
 

Patient’s Name:        Date of Birth:      

Address:         Zip Code     

Birth Sex:        Male Female    Phone(             )       

Email:       Race/Ethnicity      

  

 

 

 

 Do you give consent to be tested for COVID-19?      ☐YES  ☐NO 

 Do you give consent for your results to be emailed electronically to you?  ☐YES  ☐NO 

 

 

 

                                                                                                  

          Patient’s Signature                Date 


