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PROTECTIVE LIFE INSURANCE COMPANY
P.O. Box 830619

Birmingham, AL 35283-0619

NOTICE AND CONSENT FOR BLOOD, URINE OR ORAL FLUID TESTING
WHICH MAY INCLUDE AIDS VIRUS (HIV) ANTIBODY/ANTIGEN TESTING



I wish my test results to be released to: 

(Check Please) 

 Myself only. 

 My physician, health care provider, or other person indicated below. 

 Both myself and my physician, health care provider or other person indicated below. 

           Physician, Health Care Provider, or other person. 

           Name: ____________________________________________________________________________________________________ 

           Address: __________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 

I have read and I understand this Notice and Consent For Blood, Urine Or Oral Fluid Testing Which May Include AIDS Virus (HIV) 
Antibody/Antigen Testing.  I voluntarily consent to give a urine or oral fluid specimen and/or to the withdrawal of blood from me, the testing of 
that urine and/or blood or oral fluid, and the disclosure of the test results as described.  In addition, I authorize Protective Life Insurance 
Company or its reinsurers to make a brief report of any personal health information to the MIB. 

I understand that I have the right to request and receive a copy of this authorization.  A photocopy of this form will be as valid as the original. 

______________________________________________________ ___________________________________ 
Proposed Insured (Print) Date of Birth 

______________________________________________________ ________________ ___________________________________ 
Signature of Proposed Insured or Parent/Guardian Date State of Residence 

THIS AUTHORIZATION EXPIRES AFTER 60 DAYS 
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