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SPECIAL ORDER 2021.62 

Departmental COVID-19 Testing 

BUREAU OF OCCUPATIONAL SAFETY AND HEALTH 
Issue Date:   September 03, 2021 

Expiration Date: June 31, 2022  

Applicability:  All Personnel

OVERVIEW 1 

In response to the COVID-19 pandemic, the Howard County Department of Fire and Rescue Services 2 

(Department) has established a means to offer in-house testing to our career, operational volunteers, and 3 

civilian personnel.  This in-house system will provide an option in certain instances for a timely testing 4 

process and potentially quicker test results, which will benefit our workforce by allowing more timely 5 

information and reduced quarantine requirements both at work and potentially at home.   6 

 7 

Through the collaborative efforts of the Department, the Office of the Medical Director (OMD), and the 8 

Maryland Institute for Emergency Medical Services Systems (MIEMSS), test kits and an in-house testing 9 

model procedure has been made available. 10 

 11 

The bureaus of Occupational Safety and Health (BOSH) and Emergency Services (ESB) shall utilize existing 12 

capacities for Occupational Health and Mobile Integrated Community Health (MICH) to offer COVID-19 13 

testing in certain circumstances to Department personnel meeting appropriate criteria.  Specific criteria 14 

may evolve and be subject to changing constraints, such as availability of test kits and access to 15 

laboratory services. 16 

DEFINITIONS 17 

➢ Authorized COVID-19 Tester:  A Paramedic from BOSH or MICH who has completed the 18 

Department’s training program and who has authorization from the Department to perform the 19 

procedure to obtain the nasal swab sample required for COVID-19 RNA PCR testing. 20 

 21 

➢ COVID-19:  The disease caused when infected by the SARS-CoV-2 virus (the 2019 coronavirus). 22 

 23 

➢ COVID-19 Rapid Antigen Test Kit:  The available kit that tests for COVID-19 infection through 24 

detection of a specific antigen. 25 

 26 

➢ COVID-19 RNA PCR Test Kit:  The available nasal swab test kit for detecting COVID-19 infection 27 

through detection of viral RNA. 28 

 29 
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 30 

➢ Department Emergency Services Provider Medical File:  A confidential file, maintained by the 31 

Department’s Bureau of Occupational Safety and Health, that contains protected health 32 

information for Departmental emergency service providers, consistent with OSHA 33 

1910.1020(d)(1)(i) "Employee medical records.”  The medical record for each individual shall be 34 

preserved and maintained for at least the duration of employment plus thirty (30) years. 35 

TOPIC DETAILS 36 

ELIGIBILITY: 37 

• At the discretion of the Department, testing may be available for career, operational volunteers, 38 

and civilian personnel. 39 

 40 

INDICATIONS FOR TESTING (IN ORDER OF PRIORITY): 41 

• Stable with multiple or highly-specific symptoms. 42 

• Stable with mild, vague, or non-specific symptoms. 43 

• Asymptomatic with suspected infection (asymptomatic disease). 44 

• Asymptomatic without suspected infection (for preventative purposes)*. 45 

 46 

Priority for testing may be increased in cases where other potential exposures have occurred in the 47 

workplace.   48 

 49 

Not all personnel may be offered testing, based on conditional and logistical factors at the time of 50 

consideration.   51 

 52 

INDICATIONS FOR TESTING (DETAILS): 53 

• Stable with multiple or highly-specific symptoms. 54 

o Stable personnel with multiple known COVID-19 symptoms, or with symptom(s) highly-55 

specific for COVID-19 who are evaluated by BOSH and determined to be potentially 56 

infected. 57 

 58 

• Stable with mild, vague, or non-specific symptoms. 59 

o Stable personnel with a mild, vague, or non-specific but known COVID-19 symptom(s) who 60 

are evaluated by BOSH and determined to be potentially infected. 61 

 62 

• Asymptomatic with suspected infection (asymptomatic disease). 63 

o Stable personnel without identifiable COVID-19 symptoms who are evaluated by BOSH and 64 

for which there is concern that they might be an asymptomatic carrier.  65 

 66 

• Asymptomatic without suspected infection. 67 

o Asymptomatic personnel without suspected infection will not routinely be tested unless 68 

their COVID-19 infection status significantly impacts the quarantine of others. 69 
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o This may be implemented to assess a baseline in efforts to prevent or reduce the impact of 70 

quarantines and potential future exposures. 71 

o Baseline measurement may only be possible given unlimited access to test kits. 72 

