BRITISH Ministry of
COLUMBIA | Health

Management of Percutaneous or Permu-

cosal Exposure to Blood and Body Fluid/

Laboratory Requisition
NOTE: If exposed and/or source person(s) choose non-nominal HIV HOSPITAL
testing, identify only by initials, sex, and date of birth. Refer to back
of form for guidelines for obtaining informed consent.

HEALTH FACILITY STAMP /

EXPOSED PERSON'S
ADDRESSOGRAPH ¥

SPECIMEN SENTTO

Exposed Person Information [J NOMINAL HIV TESTING [C] NON-NOMINAL HIV TESTING [[] BCCDC LABORATORY SERVICES (PHSA) [] UBC VIROLOGY LABORATORY
SURNAME GIVEN NAME GENDER PHN DATE OF BIRTH (YYYY /MM / DD)
Om OF | |
ADDRESS HOME PHONE NUMBER WORK PHONE NUMBER
DATE&TIME OF EXPOSURE oun HAS THE EXPOSED PERSON PREVIOUSLY RECEIVED HEPATITIS B VACCINE? SEROCONVERSION? PREGNANT?
| | [Ono  [J unknowN [ YES: #OF DOSES [Ono  [J unknowN [ YES Oves [ nNo
WAS THIS AN OCCUPATIONAL IF YES, SPECIFY OCCUPATION INDUSTRY JOB ACTIVITY AT TIME OF ACCIDENT
EXPOSURE?
Oves Ono
EMPLOYER'S NAME EMPLOYER'S PHONE NUMBER DATE BLOOD COLLECTED (YYYY / MM / DD)
| |
Exposure Information
TYPE OF BODY FLUID PLACE OF EXPOSURE  (E.G. BEACH, PARK, HOSPITAL) TYPE OF EXPOSURE YES NO  UNKNOWN
(CITY/TOWN)
1. L PERCUTANEOUS 3. [ sexual IF PERCUTANEOUS EXPOSURE, WAS:
2. [ PERMUCOSAL 4. [J NON-INTACT SKIN BLOOD VISIBLE ON INSTRUMENT? 0O 0O 0O
BODY SITE WHERE EXPOSURE OCCURRED TYPE OF INSTRUMENT INSTRUMENT RECENTLY IN
SOURCE'S ARTERY OR VEIN? O O O
Source Person (source of blood or body fluid to which the exposed person was exposed) [J NOMINAL HIV TESTING ] NON-NOMINAL HIV TESTING
KNOWN? GENDER SURNAME GIVEN NAME DATE OF BIRTH (YYYY/ MM/ DD) PHN
Oves Owno | Om OF | |
INFECTIOUS STATUS OF SOURCE KNOWN MEMBER DATE BLOOD COLLECTED (YYYY / MM / DD)
YES  NO  UNKNOWN | OF AHIGHER RISK YES  NO
Vs O O 0 GROUP FOR: W O O | |
HBsAg+ [ O Od wev O O
HCV+ O O O Hov O 0O
Exposed Person Management - The Exposed Person Was Given:
[ HBIG [C] HEPATITIS B VACCINE [C] POST EXPOSURE TETANUS BOOSTER ] TETANUS IMMUNE GLOBULIN [] ANTIRETROVIRAL STARTER KIT TIME STARTED
YYYYy MM DD YYYY MM DD YYyy MM DD YYYY MM DD YYYy MM DD
Blood Testing (HBsAg, Anti-HBs, Anti-HBc Total, Anti-HCV, HIV Ag/Ab are done routinely.)
LAB RESULTS TO BE FAXED/PHONED TO:
PHONE # FAX # NAME MSC #
|:| SOURCE PERSON'S
FOLLOW-UP PHYSICIAN:
w oz
PHONE # FAX # NAME
E S | [ EXPOSED PERSON'S mMsc#
o E FOLLOW-UP PHYSICIAN:
wv o
PHONE # FAX # WORKSITE
|:| EXPOSED PERSON'S
WORKSITE OCC HEALTH:
o 5 | [JEXPOSED PERSON'S PHONE # FAX# NAME MSC #
Ho FOLLOW-UP PHYSICIAN:
o
% & | [] EXPOSED PERSON'S PHONE # FAX # WORKSITE
WORKSITE OCC HEALTH:
NAME OF HEALTH CARE PROVIDER COMPLETING ABOVE SECTION OF FORM DATE (YYYY / MM / DD)
It is the responsibility of the requesting health care provider to AND REQUESTING BLOODWORK (PRINT)
obtain consent from the exposed and/or source person for all
laboratory testing as indicated below and for release of information

