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State of Hawai'‘i
Certificate of Testing for COVID-19 Date of Issue
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Name

(#EEX) Family Name (&F) Frist Name (FRE3&) Middle Name

Nationality Date of Birth Passport No.
(EREE) (HEF/B/H) FEORSRAE)

Address
(L)

Scheduled Date and Time of Departure
(FRETH B HH A ESE)

This is to certify the following results which have been confirmed by RT-PCR test negative for COVID-19 conducted
with the sample taken from the above mentioned person.

ZZEEEALL B I A 4ERT-PCRIRERRVHTE Ml 3¢ (COVID-19) R B8R ER RIS -

Sample #BEREUR Date and Time HEIRFRE (F/B/BH/EF) Remarks 7t

o Nasopharyngeal Swab Sample collected

(2MRET) (FERR)
o Saliva Result determined

(%) (BERHAEREE)
Institution
(BB )
Address
(i)

Physician Name

(BBRMER)

Signature and Date

FEHHE(F/A/R)




