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Notification of Test Result 
 

A positive test result will be disclosed to a physician you designate.  If you do not designate a 
physician, a positive test result will be disclosed to the Florida Department of Health and 
Rehabilitation.  Because a trained person should deliver that information so that you can understand 
clearly what the test result means, please list your private physician so that the Insurer can have him 
or her tell you the test result and explain its meaning. 
 
Name of physician for reporting a possible positive test result: 

PHYSICIAN’S 

INFORMATION 
Name:  First MI Last

Address 

City State Zip Code 

 
Consent 

 
I have read and I understand this Notice and Consent for AIDS-Related Blood Testing.  I voluntarily 
consent to the withdrawal of blood from me, the testing of that blood, and the disclosure of the test 
results as described above.  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. 

Print Proposed Insured’s Name:  First MI Last

Address 

City State Zip Code 

Proposed Insured or Parent/Guardian’s Signature Date 

PRODUCER: PROVIDE A PHOTOCOPY OF THIS SIGNED FORM TO ALL SIGNING PARTIES. 
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