on this form to public health authorities, WorkSafeBC (if exposure is fiocs s aaasalide s

occupational), and those people listed above. Refer to back of form
for guidelines for obtaining informed consent.

SIGNATURE OF PHYSICIAN WORKSAFE BC

BILLING CODE

# 19909

FOR LABORATORY USE ONLY Put a line through the tests that are not to be done
DATE RECEIVED AT LABORATORY (YYYY /MM / DD) TIME RECEIVED RECEIVED BY (INITIALS)
TESTS
SAMPLE T b HBsAg ANTI-HBs ANTI-HBc Total ANTI-HCV HIV Ag/Ab
SOURCE PERSON LAB ID ONLY
RESULTS p
TRANSCRIBED BY
(INITIALS) D>
DATE
(YYYY /MM /DD)
EXPOSED PERSON’S NAME
RESULTS p
TRANSCRIBED BY
EXPOSED PERSON'S LAB ID (NITIALS)
DATE
(YYYY /MM /DD)
TIME DATE (YYYY /MM / DD) INITIALS REVIEWED BY DATE (YYYY /MM /DD)
RESULTS FAXED / PHONED TO
D EXPOSED PERSON'S PHYSICIAN D EXPOSED PERSON’S WORKSITE OCCUPATIONAL HEALTH D SOURCE PERSON'S PHYSICIAN
PG 1/WHITE - To accompany blood to PG2/YELLOW - Exposed Person’s Worksite PG 3/PINK - WorkSafeBC (if occupational exposure) PG 4/GOLDENROD - Exposed Person’s Chart
BCCDC Laboratory Services (PHSA) Occupational Health WorkSafeBC FAX (LOWER MAINLAND): (604) 276-3195

HLTH 2339 Rev. 2016/06/27 - ORTOLL FREE: 1-888-922-3299



BRITISH
COLUMBIA

Management of Percutaneous or Permu-
cosal Exposure to Blood and Body Fluid/

Health

Laboratory Requisition

NOTE: If exposed and/or source person(s) choose non-nominal HIV

Ministry of

HEALTH FACILITY STAMP /

EXPOSED PERSON'S
ADDRESSOGRAPH ¥

testing, identify only by initials, sex, and date of birth. Refer to back
of form for guidelines for obtaining informed consent.

Exposed Person Information

[J NOMINAL HIV TESTING

] NON-NOMINAL HIV TESTING

HOSPITAL

SPECIMEN SENTTO

[] BCCDC LABORATORY SERVICES (PHSA) [J UBC VIROLOGY LABORATORY

(CITY/TOWN)

1. [J PERCUTANEOUS
2. [ PERMUCOSAL

SURNAME GIVEN NAME GENDER PHN DATE OF BIRTH (YYYY / MM/ DD)
Om OF | |
ADDRESS HOME PHONE NUMBER WORK PHONE NUMBER
DATE &TIME OF EXPOSURE oun HAS THE EXPOSED PERSON PREVIOUSLY RECEIVED HEPATITIS B VACCINE? SEROCONVERSION? PREGNANT?
| | [Ono  [J unknowN [ YES: #OF DOSES [Ono  [J unknowN [ YES Oves [ nNo
WAS THIS AN OCCUPATIONAL IF YES, SPECIFY OCCUPATION INDUSTRY JOB ACTIVITY AT TIME OF ACCIDENT
EXPOSURE? o [no
EMPLOYER'S NAME EMPLOYER'S PHONE NUMBER DATE BLOOD COLLECTED (YYYY / MM / DD)
| |
Exposure Information
TYPEOF BODY FLUID | PLACE OF EXPOSURE  (E.G. BEACH, PARK, HOSPITAL) TYPE OF EXPOSURE YES NO  UNKNOWN

