STUDENT / GUARDIAN RESPONSIBILITY: PHOTO ID

Summit Clinical
Laboratories

SWALLOW SCHOOL DISTRICT
Covid-19 PCR Test

STUDENT'S SOCIAL SECURITY # IF UNINSURED, AND CONSENT FORM

1. PATIENT INFORMATION

LAST NAME FIRST NAME M
ADDRESS
CITY STATE ZIP
PHONE DOB GENDER [ MALE
(MM/DD/YYY) O FEMALE
ANCESTRY O CAUCASIAN O NATIVE AMERICAN O ASIAN
O BLACK/AFRICAN AMERICAN O HISPANIC/LATINO O HAWAIIAN/P. ISLANDER
O OTHER
EMAIL

2. REASON FOR TESTING (CHECK ALL THAT APPLY)

Have you or anyone you are in close contact with been in contact with 0O YES

anyone who has tested positive Covid-19 in the last 30 days? O NO
Have you traveled outside the state in the last 30 days? O YES
If so Where? o NO
O SYMPTOMS OF COVID-19 O ASYMPTOMATIC
OO0 Fever R50.9 O Muscle aches (myalgia) M79.10
O Cough ROS O Fatigue R53.1
O Sore Throat J02.9 O Runny Nose (rhinorrhea) R09.82
O Shortness of Breath(dyspnea) R0O6.00 O Vomiting R11.10
[0 Nausea R11.0 O Diarrhea (more than 3 loose stools) R19.7
O Abdominal pain R10.9 O Loss of Smell? R43.8
O Chills R68.83 [ Loss of Taste? R43.9
[0 Headache R51 [0 Other

Why are you getting tested today?

3. SPECIMEN COLLECTION

SPECIMEN TYPE
B Nasal Swab DATE (MM/DD/YY) COLLECTION (HH:MM O

Summ|tCI|n|ca|Labs com

INSURANCE CARD OR



