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PREVENTIVE MEDICINE COUNSELING RECORD
PRIVACY ACT STATEMENT
The counselor will obtain and record the administrative information required in Part 1 from official military records or from the patient's identification card. If the patient is not active duty military, the sponsor's information will 	 also be included. Each item in Part II will be individually explained to the patient by the counselor. Certifying signatures of the counselor and patient will be affixed as indicated in Part II. The patient will receive one copy, the other copy will be filed in the patient's inpatient medical record.
INSTRUCTIONS
PART I - PATIENT IDENTIFICATION
PATIENT NAME
SPONSOR NAME
GRADE
SSN
UNIT
LOCATION
DATE OF DIAGNOSIS
LOCATION OF COUNSELING
COUNSELING
TIME
DATE
COUNSELOR'S NAME
COUNSELOR'S GRADE AND CORPS
COUNSELOR'S TITLE
COUNSELOR'S UNIT
PART II - ACKNOWLEDGEMENT
     I have been informed of my confirmed positive laboratory result for the Human Immunodeficiency Virus (HIV) antibody. I understand that I have a responsibility to prevent transmission of the infection to others with whom I may have contact. Specifically:
    a. My positive HIV antibody test with Western Blot confirmation means that I have been infected with HIV. Current medical knowledge indicates that once a person has been infected, it is assumed that he or she continues to harbor the virus. This means that I am infectious, or capable of transmitting the virus through any behaviors potentially involving the sharing of body fluids.
    b. It has been explained to me that HIV infection is primarily transmitted through three routes: intimate sexual exposure; perinatal                   exposure (from infected mothers to their infants); and parenteral exposures (transfusion of contaminated blood or blood products, or sharing 
of needles by intravenous drug abusers). Since the virus has been isolated from various body fluids, to include blood, semen, saliva, tears,
and breast-milk, personal items such as toothbrushes, razors and other personal implements which could become contaminated with blood
or other fluids should not be shared with others, even though the risk appears low. I have been informed that casual contact such as 
hugging, shaking hands or other common nonsexual personal contacts pose a negligible risk of transmission.
    c. I have been informed that the percentage of those infected with HIV, which will progress to clinical illness or suffer impaired immunity, is unknown. If I am now asymptomatic, and later develop unexplained fever, weight loss or infections, I must seek immediate medical attention.
    d. Although I may have no symptoms presently, I may still transmit this infection to others through sexual intercourse, sharing of needles, donated blood products, and possibly through exposure of others to saliva through oral-genital contact or intimate kissing. I have been informed that transmission of HIV infection through sexual intercourse can be avoided only through abstinence. If I cannot abstain, then I must engage only in protected sexual relations, i.e. using a condom. While the ability of condoms to prevent the transmission of infection is unproven, they may reduce the chance of transmission and I must always use them or insist on their use during all intimate sexual 	encounters.
    e. I have been informed that I, as an HIV infected person, have the responsibility to always verbally inform my sexual partners of my infection prior to engaging in any intimate sexual behavior.
    f. I realize that I may have infected others before I knew I was infected. For that reason, I am obligated to reveal the identity of all persons with whom I have had sexual relations or shared needles, so that they too can receive testing and counseling to break the chain of transmission. In addition to revealing their identities, I will personally inform all my contacts of the likelihood of their exposure to HIV as soon as possible, and recommend they seek testing and counseling.
g.  I, as an HIV infected person, will not donate blood, sperm, tissues, or organs.
    h. Whenever I seek medical or dental care from any source, I must inform the health care provider of my HIV infection, so that
appropriate evaluation and precautions are taken to protect the provider and other patients. If the husband or wife or both are HIV infected,
pregnancy should be avoided because of the high possibility that a newborn infant of an infected mother will also be infected. New 
mothers, who are HIV infected, should avoid or discontinue breast-feeding to prevent potential transmission to an uninfected infant.
I acknowledge that I,
, have been counseled and understand that the preventive medicine
measures listed in paragraphs a. through h. above, which were explained to me, are necessary to preclude transmission of HIV infection.
SIGNATURE OF PATIENT
DATE
SIGNATURE OF COUNSELOR
DATE
AF IMT 3845, 19940901, V2
AUTHORITY:  10 U.S.C. Chapter 55 and Section 8067 and 8013 and EO 9397.
PURPOSE:   To ensure preventive medicine counseling is provided to each Human Immunodeficiency Virus antibody positive military health care
beneficiary.  To document this counseling in the individual's medical records.
ROUTINE USE:  None.
DISCLOSURE IS VOLUNTARY:  However, failure to provide the requested information will result in the retrieval of this information from other records.
Failure to provide the requested information may prevent this document from being filed in your medical records causing a repeat counseling.
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