CONSENT FOR TESTING FOR HIV
I have been informed that my blood will be tested in order to detect whether or not I have antibodies in my blood to the Human Immunodeficiency Virus (HIV), which is the cause of Acquired Immune Deficiency Syndrome (AIDS). I understand that withdrawing a sample of my blood and using a substance to test the blood.

I have been informed that the test results may, in some cases, indicate that a person had antibodies to the virus when the person does not (false positive), or that it may fail to detect that a person has antibodies (false negative).  I also have been informed that a positive blood test result does not mean that I have AIDS, and that in order to diagnose AIDS other means must be used in conjunction with the blood test.

I understand that the test is entirely voluntary. I have been informed that if I have any questions regarding the nature of the blood test, its expected benefits, its risks and alternative test, I may ask those questions before I decide to consent to the blood test.

I understand that the results of my blood test will be disclosed to me and to those medical practitioners and health care personnel responsible for my care and treatment and to other persons to whom disclosure is required or authorized by law. I further understand that no other releases of the results will be made without my written authorization.

By my signing below, I acknowledge that I have received information concerning the HIV test, its purposes, potential uses, limitation, and the meaning of both positive and negative results.  I have been given a chance to ask questions and all my questions have been answered.  I acknowledge that I have given voluntary informed consent for the performance of a blood test to detect HIV antibodies.

_________________________________________________________________________________

Patient’s Signature


Date




Witness

I have read the above information and DO NOT desire HIV testing at this time.

_________________________________________________________________________________

Patient’s Signature


Date




Witness
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