BODY SITE WHERE EXPOSURE OCCURRED

TYPE OF INSTRUMENT

3. [ sexual IF PERCUTANEOUS EXPOSURE, WAS:

4_LJ NON-INTACT SKiN BLOOD VISIBLE ON INSTRUMENT? O Od Od
INSTRUMENT RECENTLY IN
SOURCE'S ARTERY OR VEIN? O O O

Source Person (source of blood or body fluid to which the exposed person was exposed)

[J NOMINAL HIV TESTING ] NON-NOMINAL HIV TESTING

Exposed Person Management - The Exposed Person Was Given:

KNOWN? GENDER SURNAME GIVEN NAME DATE OF BIRTH (YYYY /MM / DD) PHN
Oves Owno | Om OF | |
INFECTIOUS STATUS OF SOURCE KNOWN MEMBER DATE BLOOD COLLECTED (YYYY / MM/ DD)
YES  NO  UNKNOWN | OF A HIGHER RISK YES  NO
Ve O O 0O GROUP FOR: v O 0O | |
HBsAg+ [ O Od wev [0 O
HCV+ O 0O O Hov O O

[ HBIG [C] HEPATITIS B VACCINE [C] POST EXPOSURE TETANUS BOOSTER ] TETANUS IMMUNE GLOBULIN [] ANTIRETROVIRAL STARTER KIT TIME STARTED
YYYYy MM DD YYYY MM DD YYyy MM DD YYYY MM DD YYYy MM DD
Blood Testing (HBsAg, Anti-HBs, Anti-HBc Total, Anti-HCV, HIV Ag/Ab are done routinely.)
LAB RESULTS TO BE FAXED/PHONED TO:
|:| SOURCE PERSON'S PHONE # FAX # NAME MSC #
FOLLOW-UP PHYSICIAN:
w oz
PHONE # FAX # NAME
E S | [ EXPOSED PERSON'S mMsc#
o E FOLLOW-UP PHYSICIAN:
wv o
PHONE # FAX # WORKSITE
|:| EXPOSED PERSON'S
WORKSITE OCC HEALTH:
o 5 | [JEXPOSED PERSON'S PHONE # FAX# NAME MSC #
Ho FOLLOW-UP PHYSICIAN:
Q2
E & | [] EXPOSED PERSON'S PHONE # FAX # WORKSITE
WORKSITE OCC HEALTH:
NAME OF HEALTH CARE PROVIDER COMPLETING ABOVE SECTION OF FORM DATE (YYYY / MM/ DD)
It is the responsibility of the requesting health care provider to AND REQUESTING BLOODWORK (PRINT)
obtain consent from the exposed and/or source person for all
laboratory testing as indicated below and for release of information

on this form to public health authorities, WorkSafeBC (if exposure is
occupational), and those people listed above. Refer to back of form

for guidelines for obtaining informed consent.

FOR LABORATORY USE ONLY

MSC #

Put a line through the tests that are not to be done

WORKSAFEBC PURPOSES ONLY

SIGNATURE OF PHYSICIAN WORKSAFE BC

BILLING CODE

# 19909

DATE RECEIVED AT LABORATORY (YYYY /MM / DD) TIME RECEIVED RECEIVED BY (INITIALS)
SAMPLE (T:j:fm > HBsAg ANTI-HBs ANTI-HBc Total ANTI-HCV HIV Ag/Ab
SOURCE PERSON LAB ID ONLY
RESULTS p
TRANSCRIBED BY
(INITIALS) P>
DATE
(YYYY /MM /DD)
EXPOSED PERSON’S NAME
RESULTS p
TRANSCRIBED BY >
EXPOSED PERSON'S LAB ID (NITIALS)
DATE
(YYYY /MM /DD)
TIME DATE (YYYY /MM /DD) INITIALS REVIEWED BY DATE (YYYY /MM /DD)

