
 

     

    

   

 

University of Arkansas Fort Smith
 

  

CLIENT  
      

    

    

 

 

 

 

 

 

 

 

 

 

 

ORDERING PHYSICIAN DR. AMANDA NOVACK 

Submitter Name 

Contact Person, email, phone 

Address, City, State, Zip 

 

 
 

 

 

 

  
 
 

 
 

 
 

 

   

 
   

   

  
 

  

  

  

  

  

  

  

   

    

   

 

   

  

INSURANCE  

PRIMARY INSURANCE COMPANY & PHONE NUMBER SECONDARY INSURANCE COMPANY & PHONE NUMBER 

PRIMARY INSURANCE  , STATE ZIP  SECONDARY INSURANCE ADDRESS** CITY, STATE, ZIP** 

POLICY NUMBER SUSCRIBER NAME AND DOB IF DIFFERENT FROM PT POLICY NUMBER SUSCRIBER NAME AND DOB IF DIFFERENT FROM PT 

 

    
 

 

  

 


	Check BoxSOB: Off
	Check BoxCOUGH: Off
	Check BoxVOMIT: Off
	Check BoxMCNO: Off
	MCYES: Off
	Check BoxSORETHROAT: Off
	HEADACHE: Off
	LOSSOFTASTE: Off
	TESTINGNO: Off
	MUSCLE: Off
	TESTINGYES: Off
	LOSSSMELL: Off
	FEVER: Off
	FIRSTNO: Off
	FIRSTYES: Off
	DIARRHEA: Off
	CHILLS: Off
	PREGYES: Off
	PREGNO: Off
	ABDPAIN: Off
	CONGREGATEN: Off
	CONGREGATEY: Off
	ICUNO: Off
	ICUYES: Off
	HOSPITALNO: Off
	HOSPITALYES: Off
	HCWNO: Off
	HCWYES: Off
	INSURANCE ADDRESS: 
	INSURANCE CITY: 
	INSURANCE STATE: 
	INSURANCE ZIP: 
	POLICY NUMBER: 
	Submitter Name: UAFS - UNIVERSITY OF ARKANSAS AT FORT SMITH
	Contact name/email/phone: Lee Krehbiel, LEE.KREHBIEL@UAFS.EDU, 479-788-730
	address, city, state, zip: 5210 Grand Ave., Ste. 258, Ft. Smith, AR  72904
	Last Name: 
	First Name: 
	Middle Initial: 
	Date of Birth: 
	SSN: 
	Street Address: 
	Sex: 
	Phone Number: 
	City: 
	State: 
	Zip Code: 
	Email Address: 
	RACE WHITE: Off
	RACE AMERICAN INDIAN/NATIVE ALASKAN: Off
	RACE BLACK OR AFRICAN AMERICAN: Off
	RACE  ASIAN: Off
	RACE NATIVE HAWAIIAN OR PACIFIC ISLANDER: Off
	RACE OTHER: Off
	RACE HISPANIC: Off
	RACE NONHISPANIC: Off
	RACE UNKNOWN: Off
	CONTACT YES: Off
	CONTACT NO: Off
	Date of Onset of Symptoms: 
	NONE/ASYMPTOMATIC: Off
	RESULTS OF PREVIOUS COVID-19 TEST: 
	Underlying Medical Conditions: 
	Donor Signature: 
	Date: 
	SECONDARY INSURANCE: 
	PRIMARY INSURANCE: 
	SECONDARY POLICY NUMBER: 
	SUBSCRIBER NAME: 
	DATE COLLECTED: 
	TIME COLLECTED: 
	AM: Off
	PM: Off
	NASAL SWAB: Off
	NP SWAB: Off
	SUSCRIBER NAME AND DOB IF DIFFERENT FROM PTRow1: 
	7027: 
	5486725
610: 
	191370ZLWKWKHUNDQVDVHSDUWPHQWRIHDOWK: 
	Blank: 
	CURRENT SYMPTOMS: 


