Los Angeles County Veterinary Public Health Program

SARS-CoV-2 Pet Testing Request Form

If your pet was exposed to a person with COVID-19 within the past 7 days (regardless of if your pet is sick),
your pet is eligible for free testing for SARS-CoV-2 (the virus that causes COVID-19).

What date was your pet first exposed to someone with COVID-19?

PET OWNER INFORMATION PET INFORMATION

First Name, Last Name: Pet Name:

Address (Street, City, Zip): Species Breed, if applicable
[IDog L[lCat
[]Other

Phone Email Sex Age (years, months)
[IMale (JFemale
[ISpayed/Neutered

Any symptoms in pet?[JYes [INo If yes, what date did the symptoms start?

Symptoms in pet, if any (check all that apply):

[ICoughing [IDiarrhea CIFever CLack of energy CIRunny nose/discharge
[]Eye Discharge [IShortness of Breath  [OSneezing CIVomiting

[]Other (please specify):

e A staff member will contact you to set up a date and time to bring a test kit to your home.
e We will hand you a testing swab from outside of your door and will wait while you gently swab the inside of

your pet’s mouth and throat.

e After collecting the swab, we will contact you via email or phone with the results within 5 business days.

Please email this form to vet@ph.lacounty.gov and/or call 213-288-7060 (M-F 8am-5pm) with any questions.

FOR VPH USE ONLY:

Date of sample collection
ID: GENSARSVPH

Time VPH Staff Member

SARS-CoV-2 Short Report Form

Updated: 9/27/2023 Los Angeles County Department of Public Health,
Veterinary Public Health Program

Phone: 213-288-7060 (M-F, 8-5)
Email: vet@ph.lacounty.gov
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