


 

 

Date:  ___________ Center location: _____________ 

 

Patient name: _________________________________  

 

DOB: _____________   FIN:_______________________ 

 

COVID-19 testing:  Sars Antigen FIA rapid test results: 

 

[   ]  Positive 

 

[   ]  Negative 

 

_____________________________________________ 
Provider name (Print)   Signature 
 

 


