Appendix H  Request for Source Patient Consent

A staff member of [DEPARTMENT NAME HERE] has been exposed to your blood or body fluids through a needlestick, sharp or splash injury. 

Please assist us in deciding what treatment should be offered to the staff member by having your blood taken and tested for human immunodeficiency virus (HIV/AIDS), hepatitis B (HBV) and hepatitis C (HCV). The medical management of the affected staff member will be based on the results of your blood tests so permission is also sought to tell the affected staff member what the results are. 

To assist in your decision please read the following information, clarify any issues with your Doctor and signify your agreement to have blood taken and tests performed by signing the consent form. 

Issues for consideration: 

· HIV, HBV and HCV are all infections that may be passed from person to person through contact with blood and certain other body fluids. HIV is the cause of AIDS and both HBV and HCV can cause serious liver disease. 

· The blood tests you are being asked to have will establish your present status with regard to HIV, HBV and HCV. In other words, do you already have any of these viruses? 

· Should any of these test results be positive, contact tracing may be necessary (your family and sexual contact(s) may need to be tested). In addition, notification of the Health Department that a positive result has been obtained would be necessary. These are legal requirements. 

· You have the right to refuse to have these blood tests. 

It is very important that you understand the information on this page. If there is something that you do not understand please discuss the issue with your Doctor before having your blood taken. 

Thank you for your assistance. 
I, __________________________________________, hereby consent to my blood being tested for antibodies to HIV (human immunodeficiency virus), as well as hepatitis B and hepatitis C viruses. 

I have been counseled about the possible social, medical, legal and economic consequences of a positive result and understand that a positive result would make notification and contact tracing necessary as they are legal requirements. 

If I am the source of a blood or body fluid exposure I also give consent for the result of this HIV test and other associated tests to be disclosed confidentially to the injured person. 

Signed……………………………………………………………..Date …………...Time ……………….. 

Witness…………………………………………… 

(Print Name) 

Signature……………………………………………..…………..Date ………..…..Time ……………….. 

(Witness) 
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