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PROTECTIVE LIFE INSURANCE COMPANY
P.O. Box 830619

Birmingham, AL 35283-0619

NOTICE AND CONSENT FORM FOR AIDS VIRUS (HIV) TESTING

All test results will be treated confidentially.  they will be reported by the laboratory to the Insurer.  When necessary for business reasons in 
connection with insurance you have or have applied for with the Insurer, the Insurer may disclose test results to others such as its affiliates, 
reinsurers, employees or contractors.  If the Insurer is a member of the MIB, LLC (MIB), and if the tests results for HIV antibodies/antigens 
are other than normal, the Insurer will report to the MIB a generic code which signifies only a non-specific blood test abnormality.  If your HIV 
test is normal, no report will be made about it to the MIB.  Other test results may be reported to the MIB in a more specific manner.  The 
organizations described in this paragraph may maintain the test results in a file or data bank.  There will be no other disclosure of test results 
or even that the tests have been done except as may be required or permitted by law or as authorized by you.
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