RESULTS FAXED / PHONED TO

[ EXPOSED PERSON'S PHYSICIAN

[J EXPOSED PERSON'S WORKSITE OCCUPATIONAL HEALTH

[J SOURCE PERSON'S PHYSICIAN

PG 1/WHITE - To accompany blood to

PG2/YELLOW - Exposed Person’s Worksite

BCCDC Laboratory Services (PHSA)

HLTH 2339 Rev. 2016/06/27

Occupational Health

WorkSal

PG 3/PINK - WorkSafeBC (if occupational exposure)

PG 4/GOLDENROD - Exposed Person’s Chart

feBC FAX (LOWER MAINLAND): (604) 276-3195

ORTOLL FREE: 1-888-922-3299 PG 2




BRITISH Ministry of
COLUMBIA | Health

Management of Percutaneous or Permu-
cosal Exposure to Blood and Body Fluid/

Laboratory Requisition

NOTE: If exposed and/or source person(s) choose non-nominal HIV
testing, identify only by initials, sex, and date of birth. Refer to back
of form for guidelines for obtaining informed consent.

HEALTH FACILITY STAMP /

EXPOSED PERSON'S
ADDRESSOGRAPH ¥

HOSPITAL

SPECIMEN SENTTO

Exposed Person Information [J NOMINAL HIV TESTING [C] NON-NOMINAL HIV TESTING [[] BCCDC LABORATORY SERVICES (PHSA) [] UBC VIROLOGY LABORATORY

SURNAME GIVEN NAME GENDER PHN DATE OF BIRTH (YYYY /MM / DD)
Om OF | |
ADDRESS HOME PHONE NUMBER WORK PHONE NUMBER
DATE &v-l;‘l«'\\(AE OF EXPA%SURE HOUR HAS THE EXPOSED PERSON PREVIOUSLY RECEIVED HEPATITIS B VACCINE? SEROCONVERSION? PREGNANT?
| | [Ono  [JunknowN  [JYES:  #OF DOSES Ono [ unknown [ YES Oves [ No
WAS THIS AN OCCUPATIONAL IF YES, SPECIFY OCCUPATION INDUSTRY JOB ACTIVITY AT TIME OF ACCIDENT

EXPOSURE?

[ ves

EMPLOYER’S NAME

Ono

EMPLOYER’S PHONE NUMBER DATE BLOOD COLLECTED (YYYY /MM / DD)

Exposure Information

TYPEOFBODYFLUID | PLACE OF EXPOSURE  (E.G. BEACH, PARK, HOSPITAL) TYPE OF EXPOSURE vES NO  UNKNOWN
(CITY/TOWN)
1. [ percuTANEOUS 3. [ sexuaL IF PERCUTANEOUS EXPOSURE, WAS:
2. [ PERMUCOSAL 4. [C] NON-INTACT SKIN BLOOD VISIBLE ON INSTRUMENT? 0 0 0
TYPE OF INSTRUMENT
BODY SITE WHERE EXPOSURE OCCURRED OF INSTRU INSTRUMENT RECENTLY IN
SOURCE'S ARTERY OR VEIN? O O O

Source Person (source of blood or body fluid to which the exposed person was exposed) [J NOMINALHIVTESTING ~ [] NON-NOMINAL HIV TESTING

