrhea, loss of sense of smell or taste, muscle aches, general sense of being unwell)


Consent for Testing
By my signature or verbal acknowledgement as the person being tested, I freely give consent for COVID-19 testing provided by ​​​      Name of College or University    . I understand I will receive the results via the Everlywell™ patient portal account that I have established at www.everlywell.com and also understand that I am required to share these test results with ​​​      Name of College or University     by uploading the PDF or a screenshot to         College Health designated email address     .   
I understand that I am to self-isolate until I receive the results of this test. I understand that I am to remain at home, maintain a distance of at least six feet from others, and wear a cloth face covering or other mask should I need to leave home due to a medical emergency. Should my test result be positive, I understand that I am to contact those who were within six feet of me for 15 minutes or more during the 48 hours prior to the start of my symptoms until I begin isolation and notify them of their exposure to COVID-19 and that they are to self-quarantine for 14 days from the time of their last contact with me. I understand that I am to comply with isolation and not return to class or other activities for a period of ten days from the onset of my symptoms AND I must also be free of symptoms for at least 72 hours.
I understand that, should my test result be positive for COVID-19, I will be contacted by an Everlywell™ medical provider who will discuss my results with me. I also understand that I will be contacted by a representative of the Tennessee Department of Health, as well as             Name of College or University​​​​​_____. Should follow-up medical care be required, it is my responsibility to seek it through a primary care physician or the Student Health Center.
_______________________________________________________________________________Date_____________________________

Signature of Patient

      Verbal Acknowledgement ___________________________________________Date ____________________________



              Signature of person receiving verbal acknowledgement
AREA FOR OFFICIAL USE ONLY
Everlywell™ Unique Kit ID Number:
Date of Specimen Collection: 



Shipped via UPS on Collection Date        Yes
    No

*Note tests shipped after date of collection may not be processed

Name of Provider:  _______________________________      
F





M
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