
Consent, HIPAA Authorization, Release, and Assignment of Benefits Form

I, _______________, or I on behalf of ______________, my child or an individual to whom I provide
guardianship, consent to any and all of the following services provided by Rapid Reliable Testing NY,
LLC ("RRT"), and if applicable MD1 Medical Care, PC. ("MD1"), Ambulnz, Inc., and if applicable,
relevant specimen processing laboratories (together with MD 1, the "Providers") in cooperation with
Testing Partner (event location, employer, agency and/or services sponsor as applicable).

COVID-19 Testing Authorization (if applicable)
I, or I, on behalf of my child or an individual to whom I provide guardianship, authorize a
nasopharyngeal swab, nasal swab, saliva collection, or blood collection as applicable for a
COVID-19 Test (collectively, "Specimen Collection"). I authorize RRT and the Providers to release
the results of such test to me and Testing Partner. I understand that neither I nor my child/charge, as
applicable, are creating a patient relationship with RRT or the Providers by participating in testing.
Testing does not replace treatment by a medical provider. I assume complete and full responsibility
to take appropriate action with regard to such test results. I agree I will seek medical advice, care
and treatment from a medical provider if I or my child/charge receive a positive test result, are feeling
sick, or have any health-related questions or concerns. I understand that testing Specimen
Collection processing and results reporting may vary. I understand that Specimen Collection via
nasal and/or nasopharyngeal may cause bleeding from the nose, I understand that the following
conditions put me or my child/charge, as applicable, at a heightened risk for a nosebleed: Any
history in the past year of nasal surgery, any use of blood thinners, except aspirin, any nasal trauma
within the last month, any known bleeding disorders, any intranasal use of cocaine or other illicit
drugs. Negative results do not rule out SARS-Cov-2 or COVID-19 infection, particularly in those that
have been in contact with the COVID-19 virus. Follow-up testing with a molecular diagnostic should
be considered to rule out infection in these individuals. Positive results may be due to past or
present infection with non-SARS-Cov-2 coronavirus strains, such as coronavirus HKU1, NL63,
OC43, or 229E. I understand that, as with any medical test, there is the potential for false positive or
false negative test results.

COVID-19 Vaccination (if applicable)
I, or I on behalf of my child or an individual to whom I provide guardianship, understand that
COVID-19 can have serious, life-threatening complications (https://www.cdc.gov/coronavirus/2019-
ncov/symptoms-testing/symptoms.html), and there is no way to know how COVID-19 will affect me
or my child/charge. I further understand that a COVID-19 vaccine may help keep me from becoming
seriously ill, even if I do become infected with COVID-19. I have reviewed my specific vaccine EUA
Fact Sheet or have had its contents including the benefits, the usual and most frequent risks of
receiving this vaccine, and alternatives explained to me, based upon currently available information.
Depending upon the COVID-19 vaccine that I receive, I may require one or two injections. I have
had an opportunity to ask questions which have been answered to my satisfaction. I agree to remain
at the vaccination location for at least 15 minutes after the vaccine is administered in the event of
adverse reaction. I understand that: This vaccine is authorized for use under Emergency Use
Authorization (EUA) issued by the U.S. Food and Drug Administration (FDA). Under an EUA, the
FDA may allow the use of unapproved medical products, or unapproved uses of approved medical
products, in an emergency to diagnose, treat, or prevent serious or life-threatening diseases or
conditions when certain statutory criteria have been met, including that there are no adequate,
approved, and available alternatives. It is unclear how long any potential benefits of the vaccine may
last. Additional research is needed to answer this question. Receiving this vaccine does not
eliminate the need for masking, social distancing, and hand hygiene. I may still become ill with
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COVID-19 and may be able to transmit the virus to other individuals. This vaccine has not been
studied on individuals who are pregnant or breastfeeding and it is recommended that I discuss
vaccination with my provider prior to receiving the vaccine. I understand and acknowledge that the
record of this vaccine administration to me will be reported to the city, state and/or federal regulatory
bodies in compliance with reporting for inventory management and use of National Stockpile vaccine
supply. I agree and authorize my COVID-19 vaccine record to be shared with my primary care
physician and Testing Partner and included in my health record(s) for continuity of care purposes. I
further agree and authorize my COVID-19 vaccine record to be uploaded and or/shared for quality of
care, healthcare operations, patient safety, and other research purposes.

