Referral for COVID-19 Testing, Location__________________________________

Date of Referral: _______________________________________________________
Patient Name: _________________________________________________________
DOB:  _______________________________________________________________
Patient Phone Number(s): ________________________________________________

Referring Provider: _____________________________________________________
Medical Office/Employer: _______________________________________________
Direct Office Phone: ____________________________________________________
Office Fax: ____________________________________________________________

Reason for Referral:
Symptoms 
⁐   Fever
⁐   Cough
⁐   Difficulty breathing
⁐  Other: _____________________________________________________________________

Other Criteria
	⁐   Travel history: ______________________________________________________________
	⁐   Contact to known positive case 
	⁐   Hospitalized 
	⁐   Resident of Long-term Care Facility 
[bookmark: _GoBack]	⁐   Health Care Worker


	 

