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HIV Consent Form
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Pre-Test Counselling/ T&01 ¥ Ugal qemyef

This is to certify that I have conducted pre-test counselling of Mr. / Ms. / Dr. ("/;
-—

on date /

[ have explained in detail, the information about HIV/ AIDS, its modes of transmission, testing procedures their limitations and interpretation of test
results. All this information has been given to patient in the language he/ she understands and the patient is fully satisfied with my pre-test counselling.
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Counsellor Signature: W/

BIIHER F FHIER: =
Name of the Counsellor: CJ{
FIIHA BT, R

CONSENT FORM FOR HIV TESTING / T34t udtemor & for wenfa voa

This is to inform that I, Z; ¥ un I lo ‘][ [‘ Ea , have been counselled about the HIV test 1o be
conducted on my blood sample. | have also been explained 9bout the implications of the test result.

All the details pertaining to HIV/ AIDS, its transmission, testing procedures, their limitations, and interpretation of test result have been explained
to me in a manner that [ can understand.

I hereby give my consent for the test to be conducted on my blood sample in order to ascertain my HIV status.
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Gender/ fém: M/ F TG
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Result Tt
T understand that my result will be kept confidential and authorize the following person/ referring doctor or agency to collect my report.
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Relative (please specify)
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It & gEeR

(Signature of Guardian, in case of Minor)/ (i@ & wrret & sftniad & gwen)

Note:

1. It may be noted that the general consent obtained for carrying out procedures in a hospital/ clinics does not include HIV consent

2. In case of minor, the consent should be obtained from the parents / legal guardian.

3. In case of unconscious patients, the consent shall be obtained from the closest relative available at the time of sampling.

4. In case no relative is available, the test may be carried out on the recommendation of two attending certified Medical practitioners.
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Post Test Counselling (undertaking by the counsellor) / U2 2% STIafer (TR ERT JUHH)

This is to certify that on receipt of the laboratory report of HIV test. 1 shall do post test counselling of the client prior to handing over the report to
him / her, 1 shall explain in detail all the consequences and limitations of the test in the language the patient understands, till the patient is satisfied
with post-test counselling.
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Counsellor:

Dated Sigamre of
HIIHER & AP FEer

Name of the Counsellor:
HIIHER $1AH

Name of the Patient: ﬁﬁ”ﬂ/ Mn_!\l j.,\}ﬂ
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Signature of Guardian (in case of minor):
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