 73 

CASE EVALUATION AND DETERMINATION TO TEST: 74 

• Case evaluations shall be conducted by BOSH or designee.  This may involve a review of an 75 

individual’s circumstances, symptoms and current health status, medical history, a contact tracing 76 

and evaluation of potential work-related and non-work-related exposures, and other relevant 77 

factors. 78 

• Each case evaluation shall be documented in a COVID-19 Case Evaluation File for the individual 79 

being evaluated for testing.  This file shall be included as part of the Department Emergency 80 

Services Provider Medical File. 81 

• COVID-19 exposures discovered by the case review process shall be recorded in the BOSH COVID-82 

19 exposure database. 83 

• Only stable individuals shall be eligible for in-house Departmental testing.  Individuals determined 84 

to be unstable shall be offered/recommended transport to the ED for treatment.  The Field Safety 85 

Officer (Safety 1) or BOSH designee shall follow up with employee. 86 

• Personnel may be offered testing or may request Departmental testing. 87 

• On-duty personnel experiencing COVID symptoms shall make immediate notification to BOSH. 88 

• Case evaluations shall be treated as confidential, and only shared for purposes of case 89 

management.  All documentation and communications containing protected health information 90 

shall be made using HIPPA-compliant systems. 91 

• Determination to initiate testing shall be made in consultation with the Department Medical 92 

Director (or designee).  Other key Departmental leadership personnel may be consulted as 93 

appropriate and as required.   94 

 95 

COVID-19 RNA PCR TEST SPECIMEN COLLECTION AND TESTING PROCEDURE: 96 

• BOSH shall coordinate the specimen collection and testing process. 97 

o Assign an authorized COVID-19 Tester to the case. 98 

o Assign an Assistant COVID-19 Tester to the case, when available. 99 

o Initiate and collect the necessary information to initiate the COVID-19 Specimen Collection 100 

and Testing Form (Attachment A).  101 

o Schedule the specimen collection appointment at an appropriate location. 102 

o Ensure appropriate Personal Protective Equipment (PPE), supplies, and COVID-19 RNA PCR 103 

test kit are available to the Paramedic tester. 104 

 105 

• Specimen collection  106 

o The remaining portions of the COVID-19 Specimen Collection and Testing Form shall be 107 

completed by the assigned COVID-19 Tester.   108 

o The COVID-19 Tester shall meet the individual being tested at the designated location. 109 

o Ideally, the individual being tested should be seated inside their personal vehicle, with the 110 

tester remaining outside the vehicle, and the specimen obtained through the window. 111 
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o  The COVID-19 Tester shall wear Department-approved high risk Person Under 112 

Investigation (PUI) PPE during the collection process, consisting of gloves, gown, eye 113 

protection, and N95 respirator at a minimum. 114 

o When assigned, the Assistant COVID-19 Tester shall: 115 

▪ Take proactive steps to ensure the PPE of the Tester is properly donned and in 116 

place. 117 

▪ Facilitate the specimen collection process and provide other logistical support as 118 

required. 119 

▪ Facilitate the PPE doffing process for the Tester. 120 

 121 

o After collection, the test specimen shall be maintained per the test kit instructions. 122 

o The COVID-19 Tester shall notify BOSH that the specimen has been collected and facilitate 123 

transportation of specimen to specified lab. 124 

o The COVID-19 Tester shall transfer chain of custody of the specimen to the designated 125 

courier.  This chain of custody shall be documented on the COVID-19 Specimen Collection 126 

and Testing Form. 127 

o The COVID-19 Tester shall complete all appropriate portions of the patient care report in 128 

the Departmental Elite system.   129 

 130 

TEST RESULTS: 131 

• The test results shall be sent to the Departmental Medical Director, Dr. Matthew J. Levy, as the 132 

provider of record. 133 

• Test results shall be communicated to the BOSH COVID-19 Testing project manager using HIPAA-134 

compliant communication.  135 

• BOSH shall notify the individual of the test results using HIPAA-compliant communication. 136 

