‘EAST SIDE CLINICAL
LABORATORY
A S lc Healthcare Company

onic

FAX ORDER FORM - COVID-19 TESTING

FAX ORDER TO : (401) 208-0411

7/8/2020

Order Date:

Patient Name: Date of Birth:

Gender: F M

Address:

City: State: Zipcode: Phone

Number: Email Address:

Ordering Physician: Dr' Alexandra SCOtt NPI:

Phone # Office: Mobile:

FAX#: Email:

COVID-19:

Client Bill to RI Dept. of Health

Testing Date Requested

10 Risho Avenue, East Providence, RI 02914 phone 401.455.8400 fax 401.455.8444 website eastsidelab.com
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