
 
INFORMED CONSENT FOR COVID-19 TESTING 

 
 

 
Name of Individual/Patient ___________________________  Date of Birth _____________ 
 
Consent for Testing 
I verify that I am at least 18 years of age.  
 
I consent to the collection and testing of an oral or nasal swab for the following purpose:  

 To see if the sample contains any signs of the coronavirus.  
 
If the individual/patient being tested is a minor. I verify that: 

 I am the minor’s parent or legal guardian.   
 
As the minor’s parent or legal guardian, I consent to the collection and testing of the minor’s specimen for 
the following purpose: 

 To see if the sample contains any signs of the coronavirus. 
 
The People Testing You. 
The people testing you are not your doctor or medical provider.  
 
I agree that I will: 

 Look for medical advice, care and treatment from my healthcare provider if I have questions or 
concerns 

 Look for treatment if I develop symptoms, or if my symptoms change or get worse.  
 
Where Your Tests Will Be Handled. 
The Montgomery County Maryland Department of Health and Human Services has designated places to 
temporarily collect and store test specimens. The County utilizes contracted laboratory services to test the 
specimens that are collected. All laboratories used for this function are recognized as licensed to perform 
diagnostic testing for COVID-19 as designated by federal and state regulatory agencies. 
  
I agree to: 

 Follow all instructions provided by the specimen collection sites and specimen collection staff.  
 Give permission for the designated lab to perform testing on my specimen.  

 
What Kind of Test is This? 
Today we will use a test authorized by the Food and Drug Administration under an Emergency Use 
Authorization (EUA). This test looks for the SARS-CoV2 virus. The SARS-CoV2 virus causes the disease 
known as COVID-19.  This test does not look for any signs that you were infected in the past. 
I understand that: 

 It is possible that the test may result in a false positive or a false negative. 
 Testing is voluntary. 
 I may take back my consent at any time before delivery of the test to the lab for testing. 

o I can do this by contacting the Montgomery County Department of Health and Human 
Services at (240) 777-1755.  

 
 
 
  



 
Results 
Upon completing laboratory analysis of the specimen, the testing lab will make results available to state and 
local health officials in the jurisdiction you reside as required by law and to the listed referring provider. 
 
I give permission to the Montgomery County Department of Health and Human Services to: 

 Contact me using the email address or phone number I provided. 
 Send my test results via a secure, encrypted email to the email address I provided. 
 Provide me access to my results through a county-maintained or lab-maintained secure web portal.  

 
I understand that: 

 I am responsible for checking my email for my results.  
 I am responsible for looking at my results when they become available.  
 If I receive a positive test result, I may be contacted by a representative of the local or state health 

department to review the results and explain the next steps I should take.  
 I can contact Montgomery County Department of Health and Human Services at (240) 777-1755. 

 
I give permission for my test results to be released to the County, State, or any other governmental entity as 
may be required by law.  
 
I understand that the results of my test may be released to the Chesapeake Regional Information System for 
our Patients (CRISP), Maryland’s regional health information exchange, which allows my provider to 
access my test results.  
 
The results of my test will be released to the person or organization that ordered testing. 
 
Cost 
Testing services will be provided at no out-of-pocket cost to me.  
 
Privacy & HIPAA Disclosure 
The Montgomery County Department of Health and Human Services and its contracted laboratory services 
comply fully with all laws and regulations regarding privacy, data security, and the Health Insurance 
Portability & Accountability Act (HIPAA).  
 
I acknowledge that I was provided a copy of the Notice of Privacy Practices (NPP), and that I have read (or 
had the opportunity to read) and understand the NPP and agree to its terms. 
 
I may see and copy the information described in this form if I ask for it.  
 
I acknowledge that all my questions were answered to my satisfaction, that I fully understand this 
authorization form. 
 
This authorization is valid as of the date I have signed below and shall remain valid until changed or 
revoked.  
 

_____________________________________   _______________________ 
Signature of Individual/Patient or Guardian    Date 
 

_____________________________________   _______________________ 
Consent obtained verbally by Parent/Guardian   Date 
 