• In accordance with current Centers for Disease Control and Prevention (CDC) recommendations, 137 

BOSH shall assess the individual’s circumstances and communicate appropriate procedures based 138 

on test results, which may include isolation or quarantine. 139 

• If not accomplished by the lab that processes a test specimen, positive test results shall also be 140 

communicated via secure email to the Howard County Health Department.  In the event that an 141 

Department employee who tests positive is not a Howard County Resident, the Howard County 142 

Health Department will communicate the positive test results to the appropriate local health 143 

department. 144 

• A positive test result shall initiate a contract tracing to be performed by BOSH or the appropriate 145 

health department. 146 

o Contract tracing shall be thoroughly documented in the COVID-19 Case Evaluation File. 147 

o CDC recommendations shall be followed regarding contact tracing time frame and other 148 

parameters. 149 

o Detailed follow up instructions shall be provided to the patient. 150 

o In some cases, exposures that are discovered may be reported to the Howard County 151 

Health Department. 152 

 153 
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REQUIREMENTS FOR PARAMEDIC COVID-19 TESTERS: 154 

• COVID-19 Testers must be state licensed and Departmentally-authorized paramedics. 155 

• COVID-19 Testers will typically be assigned to staff positions in BOSH or ESB, or be part of the 156 

MICH team. 157 

• COVID-19 Testers shall be required to complete a Departmentally-approved training course for 158 

the collection of nasal swab samples for COVID-19 RNA PCR testing. 159 

• The Departmental Medical Director shall document approval of the training course curriculum. 160 

• The curriculum shall be on file with the Bureau of Education & Training (E&T). 161 

• Attendance at training sessions shall be documented and submitted to E&T. 162 

• Once training is completed, the Medical Director shall recommend authorization to the Fire Chief. 163 

• The Fire Chief shall communicate authorization in writing to BOSH, E&T, and ESB as appropriate.  164 

Authorization letters shall be kept on file in BOSH and in the individual’s E&T Training File. 165 

FORMS/ATTACHMENTS/REFERENCES 166 

o Attachment A:  COVID-19 Testing Consent Form. 167 

o Attachment B:  Department of Notice of Privacy Practices.  168 

o Attachment C:  COVID-19 Specimen Collection and Testing Form. 169 

 170 

 171 

 172 

 173 

 174 

 175 

Approved: 176 

 177 

 178 

 179 

 180 

Robert Smeltzer, Acting Fire EMS Chief 181 

Office of the Fire Chief 182 

 183 

   184 

Author: 185 

 186 

 187 

 188 

 189 

Dale Becker, Assistant Chief 190 

Bureau of Occupational Safety and Health191 
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INFORMED CONSENT FOR COVID-19 DIAGNOSTIC TESTING  
 
 
 
 
 
1. Authorization and Consent for Covid-19 Diagnostic Testing:  
I voluntarily consent and authorize the Howard County Department of Fire and Rescue Services (Department) 
to conduct collection, testing, and analysis for the purposes of a COVID-19 diagnostic test.  I acknowledge and 
understand that my COVID-19 diagnostic test will require the collection of an appropriate sample by a trained 
technician using a nasopharyngeal swab, oral swab, or other recommended collection procedures.  I 
understand that there are risks and benefits associated with undergoing a diagnostic test for COVID-19 and 
there may be a potential for false positive or false negative test results.  I assume complete and full 
responsibility to take appropriate action with regards to my test results.  Should I have question or concerns 
regarding my results, or a worsening of my condition, I shall promptly seek advice and treatment from an 
appropriate medical provider. 
 
