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	I REQUEST TO BE TESTED FOR COVID-19 DUE TO:
	 HAVE YOU RECEIVED A COVID-19 VACCINE?

	· One or more COVID symptoms
· Exposure to confirmed COVID case
· Travel
· Pre-procedure
· Other:____________________________
	· First dose (Moderna and Pfizer)
· Second dose (Moderna and Pfizer)
· Third dose (Moderna and Pfizer)
· Johnson & Johnson
· None

	[bookmark: _GoBack]We will call you with results in 2 business days. May we also leave a voicemail for you with your results?
Voice mail ok?  Yes   No
Phone # for voice mail:______________________
	

	     Patient Information                                             PLEASE PRINT

Last Name_____________________________ First Name__________________________ MI________
Date of Birth___________________________ Gender(circle) ___Male_____Female____Other ID_____
If patient is under 18 years, Parent Full Name _______________________________________________ 
Mailing Address ______________________________________________________________________
City__________________________________ State __________________  Zip____________________
Phone (_____) _________________________ SSN_______________________________ (65+ and VA)
Email Address________________________________________________________________________
Primary Care Provider name_____________________________________________________________
Insurance Information:   Complete if someone other than you is the subscriber to the policy.
Subscriber Full Name _________________________________________ Date of Birth______________
If Card Not Available for Imaging:
Insurance Company__________________________________   Employer_________________________
Member ID_________________________________________   Group___________________________



**Photos of this form and Insurance card (front/back) and ID will be taken through your window; hold them up against the glass one at a time when instructed.**   
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