
 
 

DiagnosTEX Consultants, LLC 

& Concierge Urgent  Care  

      

COVID-19 CONSENT TO TEST AND RELEASE RESULTS TO EMPLOYER 

Name: ________________________________________________   DOB:_________________ Sex: ____________ 

Address:______________________________________________   City:_____________  ST:______ Zip:_________ 

Employer:_____________________________________________    Employer Contact:_______________________ 

Test Date:______________    Testing Location:_______________________________________________________ 

1. I authorize DiagnosTEX Consultants, LLC to conduct collection and testing for COVID-19 through a 

nasopharyngeal swab [or other method], as ordered by an authorized medical provider, public health 

official, or Employer.   

2. I authorize my test results to be disclosed to my Employer and to any applicable county, state, or other 

governmental entity as may be required by law, and understand that such disclosure will also be made 

consistent with applicable laws.    

3. I acknowledge that a positive test result is an indication that I must abide by my Employer’s isolation and 

quarantine policies and all applicable federal, state and/or local guidance on isolation and quarantine to 

avoid infecting others. 

4. I understand that by signing this document and agreeing to undergo COVID-19 testing that I am not creating 

a patient relationship with DiagnosTEX Consultants, LLC.  I understand that DiagnosTEX Consultants, LLC is 

not acting as my medical provider.  Testing does not replace treatment by my medical provider.  I assume 

complete and full responsibility to take appropriate action with regards to my test results.  I agree I will seek 

medical advice, care and treatment from my medical provider if I have questions or concerns, or if my 

condition worsens. 

5. I understand that, as with any medical test, there is the potential for false positive or false negative result 

and I may have to undergo additional testing at the discretion of my primary care provider.  

6. I understand that my results will be available to me through the portal within 24-48 hours after my sample 

has been taken and my Employer will also receive my results within 24 -48 hours of the test sample being 

collected.  

ACCEPTANCE 

I, the undersigned, have been informed about the test purpose, procedures, possible benefits and risks, and I have 

received a copy of this informed consent.  I have been given the opportunity to ask questions before I sign, and I 

have been told that I can ask other questions at any time.  I voluntarily agree to test for COVID-19.   

Signature: ___________________________________________ Date: ______________ 

E-Mail:__________________________________________________________________ 

500 Grapevine Hwy, Suite 106 
Hurst, TX 76054 
Phone: 817-514-6271   
Fax: 817-514-6278 
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