2. Patient Rights and Privacy Practices  

a) Notice of Privacy Practices and Patient Rights: The Department’s Notice of Privacy Practices describes 
how it may use and disclose your protected health information to carry out treatment, conduct health 
care operations, and for other purposes that are permitted or required by law.  I acknowledge that the 
Department has provided me a copy of my Rights as a Patient and of the Department’s Notice of 
Privacy Practices. 
 

b) Disclosures: I acknowledge and agree that Department will disclose my test results and associated 
information to its Occupational Health program, and may also, as appropriate, disclose these results to 
other governmental and regulatory entities as required or permitted by law.  

 
3. Release  
I hereby release, discharge and hold harmless, HCDFRS including, without limitation, any of its respective 
officers, directors, employees, representatives and agents from any and all claims, liability, and damages, of 
whatever kind or nature, arising out of or in connection with any act or omission relating to my COVID-19 
diagnostic test or the disclosure of my COVID-19 test results.  By selecting the ACKNOWLEDGEMENT during the 
registration process for COVID-19 Diagnostic Testing at HCDFRS, I acknowledge and agree that I have read, 
understand, and agreed to the statements contained within this form.  I have been informed about the 
purpose of the COVID-19 diagnostic test, procedures to be performed, potential risks and benefits, and 
associated costs.  I have been provided an opportunity to ask questions before proceeding with a COVID-19 
diagnostic test and I understand that if I do not wish to continue with the collection, testing, or analysis of a 
COVID-19 diagnostic test, I may decline to receive continued services.  I have read the contents of this form in 
its entirety and voluntarily consent to undergo diagnostic testing for COVID-19.  
 
 
__________________________________________________  ________________________ 
         Patient Name (Printed)         Employee/Member EID 
 
 
__________________________________________________  ________________________ 
   Patient Signature            Date 
 
 
__________________________________________________  ________________________ 
        Witness                   Date 

 



    
 
 
 

Notice of Privacy Practices 
 

THIS NOTICE DESCRIBES HOW MEDICAL 
INFORMATION ABOUT YOU MAY BE 

USED AND DISCLOSED AND HOW YOU 
CAN GET ACCESS TO THIS 

INFORMATION.  PLEASE REVIEW IT 
CAREFULLY. 

 
We are required by the Health Insurance Portability 
and Accountability Act (“HIPAA”) to maintain the 

privacy of your protected health information 
(“PHI”) and to provide you this notice outlining our 

legal duties. 
 

Uses and Disclosures of Your PHI We Can 
Make Without Your Authorization 

 
We may use or disclose your PHI without your 

authorization, for the following purposes: 
 

We participate in the CRISP health information 
exchange (HIE) to share your medical records with 
your other health care providers and for other 
limited reasons. You have rights to limit how your 
medical information is shared. We encourage you to 
read our Notice of Privacy Practices and find more 
information about CRISP medical record sharing 
policies at www.crisphealth.org. 
 
Treatment: 
This includes such things as verbal and written 
information that we obtain about you and use 
pertaining to your medical condition and treatment 
provided to you by us and other medical personnel 
(including doctors and nurses who give orders to 
allow us to provide treatment to you).  It also 
includes transfer of PHI via radio or telephone to 
the hospital or dispatch center as well as providing 

the hospital with a copy of the written records we 
create in the course of providing you with treatment 
and transport.  
 
Payment:  
This includes any activities we must undertake in 
order to get reimbursed for the services that we 
provide to your, including such things as organizing 
your PHI, submitting bills to insurance companies 
(either directly or through a third party billing 
company), managing billed claims for services 
rendered, performing medical necessity 
determinations and reviews, performing utilization 
reviews and collecting outstanding accounts. 
 
Healthcare Operations: 
This includes quality assurance activities, licensing 
and training programs to ensure that our personnel 
meet our standards of care and follow established 
policies and procedures, obtaining legal and financial 
services, conducting business planning, processing 
grievances and complaints, creating reports that do 
not individually identify your for data collection 
purposes. 
 

