POST EXPOSURE MEDICAL EVALUATION

	Name _________________________________ Social Security Number _____________________

	

	Date of Exposure Incident _________________ Exposure Incident Number __________________




	CONSENT FOR HIV, HBV AND/OR HCV BLOOD TESTS

I have been informed that my blood will be drawn and tested to determine if I have antibodies and/or antigens to Human Immunodeficiency Virus (HIV), which is the causative agent of Acquired Immune Deficiency Syndrome (AIDS). I understand that the test accuracy is uncertain and results may, in some cases, indicate incorrectly that a person has or does not have antibodies to the virus (“false positive” or “false negative”). 

I also consent to be tested for Hepatitis B (HBV) and Hepatitis C (HCV).

I have been informed that the test results are confidential and will only be released to health care practitioners responsible for my case. Any other release will require my written permission.

All of my questions have been answered regarding the expected benefits, the risks and alternatives of the blood tests and release of the results. I believe I have sufficient information to make an informed decision. 

I have been informed that protected health information necessary to comply with OSHA and Workers’ Compensation reporting and record keeping requirements will be disclosed to my employer. All of my questions about this have been answered. I understand that I may request a copy of this information from my employer.

Signature_______________________________________ Date _________________________




	POST EXPOSURE EVALUATION DECLINATION

I have been trained on OSHA Policies and procedures and understand that I could have contracted an infectious disease such as HIV, Hepatitis B or Hepatitis C during the exposure incident referenced above. I also understand the consequences of contracting these diseases. I have been offered, without charge, testing to determine whether or not I have contracted an infectious disease and medical evaluation by a healthcare professional for counseling and treatment.

I decline this post exposure evaluation and follow-up and the blood tests.

Signature_______________________________________ Date __________________________
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