HIV EVALUATION AND TREATMENT UNIT

NAVAL MEDICAL CENTER, ___________
COUNSELING STATEMENT
I, __________________________________________, acknowledge that I have been counseled by 
_______________________________________________________, and understand the following:

1.  That I have the antibodies to Human Immunodeficiency Virus (HIV) indicating infection in my body.  This means that my blood and bodily fluids (semen, vaginal fluids and breast milk) can transmit this virus to others.  Therefore, prior to engaging in sexual activity, or any activity in which my bodily fluids may be transmitted to another person, I must verbally advise any prospective sexual partner that I am HIV positive and that there is a risk of possible infection.  If my partner consents to sexual relations, I shall not engage in sexual activities without the use of a condom.  I must also advise my potential sexual partner that the use of a condom does not guarantee that the virus will not be transmitted.  Failure to inform my partners of my condition and the associated risks will make me liable for criminal prosecution under the UCMJ as well as State and Federal Criminal Statues and may also subject me to civil law suits.
2.  When I seek medical or dental care, I must inform the health care providers that I am HIV positive before treatment is initiated.  In the event I require emergency care, I will inform personnel responding to my emergency that I am HIV positive, conditions permitting (e.g., unconscious).  I will refrain from any injection using an air gun and I shall not donate blood, sperm, body tissue, organs or any other body fluids. 

3.  I should cooperate with military and civilian preventive medicine and public health officials in notifying other people with whom I have had intimate contact who may be at risk of being infected with HIV.
4.  It is recommended that I take precautions to prevent pregnancy as HIV may be transmitted to the baby if the mother is infected.
5.  That in the event of a potential sexual exposure (the condom breaks), I will advise my partner to seek immediate medical attention and evaluation.  
_______________________________________
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