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@ Physician/Referring Laboratory

WHOLE CLOTTED BLOOD PREFERRED
Appropriate HIV Serology will be carried out according to the information
provided above. Reactive screen tests will be confirmed with supplemental
testing and western blot. Additional testing {p24 antigen) will be carried out
when a patient is suspected of being in the window period or under other
specific circumstances.

Complste information is essential for epidemiclogic analyses ragarding HIV in
Ontario. Information is protectsd by the FOIPPA and the method of patient

identifical
also available at 34 designated Ontario sifes.
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@ Reason for HIV testing (check all that apply)
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G Symptoms
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ﬂ suspected acute seroconversion {flu-like iilness)

date of onset (if known)
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L& AIDS
1) other HIV related disease
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Collection date of specimen
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