
 

 

 
 
 
 
 

Date………………………….Place……………………………. 

 
Patient Survey 

(for patients reporting for COVID-19 testing) 
 
 
Last/First Name……………………………………………………………………………………………………………………….. .... 
PESEL Number: ……………………………………………………………………………………………………………… ............ 
Address of residence/stay ......................................................................................................................... 
Contact phone, phone number to a loved one ................................................................................ 
 
During the last 14 days: 
 

a) there was close contact with a person diagnosed with SARS-CoV-2 coronavirus infection 
(contact with a confirmed or probable case)   YES  NO  I don’t know 

 
b) the patient worked or stayed as a visitor in the healthcare unit in which the patients were 

treated infected with SARS-CoV     YES  NO  I don’t know 
 
Review question: 
patient traveled/stayed in a region with ongoing SARS-CoV-2 coronavirus transmission  

 YES  NO  I don’t know 
if YES, list the region ............................................................................................................................... 
  
Has at least one of the following symptoms occurred: 
  
a) fever of 38 C or above        YES  NO 
b) cough          YES  NO 
c) shortness of breath       YES  NO 
d) current or past history of body temperature above 38C   YES  NO 
 

................................................... 
                                                                                                             Patient's signature 
  
One-time authorization to receive medical documentation related to the performance of tests for 
SARS-COV-2 (COVID-19) 
  
Patient's First and Last name: ..................................................................... 
PESEL#: ................................................ 
Address: ................................................................................................... 
  
I, the undersigned, holding ID card Series .................. No. ..................... 
□ I authorize (name of the person) .................................................. with an ID card Series…………… 
No. ............................ to receive medical records. 
□ I do not authorize anyone to receive medical records. 
  
  
(Date and legible signature of the patient) ................................................................................... 
 
 



 

 

 
 
 
 
 
 
 
On the basis of Regulation (EU) 2016/679 of the European Parliament and of the Council of 27 
April 2016 on the protection of individuals with regard to the processing of personal data and on 
the free movement of such data, and repealing Directive 95/46 / EC (General Regulation on the 
Protection of data), hereinafter referred to as the "Regulation", Centrum Medyczne Medyk sp z 
oo S. K. declares that: 1. The administrator of your personal data is Centrum Medyczne Medyk sp 
z o.o. s. k with headquarters in Rzeszów, ul. Fryderyka Szopena 1, 35-055 Rzeszów ("CM Medyk"), 
email address: medyk@medyk.rzeszow.pl, phone number: 17 850 80 05. 2. Personal data will be 
processed for the purpose related to the provision of services by CM Medyk, including to exercise 
the rights and obligations associated with the provision of services, as well as to pursue, 
determine and defend against claims. 3. Personal data will be processed on the basis of art. 6 
clause 1 lit. a) Regulations (consent), art. 6 clause 1 lit. b) Regulations (processing is necessary to 
perform the contract or take action at the request of the data subject before the conclusion of 
the contract), art. 6 clause 1 lit. c) of the Regulation (processing is necessary to fulfill the legal 
obligation incumbent on CM Medyk), and art. 6 clause 1 lit. f) Regulations (legitimate interest on 
the part of CM Medic in the form of the need to ensure the possibility of seeking, establishing and 
defending against claims). 4. Access to personal data may be granted to entities entrusted with 
CM Medyk to process personal data on the basis of contracts, including in particular entities 
providing services in the field of IT systems maintenance and service, entities cooperating with 
CM Medyk to perform the contract, including performance of services , entities providing legal 
services, as well as entities that may gain access to them pursuant to legal provisions. 5. We do 
not plan to transfer personal data outside the European Economic Area. 6. Personal data will be 
stored for the period necessary to achieve the purpose of data processing, including for the 
period of providing services and for the period of storage of documentation specified in the 
provisions of law (if it is necessary to store it), until the expiry of the maximum period of time 
indicated below: a) in the case of the possibility of effective objection to data processing or 
withdrawal of consent to data processing - until the objection is withdrawn or the consent to the 
processing of personal data is withdrawn b) until the limitation of potential claims related to the 
provision of services, c) until the expiry of the periods provided for by the law obliging the 
processing of data ( in the case of tax regulations, it is 5 years from the end of the year in which 
the economic event occurred). 7. You have the right to access, rectify, delete or limit data 
processing by CM Medyk. You have the right to transfer data. 8. You have the right to object to 
data processing. 9. You have the right to withdraw your consent to the processing of personal 
data. Withdrawal of consent does not affect the lawfulness of the consent based on consent 
before its withdrawal. 10. You have the right to lodge a complaint with the supervisory body (ie 
to the President of the Office for Personal Data Protection). 11. Providing personal data is 
voluntary, but it is a contractual requirement; failure to provide information may result in failure 
to provide request services. 12. Personal data will not be subject to processes that would lead to 
automated decision making, including profiling. 
  
 
 

      ……………………………………………………………….....................  
Patient signature, place, date 

 
 

 

 