INFECTIOUS STATUS OF SOURCE KNOWN MEMBER DATE BLOOD COLLECTED (YYYY /MM /DD)
YES NO  UNKNOWN | OF A HIGHERRISK YES NO
IV O 0O O GROUP FOR: HIV O O | |
HBsAg+ [ O Od wev [0 O
HCV+ O O O wev O 0O
Exposed Person Management - The Exposed Person Was Given:
[ HeiG [C] HEPATITIS B VACCINE [C] POST EXPOSURE TETANUS BOOSTER ] TETANUS IMMUNE GLOBULIN [] ANTIRETROVIRAL STARTER KIT TIME STARTED
YYYY MM DD YYYY MM DD YYYY MM DD YYYY MM DD YYYY MM DD
Blood Testing (HBsAg, Anti-HBs, Anti-HBc Total, Anti-HCV, HIV Ag/Ab are done routinely.)
LAB RESULTS TO BE FAXED/PHONED TO:
[[] SOURCE PERSON'S PHONE # FAX # NAME MSC #
FOLLOW-UP PHYSICIAN:
w =z
PHONE # FAX # NAME
E Q | [ EXPOSED PERSON'S MsC #
% FOLLOW-UP PHYSICIAN:
wv o
PHONE # FAX # WORKSITE
[[] EXPOSED PERSON'S
WORKSITE OCC HEALTH:
o 5 | [JEXPOSED PERSON'S PHONE # FAX# NAME MSC #
us FOLLOW-UP PHYSICIAN:
o
E E I:l EXPOSED PERSON'S PHONE # FAX # WORKSITE
WORKSITE OCC HEALTH:
NAME OF HEALTH CARE PROVIDER COMPLETING ABOVE SECTION OF FORM DATE (YYYY /MM / DD)
It is the responsibility of the requesting health care provider to AND REQUESTING BLOODWORK (PRINT)
obtain consent from the exposed and/or source person for all
laboratory testing as indicated below and for release of information

WORKSAFEBC PURPOSES ONLY
MSC # SIGNATURE OF PHYSICIAN

on this form to public health authorities, WorkSafeBC (if exposure is
occupational), and those people listed above. Refer to back of form
for guidelines for obtaining informed consent.

WORKSAFE BC
BILLING CODE

# 19909

FOR LABORATORY USE ONLY Put a line through the tests that are not to be done

DATE RECEIVED AT LABORATORY (YYYY /MM / DD) TIME RECEIVED RECEIVED BY (INITIALS)
SAMPLE (T:f:fm > HBsAg ANTI-HBs ANTI-HBc Total ANTI-HCV HIV Ag/Ab
SOURCE PERSON LAB ID ONLY
RESULTS p
TRANSCRIBED BY
(INITIALS) P>
DATE
(YYYY /MM /DD)
EXPOSED PERSON’S NAME
RESULTS p
TRANSCRIBED BY >
EXPOSED PERSON'S LAB ID (NITIALS)
DATE
(YYYY /MM /DD)
TIME DATE (YYYY /MM /DD) INITIALS REVIEWED BY DATE (YYYY /MM /DD)
RESULTS FAXED / PHONED TO
|:| EXPOSED PERSON'S PHYSICIAN |:| EXPOSED PERSON’S WORKSITE OCCUPATIONAL HEALTH |:| SOURCE PERSON'S PHYSICIAN

PG 1/WHITE - To accompany blood to
BCCDC Laboratory Services (PHSA)

HLTH 2339 Rev. 2016/06/27

PG2/YELLOW - Exposed Person’s Worksite
Occupational Health

PG 3/PINK - WorkSafeBC (if occupational exposure)

WorkSafeBC FAX (LOWER MAINLAND): (604) 276-3195
ORTOLL FREE: 1-888-922-3299

PG 4/GOLDENROD - Exposed Person’s Chart

PG3



BRITISH Ministry of
COLUMBIA | Health

Management of Percutaneous or Permu-
cosal Exposure to Blood and Body Fluid/

Laboratory Requisition

NOTE: If exposed and/or source person(s) choose non-nominal HIV
testing, identify only by initials, sex, and date of birth. Refer to back
of form for guidelines for obtaining informed consent.

