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PLEASE PRINT CLEARLY

Last Name Birth Date
UMV ID:

First Name

Address

Phone

Demographics:

Ethnicity: > Hispanic or Latino > Not Hispanic or Latino
Race: O White O Black/African American D Asian
O American Indian/Alaska Native O Native Hawaiian/Pacific Islander
Age:
Gender:

Current Residential Zip Code:

__lam already an AFHC patient ___lwant to become an AFHC patient ___ | only want COVID testing

| authorize nasal testing of the above patient for COVID -19. | authorize the release of any medical or other needed
information to the health department in the event | have a positive test.

Patient Signature Date

Date of Test:

Results Date:






