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| understand that | may request that this test be performed either using my name of by some system by which | remain
anonymous. | will so indicate my desire for anorymity or named testing verbally to the physician at the time of testing. |

will be referrad 10 an ancnymous testing, if that is my desire.

| understand that if the test is pedonmed with my name rather than ancnymousty, the information will be recorded in my
medical iecord. All information regarding these t2st results is confidential; it will only be released pursuant (0 applicabie
State and Federal laws. Information will be released only upon the order of law or my permission. it must be noted thal
certain insurance programs request past medical history, and that if | give permission for reiease of my medical record the
result of an HIV test not done ancnymously will be released also. | understand that if my test should be positive, |. will
receive information regarding treatment and counseling options, and | may seek further evaiuation at the University of
[llincis or from ancther physician or hospital of my choosing.

1, o . hereby gwve pemussion to the University of at fo test
my blood for the presence of antibody !o the human immunodeticiency virus (HIV). Currently undersicod medical
information indicates ihe virus to be the cause of the acquired immunodeficiency syndrome {AIDS).

| understand that the tast stself is not diagnostic o AIDS and that the meaning of a positive test is stiil not entirely clear. |
undersiand that a posilive rasult from this est indicates the presence of antibodies to HIV in my biood. A positive result
does not conclusively indicate that the virus is present nor does a positive result mean that | have AIDS. It simply means
that | have been intected with HIV. There is no way al this time o pradict from a positive test whether or not | will develop
AIDS in the future. Furthermore, | understand thar a negative test result docs not conclusively exclude the possibility of

being infected with HIV.

The test is know as an ELISA. Any positive ELISA test will be repeated and then a confirmation test approved by the
United States Food and Drug Administration or lllinais Department of Public Health will be utilized.

| understand that there is considerable misinformation and social anxiety concerming the presence of the HIV or the
dissase AIDS. | understand that reliable medical and scientific information about the true metheds of transmussion have
been sometimes overpowered by irrational fears. HIV is spread primarily by intimate sexuai contact, blood to blcod
transmission or matemal to fstal or newbom transmission.

| understand that this test is voluntary and acknowledge that there was no force, duress, or other form of coarcion
involved in deciding to have this test performed. In 2ddition, | recognize that my consent 1o this test may 5o withdrawn at
any lime.

| have had the opportunity (o ask guastions conceming this test as well as the HIV and they have been answered to my
satistaction. Undarstanding the above information, | zonsent to the performance of the HIV antibody test on my blood.

Signawre of Patient or Pahients Lagally Authorizea-l“:‘.apresemauve Cate

Signature of Physician-Witness

Solley Subcommittes of the UIH AIDS Aavisory Committoe
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