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BinaxNOW 
COVID-19 Voluntary Testing Consent & Acknowledgment Form for 

Students 
 

North Mac Community Unit School District 34 (“District”) seeks to maintain a safe environment 
for employees, students, and the school community in light of the COVID-19 outbreak. This 
consent provides the District with your permission to perform a COVID-19 test on your student 
and to release your student’s identifying information and test results to the Illinois Department 
of Public Health (“IPDH”) and the Macoupin County Health Department as described below.  
 

Test Information 
 

What is the BinaxNOW Test?  
BinaxNOW is an antigen test that detects the presence of SARS-CoV-2, the virus that causes a 
COVID-19 infection, in about fifteen minutes. The specimen for the test is collected via a nasal 
swab. This test is completely voluntary and will not be administered unless this form is signed. 
Please know that this test is an extremely gentle and quick process.  We use the BinaxNOW 
COVID-19 Antigen Self-Test and you can see from the short video linked below that this is a 
swab inserted just ¼ to ½ inch inside each nostril.  This is NOT the former test used that was 
often referred to as the “brain tickler” and which was inserted far up into the nasal passage.  
So please know this is a very gentle, safe, and quick test.  Please review this video for more 
detailed information on the test and how it is administered:    
https://www.youtube.com/watch?v=baQQfoX-JXo&t=145s 
 
When Will Students Be Tested?  
The District will administer the BinaxNOW test to students whose parents/guardians have 
provided consent for testing in the following circumstances: 

1. When students are exhibiting symptoms of COVID-19 during the school day. Do not send 
your student to school if he/she is exhibiting symptoms of COVID-19. Symptomatic 
students will be expected to quarantine consistent with IPDH and the Macoupin County 
Health Department’s guidance.  

2. As part of a Test-to-Stay protocol outlined by IDPH.  This protocol allows students who 
are identified as a classroom close contact to avoid quarantine by testing on days one, 
three, five and seven after exposure as long as they continue to test negative. Students 
must be eligible for this protocol and must follow all requirements to remain in school. 
 

Who Will See My Student’s Test Results?  
A District nurse will conduct and interpret the BinaxNOW test. Test results will be available to 
any employees of the District with a legitimate educational interest, consistent with the Illinois 
School Student Records Act. Additionally, the District will share the following delineated 
information as described below:  
 

https://www.youtube.com/watch?v=baQQfoX-JXo&t=145s
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● The District will share positive and negative test results, student name, student date of 
birth, sex, race, ethnicity, and student address with IDPH via electronic transmission using 
the Red Cap online reporting site. The purpose of this disclosure is to facilitate contact 
tracing and tracking of test usage.  

● The District will share positive and negative test results, student name, student date of 
birth, sex, race, ethnicity, and student address with the Macoupin County Health 
Department via facsimile transmission. The purpose of this disclosure is to facilitate 
contact tracing and to assist the local health department in monitoring community 
transmission metrics.  

● All positive and negative test results will also be shared with the student’s 
parent/guardian for the purpose of seeking additional medical treatment.  

● The District will share positive and negative test results and student identifying 
information as otherwise permitted by law or guidance.  
 

Acknowledgment of Risk 
 
By signing below, I consent to my student’s participation in the BinaxNOW testing program as 
described above. I knowingly and voluntarily assume and accept all risks associated with my 
student’s participation in the BinaxNOW testing program. I understand that these risks include 
potential injury, illness, allergic reaction, and other potential risks of which I may not presently 
be aware.  
 
I also acknowledge that the results of a BinaxNOW test may not be sufficient to detect or rule 
out the possibility that my child has been exposed to or is infected with COVID-19 and that there 
is a potential for a false positive or false negative COVID-19 test result. BinaxNOW tests do not 
replace treatment by my student’s medical provider and I assume complete and full responsibility 
to take appropriate action with regard to my student’s test results.  
 

Waiver of Liability  
 

In consideration of my student’s participation in the BinaxNOW testing program at no cost, I 
(Parent/Guardian) on behalf of myself and my student, and my agents, representatives, assigns, 
heirs, successors, hereby waive, release, indemnify, hold harmless and covenant not to sue the 
District, and its Board of Education, individual Board members, employees, agents, 
representatives, volunteers, insurers, and assigns, and each and every one of them, from and 
against any and all claims, suits, liabilities, and causes of action, whether known or unknown, 
past, present, or future, including but not limited to any and all costs, expenses, attorney’s fees, 
by reason by injury, illness, allergic reaction, property damage, loss, or death, arising out of, in 
connection with, or in any manner related to my student’s participation in the BinaxNOW testing 
program, including any false test results and any resulting medical advice, course of treatment, 
or diagnoses, or related to the sharing of my student’s test results or identifying information.  
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Consent and Signature 
 

As parent/guardian of the student named below, I consent to allow the District to complete the 
BinaxNOW test on my student as outlined above. I further authorize the District to share my 
student’s identifying information and the results of the BinaxNOW test in the manner described 
above. I have read, understand, and agree to the terms herein, including the Acknowledgment 
of Risk and Waiver of Liability.  
 
This COVID-19 Voluntary Testing Consent & Acknowledgment Form is effective upon signature 
and will be valid through June 30, 2022, unless revoked by providing written notice to Aprille 
Kuhar at the District Office.  
              
Signature of Parent/Guardian    Date 
 
              
Print Parent/Guardian Name    Print Student Name 
 
 
Please check which building your child attends school: 
 

□ High School 
□ Elementary 
□ South Campus 

 


