Health Allance:

Alliance Employee Health
Phone 513-585-6600
Fax 513-585-6525

Recommended Precautions Following an Exposure

For individuals who have been exposed to a blood-borne pathogen the following are
the Centers for Disease Control and Prevention (CDC) recommendations:

o Refrain from blood, semen, or organ donation for 6 months
e Prevent or limit the exchange of body fluids in your sexual activities for 6 months

¢ Avoid pregnancy and breast-feeding for 6 months. If an exposed woman is breastfeeding, she
does not need to discontinue after exposure to Hepatitis B or Hepatitis C infected blood.

* Report to Alliance Employee Health symptoms such as constant fatigue, loss of appetite, recurrent
fever, light colored stool, aching muscles and joints, nausea, vomiting, yellow color to skin or
whites of eyes, dark urine, itching skin, swollen lymph glands, rapid weight loss

I acknowledge that I have received information appropriate to my exposure and have had the
opportunity to discuss information.

Employee signature:

Date:

SIGN AND FAX THIS FORM TO ALLIANCE EMPLOYEE HEALTH AT 585-6525

BBPRecPrecA 9/26/06



Health A]ha/?lgce""

Alliance Employee Health
Phone 513-585-6600
Fax 513-585-6525

INFORMED CONSENT TO TEST FOR HUMAN IMMUNODEFICIENCY VIRUS

1.  What is the HIV Antibody Test?
Detecting HIV involves testing blood for antibodies to the human immunodeficiency virus—the
virus that causes AIDS. If testing finds these antibodies, a series of various tests will then be
done on the same blood sample to make sure the results of the first test were accurate. In some
cases, further testing even beyond that may be required to confirm the diagnosis.

What does this mean to you? A positive test result means that you have been infected
with the AIDS virus, but it does not mean you have AIDS. If you test positive, it's very important
that you learn what treatment is available and how to avoid infecting others.

A negative test result means that you are probably not infected with the AIDS virus; however, it
takes time for the body to produce these telltale antibodies. If you've had recent exposure to HIV,
you need to be retested in a few months. :

2.  Voluntary Testing
Taking the HIV antibody test is voluntary, not required. if you want to withdraw your consent, you

must do so within an hour after your blood is drawn for testing.

Anonymous testing sites are available where you can get counseling and testing without giving
your name and address.

3.  Confidentiality of Test Results
HIV test results are confidential and can only be released with your consent, or otherwise as

permitted by state law.

Name (please print);

Informed Consent to Test for HIV

I have been advised of the medical reasons for performing this test, and the behaviors that are known to
pose a risk for transmission of HIV. I have had the opportunity to ask questions, and ail questions have

been answered to my satisfaction. | authorize Alliance Employee Heaith to perform an HIV antibody test

on me, or the above patient for whom I am legal guardian.

Signature of person {o be tested (or guardian, if appropriate) Date

Aeh066a 3/06



Health Alliance

Alliance Employee Health
Phone 513-585-6600
Fax 513-585-6525

INFORMED CONSENT TO TEST FOR HUMAN IMMUNODEFICIENCY VIRUS

1.  What is the HIV Antibody Test?
Detecting HIV involves testing blood for antibodies to the human immunodeficiency virus—the
virus that causes AIDS, If testing finds these antibodies, a series of various tests will then be
done on the same blood sample to make sure the results of the first test were accurate. In some
cases, further testing even beyond that may be required to confirm the diagnosis.

What does this mean to you? A positive test result means that you have been infected
with the AIDS virus, but it does not mean you have AIDS. If you test positive, it's very important
that you learn what treatment is available and how to avoid infecting others.

A negative test result means that you are probably not infected with the AIDS virus; however, it
takes time for the body to produce these telltale antibodies. If you've had recent exposure to HIV,
you need to be retested in a few months.

2. Voluntary Testing
Taking the HIV antibody test is voluntary, not required. If you want to withdraw your consent, you
must do so within an hour after your blood is drawn for testing.

Anonymous testing sites are available where you can get counseling and testing without giving
your name and address.

3. Confidentiality of Test Results
HIV test results are confidential and can only be released with your consent, or otherwise as

permitted by state law.

Name (please print):

Informed Consent to Test for HIV

| have been advised of the medical reasons for performing this test, and the behaviors that are known to
pose a risk for transmission of HIV. | have had the opportunity to ask questions, and all questions have

been answered to my satisfaction. i authorize Alliance Employee Health to perform an HIV antibody test

on me, or the above patient for whom | am legal guardian.

Signature of person to be tested (or guardian, if appropriate) Date

Aech(66a 3/06



Health Aﬂlﬁw

Alliance Employee Health

Alliance Primary Care

Blood borne Pathogen Exposures

Report Blood borne pathogen exposures as
soon as possible to the Employee Health Injury
Line at 585-8000. After 4pm Monday through
Friday, weekends and Holidays after dialing
585-8000 you will need to choose option “2” to
be connected to a nurse.

The Injury Line nurse will give you directions on
protocol to follow and answer any questions you
may have regarding the exposure

It is important not to allow the patient to leave
the facility in case lab work needs to be drawn

on the patient.

APC BBP Exposure 10/2/07
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CINCINNATI CLINICAL LAB REQUISITION
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513-353-6000

1-800-837-2520

LVANL, JOHN M.
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ﬁ . Alliance Business Center
]:_Ie alth Alhancem 3200 Burnet Avenue, A Leval
A . Cinclnnati, OH 45229

Alliance Employee Health Injury Line

Injury Line Phene 513-585-8000
Injury Line Fax 513-585-6525
. 2
Associate Accident Report

Workplace location: _ . .

[J 8t. Luke Hospital East 7 Alliance/ABC 3 The Christ Hospital

[ St Luke Hospital West O Alliance Primary Care [ The University Hospital

[1 The Jewish Hospital [E] AGENCY 1 OTHER 4]

O The Fort Hamilton Hospital

Occupational injury, exposure, or disease (to be completed by Health Alliance associate)

Last Name, First Name, Middle Initial _ Home Phone # Social Security Number

Home Address : Job Tille Date of Birth

City State 9-digit Zip Code Date Hired

Department/Dept. phone # Supervisor's name Supervisor's phone #

Associafe usually works on: Regular work hours: 1 Male

O0Sun GMon (QTues OWed Thurs COFri [ Sat From to ] Female

Date of injury/exposurefonsetaf | Time of injury: Describe incident in detail: (e.g., specify approximate weight/size of any

illness. tc. _ | cbjsctinvelved; name any substance invoived.. .oil/water...efc.,; did associate
Ham [Ipm trip or fali, etc., as appropriate)

Specify exact nature of injury and part of body affected
{e.g., “fracture of right hand,” etc.)

Where was initial care received?

[ Afiiance Employee Heaith [0 Ememency Department £ OccNet (iocation): 0 Other (specify):

Did injury or exposure happen on the employer's premises? OYes ONo

Accident Location (street address) Date Employer Notified
City State Zip Code State Where Employed

Medical Release
| understand that | am allowing any provider that attends to, treats, or examines me to release all medical,

psychological, and/or psychiatric information that is related to my injury to my employer, and my employer's
representative and Third Party Administrator.

Signing this report does not constitute certification of a Worker's Compensation claim.

Associate’s Signature: Date:

Supervisor's Signature: Date:
" Send white copy to Alliance Employee Health © Send yellow copy to manager

ALHR-005, Rev. 1/16/01



