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V.  Consent

Client Initials:

_______
I hereby consent to the drawing of a blood sample by A&PI Wellness Center staff to determine my Hepatitis B status and provide supportive care. 

_______
If Hepatitis B vaccines were to be provided, I hereby consent to the administration of Hepatitis B vaccines by A&PI Wellness Center. A&PI Wellness Center may solicit the assistance of University of California, San Francisco (UCSF) professional students for the administration of vaccine and for the procedure of blood drawing. 

_______
I authorize A&PI Wellness Center and its staff to access my test results. A&PI Wellness Center may solicit the assistance of UCSF professional students in the process of providing follow up care.  I authorize UCSF professional students and UCB students to access my test results under the supervision of the A&PI Wellness Center. 

_______
I give permission to A&PI Wellness Center to forward my negative Hepatitis B test results to the San Francisco Department of Public Health for data collection purposes as well.  I understand that all information regarding my Hepatitis B status will remain confidential.

_______
I understand that A&PI Wellness Center will have to forward positive Hepatitis B test results to the San Francisco Department of Public Health.  I understand that all information regarding my Hepatitis B status will remain confidential.

_______
Furthermore, I hereby release A&PI Wellness Center and its affiliated entities and their respective officers, employees, successors, and assigns from any liability arising from or in any way connected with this blood drawing for the tests and vaccinations indicated above.

	
	
	
	
	

	Client Signature
	
	Staff Signature
	
	Interpreter Signature

	
	
	
	
	

	Client Name
	
	Staff Name
	
	Interpreter Name

	
	
	
	
	

	Date
	
	Date
	
	Date
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Immunization Questions


No
Yes
Unsure

Have you ever received shots for Hepatitis A?




□
□
□


If yes, how many ____

Have you ever received shots for Hepatitis B?




□
□
□


If yes, how many ____

Have you ever had your blood tested for Hepatitis B?



□
□
□


If yes, my result is _________________________

Has a doctor ever told you that you have Hepatitis B?



□
□
□


If yes, assess client’s understanding of their condition.  Refer client to care if needed.

Does anyone in your family have Hepatitis B? 




□
□
□


If yes , who _________________________

Do you have health insurance now?





□
□
□


If yes, indicate insurance carrier _________________________

Do you currently have a medical provider?





□
□
□


If yes, indicate provider _________________________

Allergy Questions

Have you ever had a reaction to vaccines (like a rash)?



□
□
□

Do you have any allergies to any medications/drugs?



□
□
□


If yes, which medications/drugs _________________________

Are you allergic to dry natural latex rubber, alcohol swabs, or yeast?

□
□
□


Other allergies _________________________

Staff Only

Consent and Intake QA  □

Date ___ / ___ / ___

Time of draw ___ : _____

Staff ______________

Hepatitis B/C Client File

Date of Screening
____ / ____ / ____



File Finished ____ / ____/ ____

Client Name
_________________________
____
_________________________




First




M.
Last

DOB

____ / ____ / ____

Preferred Language ___________________

Results

HBV

Ag ________

Ab ________

HCV

Ab ________

Vaccination Schedule

Scheduled Date
Actual Date
Notes (Hep A/B or B, etc.)


Staff Name

#1

____________
___________
___________________________________
_______________

#2

____________
___________
___________________________________
_______________

#3

____________
___________
___________________________________
_______________
Client Contact

Date
Notes








Staff Name

________
_____________________________________________________
_______________

________
_____________________________________________________
_______________

________
_____________________________________________________
_______________

________
_____________________________________________________
_______________

________
_____________________________________________________
_______________

________
_____________________________________________________
_______________

________
_____________________________________________________
_______________

________
_____________________________________________________
_______________

COMMUNITY


HIV|AIDS


SERVICES
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Consent and Release of Information for Hepatitis B Screening











I. Procedure


One small tube of blood will be drawn from a vein in your arm and tested for Hepatitis B surface antigen and Hepatitis B surface antibody.  These tests will indicate whether you are a chronic hepatitis B carrier, and if not, whether you are already protected against Hepatitis B.





The possible complications of blood drawing can include pain, bruising, fainting, or blood clotting.  This test will not detect recent infection with Hepatitis B.  As with all laboratory tests, in rare cases, results may be inaccurate. 





You may also receive vaccination through an intramuscular shot. The risks of intramuscular vaccination include temporary discomfort form the needle stick, bruising, rarely infection at the site and very rarely an allergic reaction. (Please read attached CDC hepatitis B information sheet).





You may acquire knowledge about chronic hepatitis B infection that is identified from the study screening blood test which may cause you emotional distress.





II.  Purposes of Screening and Disclosure


The purpose of the testing is to determine your hepatitis B status.  In compliance with HIPAA, by signing this form, you are authorizing Chinese Hospital to disclose the test results to A&PI Wellness Center.  A&PI Wellness Center will notify you of the test results in your preferred method of contact in about two weeks.  In addition, any positive Hepatitis B results will be reported to the San Francisco County Department of Public Health in accordance with applicable law.  Except as described above, any personal information gathered in the course of this blood drawing and screening will remain confidential to the extent permitted by law. 





III.  Cost and Follow-Up Treatment


The blood drawing and blood tests will be performed at no cost to you.


If you test positive for Hepatitis B, you will receive referral information and written care guidelines for chronic Hepatitis B infection.


If you test negative for Hepatitis B, and if you have not been vaccinated against Hepatitis B, you will receive instructions on receiving a series of 3 Hepatitis B vaccines at A&PI Wellness Center.  You will also receive information about the risks and benefits of the Hepatitis B vaccines.





IV.  Voluntary Participation and Additional Information


The Hepatitis B screening and this consent form are voluntary and for your own benefit.





If you have additional questions or concerns about your test, you can contact Jason Kwong, Testing Clinic Specialist, at A&PI Wellness Center’s Testing Clinic at (415) 292-3420 ext 349.





If you have grievance about today’s procedure, you can contact Carlos Bermudez, Director of Health Education A&PI Wellness Center at 415-292-3420 ext. 374.





Client Registration and Intake Form for Hepatitis B








Client Information


Mr./Ms./Mrs. _____	Name	_________________	___  ______________________


				First			M.    Last





DOB  M___/D___/Y______   Age _____	Gender ____________________





Ethnicity	□ Chinese					Sexual Orientation 


		□ Filipino					□ Heterosexual


		□ Japanese					□ Bisexual


		□ Korean					□ Homosexual/Gay


		□ Vietnamese					□ Queer


		□ Other A/PI ______________		□ Questioning


		□ Multi ___________________		□ Other _____________


		□ African American


		□ American Indian/Alaskan Native


		□ Caucasian/White


		□ Latino/Hispanic


		□ Other ___________





Preferred Language _______________________





Country of Birth _______________________	Year Arrived in US __________





Country of Birth of Mother __________________	Father __________________





Number of people in household _____________








Contact Information





Address __________________________________________________________





City/State _____________________________	Zip Code _______________





I choose to be contacted by:





	□ Phone (____) ______________


		□ No message.


		□ Alright to leave a message that may contain results.





	□ Email _____________________________________


		  Message may contain results





	□ Special instructions





		_______________________________________________________








(Continue on back side of page)
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