Midwifery Care Associates

Simmonds and Simmonds, Chtd.

6506 Bells mill Road ∙ Bethesda, MD 20817

INFORMED CONSENT FOR HIV TESTING

With my signature below, I acknowledge that I have read (or have had read to me) and understand the following information:

FACTS ABOUT HIV TESTING (HIV-1 antibody or other HIV tests):

1. My blood will be tested for signs of infection by the human immunodeficiency virus, the virus that causes AIDS.

2. My consent to have my blood tested for HIV should be FREELY given.

3. I understand that every attempt will be made to keep the results of this test confidential, but that confidentiality cannot be guaranteed.

WHAT A POSITIVE TEST RESULT MEANS:

1. I have the HIV infection and can spread the virus to others by having sex or sharing needles.

2. A positive HIV test DOES NOT mean I have AIDS- other tests are needed

3. I may experience emotional discomfort and if my test result becomes known in the community, I may experience discrimination in work, personal relationships, and insurance.

WHAT WILL BE DONE FOR ME IF MY TEST IS POSITIVE:

1. I will be told what needs to be done to keep me in good health and will be given a copy of the Department of Health and Mental Hygiene’s publication, “Directory of Counseling and Referral Resources for HIV Seropositive Persons,” which contains information about the medical, social, psychological, or legal services that will be helpful to me.
2. I will be told hoe to keep from spreading my HIV infection by:

a. Avoiding sexual intercourse or practicing safe sex.

b. Not sharing drug needles- better still, getting off drugs

c. Not donating or selling my blood, plasma, eggs, or sperm.

d. Avoiding pregnancy or (if I’m male) not causing a woman to get pregnant.

e. Not breastfeeding or donating breast milk.

3. If I have signs or symptoms of HIV infection, my name will be reported to the local health department to assist me in obtaining services and to help the health department understand and control the AIDS problem.

4. I know that my local health department or doctor may assist me in notifying and referring my partner(s) for medical services, without giving my information to my partner(s).

5. If I refuse to notify my partner(s), my doctor may either notify them or have the local health department do so. In this case, my name will not be used.

Maryland law requires that when a local health department knows of my partner(s), it must refer them for care, support, and treatment.

I have had the chance to have my questions about this test answered.

AGREE TO HAVE BLOOD DRAWN [  ] 
           DECLINE TO HAVE BLOOD DRAWN [  ]
ALREADY HAD BLOOD DRAWN AND WILL HAVE RECORDS TRANSFERRED [  ]

______________________________       ______________________________      _____________________

PRINT NAME


       SIGNATURE



 DATE

________________________________________________________________     _____________________

SIGNATURE OF CONSELOR






 DATE
