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PROTECTIVE LIFE INSURANCE COMPANY
P.O. Box 830619

Birmingham, AL 35283-0619

INFORMED CONSENT FOR THE HUMAN IMMUNODEFICIENCY VIRUS (HIV) ANTIBODY TEST



STATEMENT OF CONSENT:  By signing below, I certify that: 

(1) I have read and understand the above explanation of the HIV antibody test, including an explanation of the nature of the test, what
the test results mean, counseling requirements, the test is voluntary and test results are confidential;

(2) I have received and read written pre-test counseling materials drafted by the DHES;

(3) I understand that anonymous testing, if I desire it, is available at one of the counseling/testing sites established by the DHES or
elsewhere;

(4) I agree to have a sample of my blood or urine tested for the presence of the HIV antibody, and authorize

Name of Health Care Provider: ____________________________________________________________________________

Address: _____________________________________________________________________________________________

               _____________________________________________________________________________________________ 

to receive and inform me of the results of the test.  Post-test counseling is to be given, at minimum in the form of written materials 
developed by the DHES. 

(5) I understand that when tested for insurance purposes that a positive test result will be given to the designated health care provider
(listed above).  If desired, I can seek results of a negative test from the insurance company.

(6) I authorize Protective Life Insurance Company or its reinsurers to make a brief report of any personal health information to the MIB.

____________________________________ ___________________________________________________________________ 
Date Signature of person to be tested or that subject’s representative (as defined under 

section “Unconscious or Otherwise Mentally Incapacitated”).  Initials or other 
identifier if testing anonymously. 

___________________________________________________________________ 
Print Name of Signatory 
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