HEALTH FACILITY STAMP /

EXPOSED PERSON'S
ADDRESSOGRAPH ¥

HOSPITAL

SPECIMEN SENTTO

Exposed Person Information [J NOMINAL HIV TESTING [C] NON-NOMINAL HIV TESTING [[] BCCDC LABORATORY SERVICES (PHSA) [] UBC VIROLOGY LABORATORY

SURNAME GIVEN NAME GENDER PHN DATE OF BIRTH (YYYY /MM / DD)
Om OF | |
ADDRESS HOME PHONE NUMBER WORK PHONE NUMBER
DATE &v-l;‘l«'\\(AE OF EXPA%SURE HOUR HAS THE EXPOSED PERSON PREVIOUSLY RECEIVED HEPATITIS B VACCINE? SEROCONVERSION? PREGNANT?
| | [Ono  [JunknowN  [JYES:  #OF DOSES Ono [ unknown [ YES Oves [ No
WAS THIS AN OCCUPATIONAL IF YES, SPECIFY OCCUPATION INDUSTRY JOB ACTIVITY AT TIME OF ACCIDENT

EXPOSURE?

[ ves

EMPLOYER’S NAME

Ono

DATE BLOOD COLLECTED (YYYY /MM / DD)

EMPLOYER’S PHONE NUMBER

Exposure Information
TYPE OF BODY FLUID

PLACE OF EXPOSURE (E.G. BEACH, PARK, HOSPITAL) TYPE OF EXPOSURE YES UNKNOWN

(CITY/TOWN)
1. [J PERCUTANEOUS 3. [ sexuaL IF PERCUTANEOUS EXPOSURE, WAS:
2. [ PERMUCOSAL 4. [C] NON-INTACT SKIN BLOOD VISIBLE ON INSTRUMENT? 0 0 0
TYPE OF INSTRUMENT
BODY SITE WHERE EXPOSURE OCCURRED OF INSTRU INSTRUMENT RECENTLY IN
SOURCE'S ARTERY OR VEIN? O 0O O

[J NOMINAL HIV TESTING ] NON-NOMINAL HIV TESTING

Source Person (source of blood or body fluid to which the exposed person was exposed)

INFECTIOUS STATUS OF SOURCE KNOWN MEMBER DATE BLOOD COLLECTED (YYYY /MM /DD)
YES NO  UNKNOWN | OF A HIGHER RISK YES NO
IV O 0O O GROUP FOR: HIV O O | |
HBsAg+ [ O Od wev [0 O
HCV+ O O O wev O 0O
Exposed Person Management - The Exposed Person Was Given:
[ HBIG [C] HEPATITIS B VACCINE [C] POST EXPOSURE TETANUS BOOSTER ] TETANUS IMMUNE GLOBULIN [] ANTIRETROVIRAL STARTER KIT TIME STARTED
YYYY MM DD YYYY MM DD YYYY MM DD YYYY MM DD YYYY MM DD
Blood Testing (HBsAg, Anti-HBs, Anti-HBc Total, Anti-HCV, HIV Ag/Ab are done routinely.)
LAB RESULTS TO BE FAXED/PHONED TO:
PHONE # FAX # NAME
[] SOURCE PERSON'S MsC #
FOLLOW-UP PHYSICIAN:
w =
PHONE # FAX # NAME
E Q | [ EXPOSED PERSON'S MsC #
% FOLLOW-UP PHYSICIAN:
wv o
PHONE # FAX # WORKSITE
[[] EXPOSED PERSON'S
WORKSITE OCC HEALTH:
o 5 | [JEXPOSED PERSON'S PHONE # FAX# NAME MSC #
us FOLLOW-UP PHYSICIAN:
o
E E I:l EXPOSED PERSON'S PHONE # FAX # WORKSITE
WORKSITE OCC HEALTH:
NAME OF HEALTH CARE PROVIDER COMPLETING ABOVE SECTION OF FORM DATE (YYYY /MM / DD)
It is the responsibility of the requesting health care provider to AND REQUESTING BLOODWORK (PRINT)
obtain consent from the exposed and/or source person for all
laboratory testing as indicated below and for release of information

WORKSAFEBC PURPOSES ONLY
MSC #

on this form to public health authorities, WorkSafeBC (if exposure is
occupational), and those people listed above. Refer to back of form
for guidelines for obtaining informed consent.

