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COVID-19 Testing Disclaimer
Name: _______________________________________________________ (print clearly)
Date of Birth:______________________  Age:_________  Gender: _______ (required by Microgen)
	(If patient is under 18 years of age, a parent or guardian must be present to authorize below.)
Address: ___________________________________________ City:________________________________
County:__________________ State:_______ Zip:__________ Race:_______________(required by Microgen)
Phone:____________________________ Email:______________________________________ (print clearly)
By signing this form, I attest:
1. I am asymptomatic, and I DO NOT have any of the following symptoms of COVID-19 such as:
· Cough
· Shortness of breath
· Fever
· Loss of Taste
· Loss of Smell
· Fatigue
· Headache
· Body Aches
· Nausea or vomiting
· Diarrhea
· Congestion or runny nose
· Sore Throat
2. By taking this test, I agree to have my results sent to Pitkin County Public Health (and my county of residence if applicable), and I agree to cooperate in any contract tracing that may be needed.
3. I must seek care from my Primary Care Provider or the Emergency Department if I become symptomatic at any point.
4. I agree to the discharge instructions. I agree to isolate until my test results are available and for the recommended time period if I become symptomatic or test positive.
5. I am aware that the test from MicroGen is not accepted in all states or with all airlines. It is my responsibility to check which tests are being accepted before travel.
6. I agree that Clark’s Pharmacy can send my results to Public Health.
7. Why are you purchasing a COVID-19 test:________________________________________________
8. Clark’s Pharmacy can leave a voicemail with my test results.
· Yes
· No

Patient Signature*:__________________________________________ Date_____________ Time:________
*or signature of parent or legal guardian if patient is under 18 years of age.
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