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Consent Form B &

*=H T ACHE T K[E) & Please fill out this consent form in English
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ﬁ%&%%ﬁ%&msmt and Release Agreement
&Hﬁﬁg]ﬂ?%%ﬁl understand that:
1. Lab Corp A\ SJfFEHIEERATMAE - MHEST ZAUTF SO afmlg - Molllik - HIR= iE G arata i ar S B N R (e &

(AAHI) HYB2ETE T HE{T2E4% © My blood will be drawn by Lab Corp staff and screened for Hepatitis B virus. The lab report will then be sent to an
Asian American Health Initiative (AAHI) volunteer physician for review.

2. fhimeaTREEEIM - HUGEGER - A NG R - BB EIRAC BRI o Hh A R E bR - (EFEEE{RA - The blood
draw may cause bleeding, bruising, or pain. Some people become dlzzy, feel faint, or faint. There is a rare risk of infection because of blood drawing.

3. ERMOGIER2ET - HOTHEE RIS TR S PR T RE IR IR o IO - AR B - RS HE— PRI

eﬂ‘JﬁEﬁEEE 55 © These screenings are not diagnostic and may miss abnormalities, which further testing would detect. Also, on occasion, these
screenings may show abnormalities that further testing will prove to be normal.

4. MEMHIFAS R & 2SR E IR (CDC) REa T HE) CDC IR LA R b = A INE s EbE (RTI
International) - AAHI #) Z AT 2851 73 F T s th/IoRHE A BRI IS 3R (BN &8 S AT ArT e A HIE A S 0y

E"‘] ié’?*/{» ° The results of the blood test will be sent to the Centers for Disease Control and Prevention (CDC) and RTI International, which collects Hepatitis B
data for the CDC. It will also be utilized by AAHI in a report to evaluate the Hepatitis B Pilot Project but no identifying data will be used.

5. OB - ﬁﬁﬁ@iﬁ%ﬁ&ﬁmﬂ‘?%qﬁﬁ AR TET 2 HE 2 f6&ER © 1have read, understood and accept the terms of the scope of the pilot

project in the accompanying brochure.

6. RORFE AR R R R & Ge B - 1 certify that the statements and information I have given on my registration form are

true and complete.
LRI N B B\ R (e (A T ~ FLRMERI G2 ~ BBh ~ B - (RBEHAE - (AR - B S AR (T B LA AR
FRRIECI LA S50 » A BRI AR / S ELATAS RN/ S AT 2T TR AR T - 1o

undersigned, release the Asian American Health Initiative, its licensees, funders, employees, agents, representatives, Board of Directors, and any individual or entity
associated with this screening from any and all paid liability which may arise from these screenings and/or data derived from it and/or from any information distributed.

BRAN AL AR F b s B R Em O SRt A e B R (e I e < AR O - HBRIJREL T RSRLpE
i Tsm ey ) TRk HIPAA (B ORba il TR E(i%ﬁ) i&Z,%EFﬁ%JJIDZH%%?B&E@J‘E#FJZ%K THHIAGHEX

I_ELL[/E\:{‘@ A%%Eg ° Except for the release of information that I have authorized in this consent form, all information given to the Asian American Health Initiative will

be kept confidential and will not be disclosed again to others except as allowed or required by Maryland or Federal law consistent with HIPAA (Health Insurance Portability
and Accountability Act) as specified in the Notice of Privacy Practices.

WE BRI i[RI R bt - IR IKIR et T & < O GEE T ARG » BRIEA NI » SRIARE SR

e p
,“ftéiﬁ 5(‘5( ° Thave read and understand the above Consent and Release Agreement and desire to have such screenings pursuant to the terms contained herein. This consent

form remains in place unless revoked by me.
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