
Authorization and Consent for COVID-19 Testing & 

Release of Records 

 

To be completed by employees seeking COVID-19 testing at Vienna High School District  

Vienna High School District (“the District”) partnered with various testing partners (“Testing 

Partner”) to test School District students, teachers, and staff members for COVID-19 infection.  

If you consent, your child will receive a free diagnostic antigen and/or PCR test for the COVID-

19 virus conducted by taking an anterior nasal swab and/or saliva. This form provides individual 

consent and authorization for the test to be conducted. 

 

If you are tested at school, you will be notified of the results. If you receive a positive result, you 

will be sent home and will be required to follow the normal process of obtaining documentation 

to return to work. The potential benefits of testing include rapid confirmation of suspected COVID-

19, helping your healthcare provider to make a timely informed decision about your plan of care, 

and helping to limit the spread of COVID-19.  

By signing below, I attest that: 

I freely and voluntarily consent and authorize Vienna High School District (“the District”) and 

their Authorized Testing Partners to conduct collection, testing, and analysis for the purposes of a 

COVID-19 diagnostic test. I hereby authorize and give my express consent to the District to be 

tested for COVID-19. 

I understand the potential risks include the possibility of incorrect test results because of related 

false positives and false negatives.  I understand that the District is not acting as my medical 

provider and that this testing does not replace treatment by my medical provider. I assume 

complete and full responsibility to take appropriate action regarding 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.  

I acknowledge that the results of a Diagnostic Test may not be sufficient to detect or rule out the 

possibility that I have been exposed to or infected with COVID-19 and that there is a potential for 

a false positive or false negative test result. Tests do not replace treatment by my medical provider 

and I assume complete and full responsibility to take action with regard to my test results. 

I consent to be tested for COVID-19 infection. I understand that I may be tested multiple times 

while the program is available.  

Disclosure to Government Authorities: I acknowledge that my COVID-19 test results and 

associated information may be shared with appropriate county, state, or other governmental and 

regulatory entities as may be permitted by law, including the Illinois Department of Public Health 



and the local public health department. I permit the District to release my test results and associated 

information with the persons or entities required to control, prevent, or mitigate the spread of 

COVID-19.  

Release: To the fullest extent permitted by law, I hereby release, discharge, and hold harmless, the 

District, including, without limitation, any of its respective officers, directors, employees, 

representatives and agents from any and all claims, liability, and damages, of whatever kind or 

nature, arising out of or in connection with any act or omission relating to my COVID-19 

diagnostic test or the disclosure of my COVID-19 test results.  

I understand and acknowledge that the District may be protected from liability by the Public 

Readiness and Emergency Preparedness Act (42 U.S.C. § 247d et seq.) and/or the Local 

Governmental and Governmental Employees Tort Immunity Act (745 ILCS 10/1-101, et seq.) for 

any state or federal claims or lawsuits for injury including, but not limited to, personal injury, 

death, disease or property losses, damages and/or any other losses, including, but not limited to, 

claims of negligence related to the District’s administration of the Diagnostic Test. 

I am fully aware that the Diagnostic Test being provided by the District may involve COVID-19 

tests that have not undergone a full FDA approval process and instead have obtained emergency 

use authorization (EUA) or are registered and pending such processing and that the results could 

produce false positives or false negatives, or be administered in a way that otherwise produces 

inaccurate results.  

I acknowledge and agree that I have read, understand, and agreed to the statements contained 

within this form. I have been informed about the purpose of the COVID-19 Diagnostic and 

potential risks and benefits. I have been provided an opportunity to ask questions before 

proceeding with the COVID-19 Diagnostic Test and I understand that if I do not wish to continue 

with the collection, testing, or analysis of the COVID-19 Diagnostic Test, I may decline to receive 

the test, but may be required to undergo an alternate COVID-19 diagnostic test. I have read the 

contents of this form in its entirety and voluntarily provide consent to undergo the Diagnostic Test 

for COVID-19. 

I understand that this consent form will be valid through the 2021-2022 school year, unless I notify 

the designated contact person at the District in writing that I revoke my consent.  

This authorization is valid until revoked in writing or is no longer necessary under the law.  

Employee Name: _______________________________________________________________ 

Employee Signature: __________________________________________________ 

Date: ______________________ 


