UB Student Health Services

3435 Main Street, Buffalo, NY  14214

Phone: 716-829-3316   Fax: 716-829-2564

SOURCE PATIENT

Post-Exposure Prophylaxis (PEP) Form

SOURCE PATIENT PORTION:

A State University of New York student was exposed to your blood or body fluid during a procedure.  The following questions will assist our staff in caring for the student that was involved in the accident.  Please be assured all answers will remain CONFIDENTIAL.  There is a possibility that some blood tests may be recommended.  We will ask you to complete a release of information sheets so we can share your test results with the student.  You have the right to refuse the lab work.  You may also choose not to sign the releases of information and/or this form.  However, your cooperation would be appreciated.

1. Do you have any medical illnesses?

(Circle one:  YES  NO )

If YES (briefly explain):




























A. Do you have Hepatitis B?

(Circle one:  YES  NO )

B. Do you have Hepatitis C?

(Circle one:  YES  NO )

C. Have you ever had Hepatitis B or C?
(Circle one:  YES  NO )

D. Do you have HIV/AIDS?

(Circle one:  YES  NO ) 

3. Do you take any medication?


(Circle one:  YES  NO )

     If YES (Names of medications)



























4. Have you ever had a Blood Transfusion (you received blood or a blood product) ?    (Circle one:  YES  NO )

                   If YES---What year did you receive the transfusion?_______Year

5. Do you have any history of IV drug use?

(Circle one:  YES  NO )

6. Who are your sexual partners (now or in the past)?
(Circle all that apply     MALES    FEMALES )

NOTE:  If Incident occurred at the Dental School, please tell the Lab to bill these tests to the Dental School

Name of Student:






Student Phone number:






THANK YOU FOR COMPLETING THIS FORM!







Source Patient Signature:





NURSE PORTION:

· Assure identifying information at bottom of form is completed.

· Have source patient read NYS HIV consent form*

· Read/Sign NYS HIV release form*

· Read/Sign Consent to Release Information Form (For information pertaining to this incident)*

· Give Source Patient a copy of “If You Have Billing Questions” form.

*Student/source patient have right to refuse (if refused write-“refused” and initial)

RN Signature:






PROVIDER PORTION:

· I have reviewed this form with the Source Patient and answered all or her/his questions.
· I have ordered the Following Labwork (Please Circle:  HIV    Hepatitis BsAg    Hepatitis C Ab )
· I will notify the Source Patient of the Lab Results by 
· Phone Number Below
· Other:







Provider Signature:
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