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The law prohibits discrimination based on an individual's HIV status and services are available 1o help with
such conseguences

= The law allows an individual's informed consent for HIV related testing to be valid for such testing unfil such
consent 1s revoked by the subject of the HIV test or expires by its terms.

1 agree (o be tested for HIV mfection. If the results show | have HIV, 1 agree to ndditional testing which may occur o0
the sample [ provide 1oday 1o determine the best treatment for me and 10 help guide HIV prevention projgrams 1 also
agree to future tests to puide my treatment, | understand that | can withdraw my consent for future tests at any tme. 171
test positive for HIV infection, I understand that my health care provider will talk with me about telling my sex. or
needle-sharing partners of possible exposure,

1 may revoke my consent orally or in writing at any time. As long as this consent 15 in force, my provider may conduct
additional tests without asking me to sign another conscat form. In those cases, my provider will tell me if other HIV
tests will be performed and will note this in my medical record.
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