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Long Term Care Facility COVID-19 Reporting Form

Ordering Facility Name:
Sender CLIA Number:

Ordering Facility Address:

Street:
City:
State:
Zip code:
Phone Number:
Contact:

Test Result Date:

Patient Information:

First Name:
Last Name:
Date of Birth:

Sex: Select
Patient Address:

Street:

City:

State:

Zip code:

County:

Phone Number:
Specimen Collection Date:
Specimen Source:

Test Result Description:
Device Identifier:
Result: Select

Result Notes:

EPIDEMIOLOGY AND RESPONSE
1190 St. Francis Drive, N1320 e Santa Fe, New Mexico ¢ 87502-6110
(505) 827-0006 @ FAX: (505) 827-2110 e www.nmhealth.org
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