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EMPLOYEE ANTIBODY TESTING CONSENT
AND AUTHORIZATION TO RELEASE
MEDICAL INFORMATION
	



	I,
	     
	an employee of the

	North Carolina Department of Crime Control and Public Safety, believe that I have been involved in an "Exposure Incident," which means that I have been exposed to blood or other potentially infectious materials in such a manner as to present a risk of transmission of HIV, HBV, and/or HCV.


I understand that, pursuant to law, I am entitled to consult with an on-duty physician for testing, treatment, and/or counseling that may be recommended by such physician or subsequently, by the Medical Review Officer for the North Carolina Department of Crime Control and Public Safety.

I understand that, subject to my consent, blood will be collected as soon as feasible and tested for HIV, HBV, and HCV.

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	I consent to HIV, HBV and HCV serology testing.

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	I have received a Hepatitis B vaccination.


I understand that my employing agency, the North Carolina Department of Crime Control and Public Safety, is required by law to maintain certain medical records and information pertaining to this exposure incident.  Such information, required to be maintained, includes, but is not limited to, a copy of all results of examinations, medical testing, and follow-up procedures as required by 29 CFR § 1910.1030 paragraph (f)(3), a copy of my treating physician or health care professional's written opinion, required by paragraph (f)(5), and a copy of the information provided to the health care professional as required by paragraphs (f)(4)(ii)(B)(C) and (D).

In order to effectuate the purpose and intent of federal law, I hereby authorize any treating physician, other health care provider, and/or laboratory to disclose any and all medical testing and laboratory results, diagnosis, treatment, counseling records, or any other necessary, required, or requested pertinent information or records to the Department of Crime Control Health and Benefits Officer and to the Department of Crime Control Medical Review Officer for follow-up treatment and record keeping purposes.  I understand that this information shall be kept confidential and will not be disclosed or reported, without my express written consent, to any person within or outside the work place except as may be authorized by law.
	     
	
	

	Employee’s Printed Name
	
	

	     
	
	     

	Employee’s Signature
	
	Date























