Patient Consent to Draw Blood After an Exposure Incident

Whole Woman’s Health of _________________________    Date: ____________

Patient Name: __________________________________________________

Employee Name: ________________________________________________

Testing Consent

I consent to testing that will determine if I have the Human Immunodeficiency Virus (HIV), Hepatitis B, and Hepatitis C antibodies.  Transmission of HIV, Hepatitis B, and Hepatitis C has been associated with exposure to the blood, semen, or vaginal fluids of a person who is infected.  Therefore, as part of this testing, I understand that I will be asked about my medical history, sexual practices, and personal experiences that might relate to my risk of infection.  I understand that my answers to these questions and the results of the blood test will be kept strictly confidential to the full extent of the law.

I understand that the laboratory results of my tests should be available in two weeks and that if I wish to obtain them I must appear in person at Whole Woman’s Health.  I understand that no results, whether positive or negative, will be discussed with me over the telephone.

I understand that if a test result is positive, it probably means that I have been infected and that I am infectious (able to spread the virus to others).  I understand that if the test result is negative, it probably means that I was not infected at the time I took the test.  However, I understand that the test is not always accurate and that some people produce detectable antibodies more slowly than others.  I understand that, as with any test, there can be a false negative as well as a false positive.  I understand that a negative result does not protect me from becoming infected in the future.

My participation in this test is completely voluntary and I do not hold Whole Woman’s Health responsible for any harm that may result from my choice to obtain these tests.  I have read this consent form and have been given every opportunity to ask questions regarding my participation.
□ I understand that an employee was involved in an incident on (date) that may have resulted in exposure to my blood.

□ It has been explained to my satisfaction that this incident does not put my health or well-being at risk.

□ I agree to have my blood tested, at no charge to me, as part of Whole Woman’s Health’s Post Exposure Follow-Up Procedure as required by OSHA regulations.  The results of this blood test will be used only for evaluation purposes and will remain in confidential medical records.

□ I wish to be notified of the results of my blood tests.  I understand that I must return to Whole Woman’s Health for these results and they will not be given to me over the phone. 

□I do not wish to be notified of the results of my blood test.

___________________________________________________________________

Patient Signature






Witness Signature

□ Blood was drawn and tested on (date): ________________________

□ The employee involved in the incident was advised of the test results on (date):___________
□ The source patient did not consent to testing
___________________________________________________________________

Manager Signature






Date

KEEP COMPLETED CONSENT FORM WITH OTHER CONFIDENTIAL REPORTS ON THIS EXPOSURE INCIDENT.
