[bookmark: _GoBack]Terrebonne General Medical Center
Employee COVID-19 Antibody Test Registration Form


TGMC Department __________________________		TGMC Employee # _________________


Name	____________________________________________	Date of Birth	____/____/_________
		Last		First		MI	

Address ______________________________________________________________________________
		Street					City			State		Zip

Phone # ___________________________	Last 4 Digits SSN #	___________________________	


INSURANCE INFORMATION
Indicate the applicable insurance coverage option and complete the required information.

_____ 1. I have health insurance coverage through TGMC Employee Benefits.

Employer ____________________________________	Insurance Co. __________________________________

Member ID __________________________________	Plan Code  ____________________________________

Policy Holder Name _______________________________________	Date of Birth ____/____/_________

Relationship to Policy Holder (check one)	_____ Self	_____ Other ____________________________


_____ 2. I have other health insurance coverage NOT through TGMC.

Employer ____________________________________	Insurance Co. __________________________________

Member ID __________________________________	Plan Code  ____________________________________

Policy Holder Name _______________________________________	Date of Birth ____/____/_________

Relationship to Policy Holder (check one)	_____ Self	_____ Other ____________________________


_____ 3. I do not have health insurance coverage.  Please note there will be a $25 charge to cover the cost of the test.



I certify that the information above is accurate to the best of my knowledge and understand that my insurance will be billed for the COVID-19 antibody test.  If I do not have health insurance, I understand that I am responsible to pay the $25 charge for the test that will be collected through the billing process.


________________________________________			_________________
Signature							Date
