COVID-19 LABORATORY FORM

Name of Reporting Centre Specimen ID Number Medical Record Number

1. Patient Information

Sex Date of Birth
dd/mm/
[JFemale ( / y)//yy)
First Name Last Name CMale
Address in the last 14 days
House Number Street Name City/Settlement/Cay Island Country
Phone Numbers Government ID
Mobile Type [JPassport
INIB
Home Number
Nationality
Work
Email Address
Occupation
[JConstruction [JFinancial services [JHospitality [JRetail [Jstudent [Juniformed branches
[IClergy [JHealthcare provider  [JJournalism/Broadcasting [JRetired [OTrade [Jother
[JEducation [JHomemaker [Legal [Jself-employed [Junemployed
Place of employment
2. Testing
Reason for Testing OR irv into Workol Os )
[JReturn from travel e-entry into Workplace creening
[JcovID-19 Symptoms [Jother

For travel
O [CJExposure to Confirmed Case

3. Symptomatology

COVID-19 symptoms in the last 14 days

Jvyes [No
Symptoms Date of Onset of Symptoms
[JAbdominal pain [JFatigue [JLoss of taste (dd/;nm/y/yyy)
[Ichills [CFever [JLoss of smell
[ODiarrhea [OHeadache [JShortness of breath
[JDry cough [OMyalgia [Jvomiting
4. Exposure History
Travel History Date of Domestic Travel
Domestic travel within the last 14 days? [JYes [INo (dd/imm/yyyy)

If yes, where? / /

Date of International Travel

International travel within the last 14 days? [JYes [INo (dd/imm/yyyy)

If yes, where? / /
Contact with Known Case Date of Exposure
Was there close contact with a known positive case within the past 14 days? [JYes [No (dd/mmlyyyy)
(Close contact is defined as contact for more than 15minutes and within less than 6feet) / /

5. Vital Status

Date of Death

CAlive [JDbeceased (dd/imm/yyyy)

/ /
Disposition Date of Hospitalization
Is/was the patient hospitalized? [JYes [JNo (dd/mml/yyyy)

/ /
If yes, where?
COVID-19 Vaccination Status Last COVID Vaccination Date
[OINot Vaccinated  [JPartially Vaccinated [JFully Vaccinated (dd/mmlyyyy)

/ /

6. Laboratory data

What type of test was performed? [] Real-time PCR [] Rapid-Antigen Test

Sample Collection Date Specimen Taken Date Received by Lab Result Date of Result
Method (dd/mmlyyyy) (dd/mm/yyyy) (dd/mm/yyyy)
[J Nasopharyngeal swab
[ Oropharyngeal swab / / / / / /
[ saliva

7. Comments

ADDITIONAL NOTES MAY BE WRITTEN OVERLEAF
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