
PHPC Covid-19 Test Form
(All sections with * are mandatory fields and must be filled out)

*First Name ____________________________________________________________

*Last Name ____________________________________________________________

Middle Name ___________________________________________________________

*DOB _____/______/_______________         Age _____________________________

*Gender_________________________          Race ____________________________

Marital Status ____________________          SSN_______-________-_____________

*Email ________________________________________________________________

*Street ________________________________________________________________

*City _________________________________________________________________

*State ______________________ *Zip______________________________________

*Main Phone (_______)_________-_________________________

Cell Phone (_______)________-___________________________

Work Phone (_______)________-__________________________

Emergency Contact Name ________________________________________________

Emergency Contact Phone (_______)________-_______________________________



Insurance Information Section

*Insurance Company Name________________________________________________

*Phone Number ________________________________________________________

*Claims Address ________________________________________________________

*Policy Number (ID#) ____________________________________________________

*Group Number__________________________ *Group Name____________________


