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CONSENT TO TESTING FOFR HIV (AIDS)

t have bean Informed by my physician that my blood will.be tested for the presence
of antibodies to the Human Deficlency Virus (H1V), which Is the virus that causes
AIDS (Acquired tmmune Deficlency). The presenca of antibodies means that a
person probably has been infected with the AIDS virys, but.does not nacessarily
mean that a person-will develop the disease. -

Some individuals take up to thrée years t6 produce antibodies to the AIDS virus,
Ouring this time, they may test negatlve and still be Infectious. Individuals who have

good reason to believe that they have been exposed to the virus may wish to be
retested at a later date (3 months) if iheir results are negative.

The iact that this test was offered to you does not mean that your doctor suspects
You have been exposed.to AIDS or arg a member cf a high risk group. In many
people, the only sign of an AIDS virus infsction may be posltive blood test resuit.
Other symptoms may not-sho-yalll.years after the exposure. This blood test Is
recommended because it may give important informetion needed for your care and
the safety and/or care of others, :

I understand that the test will be performed at a reference Iabdratory that will report
the results only to my doctor, Resuits will be kept confidentlal.

| acknowledge that Inlorﬁi'atloﬁ regarding measures for the prevention of axposure 1o,

and transmission of, Human Immune Deficiency Virus (HIV), Is available to me upon
request. :

By my signature below, | acknowledge that | have baen given all the information |
. desire concerning the blood test, release of results and have had all my questions
answered. Further, by my signature, | acknowledge that | have given consent for the
performance of a blood test to detect anlibodies of the HIv virug&

¥

Date: ' 20
L. Signature (Patient or Legal Guardian

", Time: a.m./p.m,

Patient's name (Printeq)

Witness



