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SOURCE INDIVIDUAL CONSENT/WAIVER TO PERFORM LABORATORY TESTING 

 

* Complete, sign, date and return to the Human Resources Department* 

 

 

I have been informed that during the performance of his/her duties, an employee of SOCFC, Inc. may have been 

exposed to a bodily fluid of mine.  In order to assess and minimize the risk to the exposed employee, I give my 

consent for a blood sample to be drawn by a licensed laboratory or health care provider to detect the presence of 

an infectious organism including Hepatitis B and HIV.  (NOTE: The Center for Disease Control recommends 

that testing for Hepatitis C be included in the basic profile.) 

 

 

CONSENT TO PERFORM LAB TESTING 

Results of my lab test may be made available ONLY to my personal health care provider. 

 

HCP Name:______________________________________________ 

 

HCP Address:____________________________________________ 

  

HCP Phone:______________________________________________ 

  

 

 

 

 

Source Individual Signature (or parent/guardian) __________________________________________________ 

 

Print Name _______________________________________________________    Date ___________________ 

 

 

---------------------------------------------------------------------OR------------------------------------------------------------- 

 

 

WAIVER TO PERFORM LAB TESTING 

 

I have been offered and have decided to waive my right to be tested for the infectious diseases listed above. 

 

 

 

Source Individual Signature (or parent/guardian) __________________________________________________ 

 

Print Name _______________________________________________________    Date ___________________ 

 