SIGNATURE OF PHYSICIAN

WORKSAFE BC
BILLING CODE

# 19909

FOR LABORATORY USE ONLY Put a line through the tests that are not to be done

DATE RECEIVED AT LABORATORY (YYYY /MM / DD) TIME RECEIVED RECEIVED BY (INITIALS)
SAMPLE (T:f:fm > HBsAg ANTI-HBs ANTI-HBc Total ANTI-HCV HIV Ag/Ab
SOURCE PERSON LAB ID ONLY
RESULTS p
TRANSCRIBED BY
(INITIALS) P>
DATE
(YYYY /MM /DD)
EXPOSED PERSON’S NAME
RESULTS p
TRANSCRIBED BY >
EXPOSED PERSON'S LAB ID (NITIALS)
DATE
(YYYY /MM /DD)
TIME DATE (YYYY /MM /DD) INITIALS REVIEWED BY DATE (YYYY /MM /DD)
RESULTS FAXED / PHONED TO
|:| EXPOSED PERSON'S PHYSICIAN |:| EXPOSED PERSON’S WORKSITE OCCUPATIONAL HEALTH |:| SOURCE PERSON'S PHYSICIAN

PG 1/WHITE - To accompany blood to
BCCDC Laboratory Services (PHSA)

HLTH 2339 Rev. 2016/06/27

PG2/YELLOW - Exposed Person’s Worksite
Occupational Health

PG 3/PINK - WorkSafeBC (if occupational exposure)

WorkSafeBC FAX (LOWER MAINLAND): (604) 276-3195
ORTOLL FREE: 1-888-922-3299

PG 4/GOLDENROD - Exposed Person’s Chart

PG 4



GUIDELINES FOR OBTAINING INFORMED CONSENT

Obtaining informed consent and maintaining confidentiality of information is an integral part of all
post-exposure testing procedures. Therefore, appropriate pre- and post-test discussion must accompany
testing for blood and body fluid exposures.

The following should be discussed with the SOURCE person:
] Why/how their test results are needed for post-exposure management of the exposed person
[_] That consent is needed for disclosure of their test results to:
(] Their own follow-up physician
[ ] The exposed person’s follow-up physician

[ ] The exposed person’s worksite occupational health and to WorkSafe BC
(in the instance of an occupational exposure)

[ ] The exposed person will not be informed of their test results, or their identity.
(The exposed person will only be told whether or not to continue HIV post exposure
prophylaxis.)

[ ] How they choose to be contacted in the event of a positive test result.

(The above enables appropriate post-test follow-up management and support - especially in the event
of a positive test result)

Obtain consent from the EXPOSED person for disclosure of their lab results to their:
[ ] Worksite occupational health and WorkSafe BC
[] Follow-up physician

Inform the SOURCE and EXPOSED person that:
R testing may be done:

[] Nominally - in which the test is conducted and reported using the client’s full name,
address and contact information

Or
L] Non-nominally - in which the test is conducted using initials as per agency standards

[ ] Positive HIV results will be reported to the Medical Health Officer using the nominal or
non-nominal identifiers. Non-nominal HIV reporting is identified through checking a tick box
on the laboratory requisition form.

[ ] ForallHIV positive results (nominal or non-nominal), a case report will also be sent to public
health. A public health nurse with specialized training will be responsible for the required
follow-up by calling the testing physician to offer support for the newly positive client,
and assisting with partner counseling or other identified needs. Follow-up will occur whether
testing is ordered by either the nominal or non-nominal option.

[] Testing for HBV and HCV can only be done nominally.

[ ] Positive HBV and HCV test results will be forwarded to public health for appropriate follow-up
and management.

HLTH 2339 Rev. 2016/06/27
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