Mobile Medical Services (if applicable)
I, or I on behalf of my child or an individual to whom I provide guardianship, voluntarily present to the
Providers and consent to treatment of the physician or other healthcare provider on duty and
whomever they may designate as their assistant, associate, treating physician and patient care staff
to provide my or my child’s or charge’s care, as applicable. Such care may include, but is not limited
to, diagnostic procedures including swabs and blood draws, wellness examinations, wound care,
and the administration of medications considered advisable in my diagnosis, treatment, and course
of care. I acknowledge that no guarantee can be made or has been made as to the results of
treatments or examinations and I understand that all medical treatments contain inherent risks.

Assignment of Benefits/Fees (if applicable)
If covered by insurance, I authorize the collection of my insurance information, and the processing of
any claims and related payments on my behalf.

HIPAA Authorization
The specific information that may be disclosed under this Authorization includes my or my child’s or
charge’s, as applicable, name, contact information and any results of COVID-19 tests performed or
information for vaccines provided, or blood or other medical tests performed, and associated medical
records. If I revoke this Authorization, Providers and Testing Partners may continue to use and
disclose my information for all purposes permitted by federal and state law. I understand that once
health information has been disclosed to the authorized recipient, the information potentially may be
re-disclosed to others who, for the purposes of contact tracing, may not be required to abide by this
Authorization or who are not subject to the same federal or state laws governing the use and
disclosure of my health information. I consent to be contacted by phone, text, email, or mail for
reasons related to my care, services provided, and for Marketing of other services. I understand that
I can opt out from those communications. I acknowledge receipt of the HIPAA Notice of Privacy
Practices at www.docgo.com

Release
I, or I, on behalf of my child or an individual to whom I provide guardianship, recognize that there are
certain inherent risks associated with Specimen Collection, vaccination or other medical services
that I may receive from Providers. I hereby consent for myself, my heirs, executors, administrators,
assigns, or personal representatives, and knowingly and voluntarily agree to the Specimen
Collection, vaccination and/or other services provided by the Providers and/or RRT, and hereby
waive any and all rights, claims, or causes of action of any kind whatsoever arising out of my or my
child’s/charge’s participation in this activity, and do hereby release and forever discharge RRT, the
Providers and Testing Partner and their employees, agents, representatives, successors and
assigns, for any and all physical, emotional or economic loss that I or my child or charge may suffer
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as a direct result of such participation. I agree to indemnify and hold harmless RRT, the Providers
and Testing Partners, and their employees, agents, representatives, successors and assigns,
against any and all claims, suits, or actions of any kind whatsoever for liability, damages,
compensation, or otherwise brought by me, or my child/charge, as applicable, or anyone on my or
their behalf, including reasonable attorney's fees and any related costs, if litigation arises pursuant to
any claims made by me or by anyone else acting on my or my child’s/charge’s, as applicable, behalf.

Understanding
I, or I, on behalf of my child or an individual to whom I provide guardianship, have read and
understand the terms of this Consent, Authorization and Release and I have had an opportunity to
ask questions. By my signature, I authorize RRT, the Providers and Testing Partners to use or
disclose my health information in the manner described above. I acknowledge that if I decline to sign
this document, I will not be eligible to receive the services referenced above. I hereby acknowledge
by my signature that I am authorized as a guardian, parent or legal authorized representative of the
child or charge named above.

__________________________________________
Patient Signature & Date

Additional Notes/Instructions:
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________

I understand the above:

__________________________________________
Patient Signature & Date
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