Other Uses and Disclosures of Your PHI We 
Can Make Without Authorization 

 
We are also permitted to use or disclose your PHI 
without your written authorization in situations 
including: 

 For treatment activities of another 
healthcare provider;  

 To another healthcare provider or entity for 
the payment activities of the provider or 
entity that receives the information (such as 
your hospital or insurance company) 

 To another healthcare provider (such as the 
hospital to which you are transported) for 
the healthcare operations activities of the 
entity that receives the information as long 
as the entity receiving the information has 
or had had a relationship with you and the 
PHI pertains to that relationship; 

 For healthcare fraud and abuse detection or 
activities related to compliance with the law; 

 To a family member, other relative, or close 
personal friend or other individual involved 
in your administered by our ambulance 
crew; 

 To a public health authority in certain 
situations (such as reporting a birth, death 
or disease, as required by law), as part of a 
public health investigation, to report child 
or adult abuse, neglect or domestic 
violence, to report adverse events such as 
product defects, or to notify a person about 
exposure to a possible communicable 
disease, as required by law; 

 For health oversight activities including 
audits or government investigations, 
inspections, disciplinary proceedings, and 
other administrative or judicial actions 
undertaken by the government (or their 
contractors) by law to oversee the 
healthcare system; 

 For judicial and administrative proceedings, 
as required by a court or administrative 
order, or in some cases in response to a 
subpoena or other legal process; 

 For law enforcement activities in limited 
situations, such as when there is a warrant 
for the request, or when the information is 
needed to locate a suspect or stop a crime; 

 For military, national defense and security 
and other special government functions; 

 To avert a serious threat to the health and 
safety of a person or the public at large; 

 For workers’ compensation purposes and in 
compliance with workers’ compensation 
laws; 

 To coroners, medical examiners, and 
funeral directors for identifying a deceased 
person, determining cause of death, or 
carrying on their duties as authorized by 
law; 

 If you are an organ donor, we may release 
health information to organizations that 

http://www.crisphealth.org/
http://www.crisphealth.org/


handle organ procurement or organ, eye or 
tissue transplantation, or to an organ 
donation bank, as necessary to facilitate 
organ donation transplantation. 

 
Uses and Disclosures of Your PHI That 

Require Your Written Consent 
 

Any other use or disclosure of PHI, other than 
those listed above, will only be made with your 
written authorization.  Specifically, we must 
obtain your written authorization before using 
or disclosing your: (a) psychotherapy notes, 
other than for the purpose of carryout our own 
treatment, payment or healthcare operations 
purposes, (b) PHI for marketing when we 
receive payment to make a marketing 
communication; or (c) PHI when engaging in a 
sale of your PHI.  You may revoke your 
authorization at any time, in writing, except 
to the extent that we have already used or 
disclosed medic al information in reliance 
on that authorization.  
 

Your Rights Regarding Your PHI 
 

As a patient, you have a number of rights with 
respect to your PHI, including: 
 
Right to access, copy or inspect your PHI 
You have the right to inspect and obtain an 
electronic or paper copy of most of the PHI 
that we collect and maintain about you.   
Requests for access to your PHI should be 
made in writing to the HIPAA Compliance 
Officer, and/or by completing an access request 
form. 
 

Right to request an amendment of your PHI 
You have the right to ask us to amend PHI that 
we maintain about you.  Request for 
amendments to your PHI should be made in 
writing and you should contact the HIPAA 
Compliance Officer if you wish to make a 
request for amendment and fill out an 
amendment request form. 

 

Right to request an accounting of 
disclosures of your PHI 
You may request an accounting form us of 
disclosures of your PHI.  If you wish to request 
an accounting of disclosures of your PHI that 
are subject to the accounting requirement, you 
should contact the HIPAA Compliance Officer 
and make a request in writing. 
 

