DPH Administrative Reference – SECTION: DPH Guidelines for LHD Bloodborne Pathogens Exposure Control Plan for OSHA Compliance
____________________________HEALTH DEPARTMENT
PATIENT CONSENT FORM*

I, __________________________, as a patient of the ______________________ Health Department, agree to have blood drawn to test my blood for serological evidence of infectious diseases including but not limited to, Hepatitis B and the Human Immunodeficiency Virus (HIV) because an employee of the Health Department has had an unintentional exposure to my blood or other potentially infectious material. The potential physical problems to me are those related to the routine procedure of taking a blood sample. My signature confirms that I have read this consent form; have received an explanation and understand the reasons for the tests, and agree to have these tests done.


Patient/Guardian: ________________________________	Date: __________


Person authorized to sign for

Patient: ________________________________________	

Witness: _______________________________________

I have read the above information and understand why I have been asked to give consent for these tests, but I do not give consent at this time, even though my physician has ordered it.


Patient/Guardian: _____________________________	Date: ___________


Person authorized to sign for

Patient: _______________________________________	

Witness: ______________________________________


*NOTE:  The CH-5 Form or digital equivalent  is used in obtaining a Patient General Consent for Public Health Services.  ONLY use this form when patient has not signed a CH-5, General Consent Form or electronic health record. 
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