
HIV CONSENT FORM

Name of the Patient: ............................................................  Contact No: ................................................................. 

Address: .................................................................................. Date of Counseling: .....................................................

Age: ......................................................................................... Sex: .................................................................................

Ref Doctor Name: ................................................................. Ref Doctor Mobile No.: ..............................................

Name of the Collection Center/Lab: .................................................................................................................................

Name of the Counselor: ......................................................................................................................................................

PRE-TEST COUNSELING:

I..................................................................the undersigned agreed to get my blood tested for HIV antibodies. My 

counselor has answered any questions I have about HIV/AIDS. I have been provided information with 

the following details about HIV testing; HIV is the virus that causes AIDS and can be transmitted through 

unprotected sex (vaginal, anal, or oral sex) with someone who has HIV; contact with blood as in sharing 

needles (piercing, tattooing, drug equipment including needles), by HIV-infected pregnant women to 

their infants during pregnancy or delivery, or while breast feeding. 

There are treatments for HIV/AIDS that can help an individual stay healthy. Individuals with HIV/AIDS 

can adopt safe practices to protect uninfected and infected people in their lives from becoming infected 

or being infected themselves with different strains of HIV. 

The results of my HIV testing and other related information will be kept con�dential. 

A person may carry the HIV virus for a span of 10 years before progression to full blown HIV. During 

this period person shows no signs and symptoms of underlying disease but is capable of causing 

disease.

POST-TEST COUNSELING:

This is to certify that after receiving my HIV testing results/report Post test counseling will be given by my 

treating doctor.

RESULT:

I understand that my result will be kept con�dential and authorize the following person/agency to collect 

to collect my reports.

Dated Signature of Patient: ...........................................        Dated Signature of Counselor: ......................................

A�x Barcode

Ref AgencySelf Ref Doctor Relative



A�x Barcode


