
Exhibit B-1 Student Authorization and Waiver

I, ________________________________________ (“Student”), am a student of Oakland 
University (“OU”). As part of OU’s ongoing efforts to ensure the safety of its students, OU will 
provide RT-PCR Testing for COVID-19 virus at no cost to me. By signing this authorization and 
waiver form, I acknowledge that:  

1. I have carefully read and understand the information in this form. I understand and agree 
that for RT-PCR Testing detection of the COVID-19 virus will be collected from me by 
Beaumont Health personnel using a sterile, cotton-tipped nasopharyngeal swab 
(“Swab”) inserted horizontally through my nostril to the back of my nose and rotated 
several times to ensure enough material is collected. The Swab will be placed in a viral 
transport medium, capped and sent to a laboratory for further processing and testing. As 
a result of this testing, my eyes may water slightly, and my nose may feel slightly irritated 
briefly after collection. Test results reported will indicate positive, negative or in a small 
number of instances invalid.

2. The purpose and procedures of the RT-PCR Testing have been fully explained to me. I 
was able to ask questions and all of my questions were answered to my satisfaction. I 
also understand that I may be required to sign additional documents related to this 
testing.
 

3. I have been informed that participating in RT-PCR Testing does not guarantee that my 
COVID-19 infection, or freedom from infection, will be correctly identified. To the extent 
that my RT-PCR Testing is positive, I understand and agree that I should seek care and 
treatment from my primary care physician. I release Beaumont Health, OU, their agents, 
employees, successors and assigns from any and all claims, demands, damages, 
actions, causes of action or suits of any kind or nature, whatsoever, and all injuries and 
damages of any and every kind, to both person and property resulting from, or in any 
way relating to my participation in RT-PCR Testing, including, but not limited to, 
damages arising from a failure of RT-PCR Testing to correctly identify my exposure to 
COVID-19.

4. I am aware that I will receive copies of my RT-PCR Testing as part of my medical record 
but understand and agree that such test results are protected health information under 
the Health Insurance Portability and Accountability Act otherwise known as HIPAA. By 
signing the Beaumont Authorization for Release of Health Information, I am further 
aware that OU will receive copies of my RT-PCR Testing results as permitted by HIPAA 
and I am also aware that OU will inform me of positive RT-PCR testing results only. 

5. In the interest of the health of my fellow student and others with whom I may have had 
contact, I authorize OU to disclose to that I have tested positive for COVID-19 virus or 
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that I have been exposed to the virus to fellow students, faculty or others I have 
encountered on-site or as recommended by the CDC or local health department. OU 
advised me that I am not required to do so and that there would be no adverse 
consequences to me if I chose not to do so. Further OU did not seek to coerce or 
pressure me to permit the disclosure. 

Signing this authorization form is voluntary

_______________________________________________
Signature

_______________________________________________
Printed Name

_______________________________________________
Date

If the Student is a minor:

_______________________________________________
Signature

_______________________________________________
Printed Name

_______________________________________________
Relation to Student

_______________________________________________
Date
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