
TESTING INFORMATION 

In connection with your application for insurance, a blood, urine or oral fluid sample will be obtained for the purpose of laboratory testing to 
provide necessary medical information concerning your insurability.  These tests may include (but are not limited to) tests for cholesterol and 
related lipids, diabetes, liver, kidney, or immune disorders, the presence of medications, drugs, or their metabolites, and the presence of the 
Human Immunodeficiency Virus (HIV, which is the virus that has been associated with the Acquired Immune Deficiency Syndrome or AIDS).  
All tests will be done using medically accepted and reliable procedures.  

If an HIV Antibody Screen is performed, it will be performed according to the following medical protocol:  an initial ELISA test; if the initial 
ELISA test is negative, a negative finding is reported by the laboratory to Protective Life Insurance Company, hereinafter referred to as the 
Company; if it is positive, it is repeated.  If the second ELISA test is positive, a Western Blot test is used to confirm the previous positive 
results.  If the second ELISA test is negative, a third ELISA test is performed.  If the third ELISA test is positive, a Western Blot test is used to 
confirm the previous positive tests.  If the third ELISA test is negative, a negative result is reported by the laboratory to the Company.  Only if 
at least two ELISA tests and a Western Blot test are positive, will the result be reported as positive.  All other results will be reported as 
negative or indeterminate by the laboratory to the Company. 

If your HIV antibody test is positive, there is a very high probability that you have been infected with the virus.  A positive test does not mean 
that you have AIDS.  It does mean, however, that you are at risk of developing AIDS or AIDS related conditions.  A positive test result would 
also adversely affect your insurance application.  An indeterminate test result means that your insurability cannot be determined and that you 
should be retested by your personal physician in six months to one year. 

If your HIV antibody test is negative, you most likely have not been infected by the virus.  However, it is possible you have been recently 
infected with the virus and have not yet developed antibodies. 

You will be notified if a serious abnormality on any test is found, and upon receipt of your authorization, the results will be sent to a physician 
of your choice. 

All test results will be treated confidentially, positive HIV and/or hepatitis/antigen tests may be reported to your state department of health as 
required or permitted by law.  If the Company receives any abnormal test results, a report may be made to the MIB, LLC.  
(Medical Information Bureau), as disclosed to you at time of application.  Results of a positive HIV test will be reported by means of a generic 
code indicating a non-specific abnormality.  Other abnormal results, such as elevated blood sugar or cholesterol, may be reported by a 
more specific code.  In addition, the results of the tests could be disclosed without your consent in response to a subpoena. 

INFORMED CONSENT AND AUTHORIZATION FOR BLOOD, URINE OR ORAL FLUID TESTING 

I have read and understand the above Blood, Urine or Oral Fluid Testing Information.  I hereby authorize the Company’s designated medical 
facilities to obtain samples of my blood, urine or oral fluid and to perform laboratory tests on those samples including, but not limited to, a test 
for the presence of the Human Immunodeficiency Virus (HIV or AIDS Virus).  I further authorize the disclosure of the test results only to the 
Company, its reinsurers, and the MIB, Inc. and as required or permitted by law.  The test results will not be disclosed to any other individual 
or organization without a court order or written authorization from me. 

___________________________________________ _____________ __________________________________________________ 
Printed Name of Proposed Insured Date Signed Signature of Proposed Insured 

___________________________________________ __________________________________________________ 
Birth Date State of Residence 

___________________________________________ __________________________________________________ 
Signature of Parent/Guardian Signature of Insurance Representative 
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