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PROTECTIVE LIFE INSURANCE COMPANY
P.O. Box 830619

Birmingham, AL 35283-0619

WISCONSIN NOTICE AND CONSENT FOR HUMAN IMMUNODEFICIENCY TESTING



         
         
         
         
AIDS Network provides direct support services to people living with AIDS and HIV infection throughout the thirteen counties of south central 
Wisconsin.  AIDS Network services include comprehensive case management services, prevention education and outreach, harm reduction 
counseling and testing for HIV and Hepatitis C, advocacy, legal assistance, financial and housing assistance, volunteer support, assistance 
with daily living needs, support groups, food pantry, dental clinic, medical and service referrals, treatment adherence, nutritional counseling, 
transportation assistance, and emotional and practical support.  Call, visit, or go to www.aidsnetwork.org for more information. 
         
AIDS Network offices offer comprehensive services in the following counties:  
         
         
Counties Served: Adams, Columbia, Crawford, Dane, Dodge, Grant, Green, Iowa, Juneau, Lafayette, Richland, Rock and Sauk 
         
Beloit: AIDS Network   
 136 West Grand Avenue, Suite 202   
 Beloit, WI 53511   
 (608) 364-4027   
 1-800-486-6276   
 FAX: (608) 364-0473   
         
Janesville: AIDS Network   
 101 East Milwaukee Street, Suite 409   
 Janesville, WI 53545   
 (608) 756-3010   
 1-800-486-6276   
 FAX: (608) 756-2545   
         
Madison: AIDS Network   
 600 Williamson Street, Suite H   
 Madison, WI 53703   
 (608) 252-6540   
 1-800-486-6276   
 FAX: (608) 252-6559   
         
         
         
Additional Resources:         
         
Dennis C. Hill Harm Reduction Center       
AODA Outpatient Clinic       
Dan Nowak, Coordinator       
820 North Plankinton Avenue       
Milwaukee, WI 53203       
(414) 225-1512 or       
(414) 223-6828       
1-800-359-9272         
FAX: (414) 273-2357         
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