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Address: City, State, Zip Code: 

  

  

  

 

 

�  � EKG/ Cardiology Testing Results 
 �  � film   

�  � Genetic Information 
�  �  
�  �  
�  �  
�  
�  
�  
� Lab Results 

4  I understand that information related to my treatment for AIDS/HIV, mental health care, or genetic information 
will not be disclosed unless specifically checked below: 

� AIDS/HIV - Yes, disclose this information (Initial) 
� Behavior/Mental Health Care/Treatment - Yes, disclose this information (Initial) 
� Genetic Information - Yes, disclose this information (Initial) 

genetic, HIV, substance abuse, or mental health information, 
i  include; (i) genetic information about inherited genes or chromosomes, and of alterations thereof, 
whether obtained from an individual or family member, that is scientifically or medically believed to 
predispose an individual to disease, disorder, or syndrome, or believed to be associated with a statistically-
significant increased risk of development of a disease, disorder, or syndrome; (ii) information concerning 
whether an  virus (HIV)-related test, has HIV 
and/or HIV-related illness, acquired immunodeficiency syndrome (AIDS), and/or including information 
pertaining to the ; (iii) substance abuse information including whether the individual is 
receiving treatment,  the 
individual relapsed  ; (iv)  

 including behavioral/mental health care information about whether or not the individual received 
treatment, prognosis, as well as complete information on all matters relating to the admission, legal status, 
care, and treatment of the individual, as well as all pertinent documents relating to the individual. 
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