
Disclaimer:  
The test has been authorized by the FDA under an EUA for use by authorized laboratories. If you think you have a medical emergency, call your 
doctor or 911 immediately or go to the emergency room. Do not rely on electronic communications or communications through this application for 
immediate or urgent medical needs. The purpose of this self health screening is only an information tool and does not give medical advice or 
treatment, this can be done only by a licensed healthcare professional. 
 
Authorization and Consent for Covid-19 Diagnostic Testing: 
I acknowledge and understand that my COVID-19 diagnostic test will require the collection of an appropriate sample by a healthcare professional 
through a nasal swab and results will be released to the school. I understand that there are risks and benefits associated with undergoing a 
diagnostic test for COVID-19 and there may be a potential for false positive or false negative test results. I assume complete and full responsibility to 
take appropriate action with regards to my test results. Should I have question or concerns regarding my results, or a worsening of my condition, I 
shall promptly seek advice and treatment from an appropriate medical provider. 
I authorize PMCDx to verify my insurance benefits and submit my claim to insurance or the HRSA Covid fund in case I do not have insurance for 
testing performed during the 2021-2022 calendar year.   
 
I acknowledge my consent to take this test and that the information provided by me is true and that the specimen I am providing is my own. I also 
hereby authorize the testing laboratory to release medical information to me through the email address I am providing below. I authorize my test 
results to be disclosed to the county, state, or to any other governmental entity as may be required by law. I authorize my test results to be shared 
with health official at the school. I acknowledge that a positive test result is an indication that I meet the criteria for self-isolation in an effort to avoid 
infecting others. I understand that testing does not replace treatment by my medical provider. I assume complete and full responsibility to take 
appropriate action with regards to my test results. I agree I will seek medical advice, care, and treatment from my medical provider. I, as a parent or 
guardian, give a consent to PMCDx to perform PCR testing for Sars-Cov2 on frequent basis. I have read the contents of this form in its entirety and 
voluntarily consent to undergo diagnostic testing for COVID-19. 
 
Disclosure: 
I authorize the physician and/or healthcare staff of PMCDx to release any personally identifiable health care information (PHI), including but not 
limited to the diagnoses and records of any COVID 19 tests rendered to myself or my dependents during the period of such care, to state and county 
healthcare departments, my child’s school of attendance if necessary, and third party payers. I understand that this may be provided via electronic 
systems. 
I hereby give my consent to PMCDx to use and disclose Protected Health Information about me and/or my dependents to carry out necessary 
treatment, payment, and healthcare operations. With this consent, PMCDx may mail documents to my residential address or other locations any 
time that assists the practice in carrying out treatment, payment, or healthcare operations. This could include patient forms and statements, so long 
as they are marked Personal and Confidential. In addition, PMCDx may e-mail me at the address provided any items that assist the practice in 
carrying out treatment, payment, or healthcare operations. While I have the right to request that the practice restrict how it uses and discloses my 
PHI, the practice is not required to agree to these requests. However, if it does so, it is bound by this agreement. 
 
Release:  
To the fullest extent permitted by law, I hereby release, discharge and hold harmless, PMCDx, including, without limitation, any its representatives 
and agents from any and all claims, liability, and damages, of whatever kind or nature, arising out of or in connection with any act or omission 
relating the disclosure of my COVID-19 test results. 
 
Acknowledgement  
I consent PMCDx to process my sample according to the test that I have ordered. 1. My specimen has not been adulterated in any way. 2. I have the 
right to receive my own test As required by the State of Maryland (where PMCDx laboratory is located), a licensed healthcare professional is 
required to sign your test requisition to order the test. Background: The laboratory accepts your sample to test for the purposes of gathering 
information about your health status and to provide your health care professional with test results to aid in your personal health care and treatment.  
I have read the contents of this form in its entirety and voluntarily consent to undergo diagnostic testing for COVID-19. 
 