Right to request restrictions on uses and 
disclosures of your PHI 
You have the right to request that we restrict 
how we use and disclose your PHI for 
treatment, payment or healthcare operations 
purposes, or to restrict the information that is 
provided to family, friends and other individuals 
involved in your healthcare.  However, we are 
only required to abide by a requested restriction 
under limited circumstances, and it is generally 
our policy that we will not agree to any 
restrictions unless required by law to do so.   If 
you wish to request a restriction on the use or 
disclosure of your PHI, you should contact the 
HIPAA Compliance Officer and make a request 
in writing. 
 

Right to notice of a breach of unsecured 
protected health information 
If we discover that there has been a breach of 
your unsecured PHI, we will notify you about 
that breach by first-class mail dispatched to the 
most recent address that we have on file.  
 

Right to request confidential 
communications 
You have the right to request that we send your 
PHI to an alternative location (e.g., somewhere 
other than your home address) or in a specific 
manner (e.g., by email rather than regular mail).  
If you wish to request that we communicate 
PHI to a specific location or in a specific 
format, you should contact the HIPAA 
Compliance Officer and make a request in 
writing. 
 

Internet, Email, and the Right to Obtain 
Copy of Paper Notice 
We maintain a web site; we will prominently 
post a copy of this Notice on our web site 
located at Howard County HIPAA.  We will 
make the Notice available electronically through 
the web site.  If you prefer, we will forward you 
this Notice by electronic mail instead of a paper 
copy, however you may always request a paper 
copy of the Notice.  
 

Revisions to the Notice 
We are required to abide by the terms of the 
version of this Notice currently in effect.  
However, we reserves the right to change the 
terms of this Notice at any time, and the change 
will be effective immediately and will apply to all 
PHI that we maintain.  Any material change to 
the Notice will be promptly posted in our 
facilities and on our web site.  You can get a 
copy of the latest versions of this Notice by 
contacting the HIPAA Compliance Officer. 
 
Your Legal Rights and Complaints 
You also have the right to complain to us, or to 
the Secretary of the United States Department 
of Health and Human Services, if you believe 
that your privacy rights have been violated.  You 
will not be retaliated against in any way for filing 
a complaint with us or to the government.  If 
you have any questions or if you wish to file a 
complaint or exercise any rights listed in this  
 
Notice, please contact: 
 

Mrs. Tawanda Bailey 
Sr. Admin. Analyst/HIPAA Compliance Officer 
Howard County Department of Fire and Rescue 

Services 
2201 Warwick Way, Marriottsville, MD 21104 

Office: 410-313-4253 
tbailey@Howardcountymd.gov 

 

https://www.howardcountymd.gov/LinkClick.aspx?fileticket=Nqwy7pgXs7U%3d&portalid=0
https://www.howardcountymd.gov/LinkClick.aspx?fileticket=Nqwy7pgXs7U%3d&portalid=0
mailto:tbailey@howardcountymd.gov
mailto:tbailey@howardcountymd.gov


BOSH COVID-19 DIAGNOSTIC TESTING PROCESS FORM  

 

 

SO 2021.62  Attachment C:  COVID-19 Testing Process Form 

 
 

________   Date Test requested;  ______________________ 

________   BOSH Personnel receiving Call 

________   Approval from OMD for testing 

________   Testers notified and given information 

 Tester; ____________________________ 

 Tester; ____________________________ 

________   Time and Date test was completed; _______________________________ 

________   Location of test site; ___________________________________________ 

________   Informed Consent form signed. 

________   Notice of Privacy Practices provided by ____________________________ 

________   Time Courier was notified; ______________________________________ 

________   Tester completing patient care report; _____________________________ 

________   Time Test Sample was picked up; ________________________________ 

________   Date and Time Dr. Levy received results; ___________________________ 

________   Date and Time BOSH was notified of results; ________________________ 

________   BOSH Representative Notified; ___________________________________  

________   Date and Time Individual was notified of test results; __________________ 

________   BOSH Representative that notified individual of results; ____________________ 

 Please attach: 

o Copy of the Molecular Laboratory Requisition 
o Copy of email with results 
o Copy of patient care report 

 
All documentation to be kept in employee’s BOSH medical file.  
 


