Center Name
Urgent-Covid-19 Non-Results Form
Patient Name: ___________________________
DOB: _____________________
Scheduled Procedure: ________________________________________________
I, the undersigned, confirm the following:
1. I am aware that due to COVID-19, an Executive Directive 20-016 has been issued requiring ambulatory surgery centers to test each patient for COVID-19 within a six-day maximum before a scheduled procedure. If a test result is not received by day six, after collection, then the patient must be retested unless “harm” will come to a patient by waiting for results.
2. I have evaluated the above-referenced patient’s condition and need for this procedure in light of the above-mentioned considerations. I have determined that in my professional judgement the risk to the patient that would result from postponing or cancelling this procedure is such that the proposed procedure should proceed and is necessary to sustain life, preserve a bodily function, or prevent serious harm from the underlying condition despite COVID-19 test results not being received. COVID-19 test results will be reviewed when available.  Specific risk factors include: 
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
3. I have ascertained the facility will abide by all appropriate physical plant requirements in Executive Directive 20-016 including appropriate operating room air exchange and cleaning recommendations as per procedure-based CDC guidelines.
____________________________________________
__________________________
Physician Signature
Date
____________________________________________
Print Name
