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2019 NOVEL CORONAVIRUS
DISEASE (COVID-19)C455

COVID-19 NASAL / NASOPHARYNX REQUISITION FORM

ACCOUNT #38072
TOWN OF FAIRHAVEN
146 WASHINGTON STREET
FAIRHAVEN, MA 02719
PH: 508.994.1428
FAX: 508.994.1515

ORDERING PROVIDER: M. BIVENS
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