
lab results to be faxed/phoned to:

Exposed Person Management - The Exposed Person Was Given:

 HBIG

Blood Testing (HBsAg, Anti-HBs, Anti-HBc, Anti-HCV, Anti-HIV are done routinely.) 

	source person’s 
follow-up physician:

phone #

 post exposure tetanus booster  antiretroviral starter kit hepatitis B vaccine time started

has the exposed person previously received Hepatitis b vaccine?

Exposed Person Information
surname date of birth (yyyy / mm / dd)

 m  f

gender phngiven name

address

date & time of exposure
yyyy mm dd hour

was this an occupational 
exposure? 

 yes  no

Exposure Information
 yes no unknown

if percutaneous exposure, was:

blood visible on instrument?   	

Instrument recently in
source’s artery or vein?   	

type of body fluid

Source Person (source of blood or body fluid to which the exposed person was exposed)

specimen sent to

 BCCDC laboratory Services (PHSA) 	ubc virology laboratory

 no  unknown  yes: # of doses 

work phone numberhome phone number

place of exposure (e.g. beach, park, hospital)
(city/town)

type of exposure

known?

 yes  no

infectious status of source
 yes no unknown

HIV+   

HBsAg+   

HCV+   	

gender

 m  f

 yes no

HIV  

HBV  

HCV   

known member
of a higher risk
group for:

surname

Repeat

ANTI-HIV
SAMPLE

For Laboratory use only
date received at laboratory (YYYY / mm / dd)

exposed person’S NAME

EXPOSED PERSON’S lab id

Initial

ANTI-HCV

Initial Repeat

ANTI-HBs

RepeatInitial

HBsAg
Initial Repeat

▲
▲

▲

results

TRANSCRIBED BY 
(Initials)

date
(yyyy / mm / dd)

▲

time received received by (initials)

▲
▲

results

TRANSCRIBED BY 
(Initials)

source person LAB ID ONLY

phone #

It is the responsibility of the requesting health care provider 
to obtain consent from the exposed and/or source person for 
all laboratory testing as indicated below and for release of
information on this form to public health authorities, WCB 
(if exposure is occupational), and those people listed above.
Refer to back of form for guidelines for obtaining informed 
consent.

NOTE: If exposed and/or source person(s) choose non-nominal HIV 
testing, identify only by initials, sex, and date of birth. Refer to back 
of form for guidelines for obtaining informed consent.

Management of Percutaneous or 
Permucosal Exposure to Blood and 
Body Fluid/Laboratory Requisition h
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 ▼

date of birth (YYYY / mm / dd) PHN

msc #

msc #

name

name

fax #

fax #

date (YYYY / mm / dd)name of health care provider completing above section of 
form and requesting bloodwork (print)

MSC #

tests
(By eia)

given name

1.   percutaneous

2.  permucosal

body site where exposure occurred type of instrument

seroconversion?

 no  unknown  yes

If yes, specify occupation industry job activity at time of accident

employer’s name

results faxed / phoned to

time date (yyyy / mm / dd) initials reviewed by date (yyyy / mm / dd)

date
(yyyy / mm / dd)

▲

 exposed person’s physician  exposed person’s worksite occupational health  source person’s physician 

employer’s phone number

phone # worksitefax #

HLTH 2339 Rev. 2011/11/24

ANTI-HBc

RepeatInitial

pregnant?

 yes  no

 tetanus immune globulin

Put a line through the tests that are not to be done

WCB purposes only
signature of physician wCb billing code

# 19909

WCB FaX (lower mainland): (604) 276-3195
or toll Free: 1-888-922-3299

PG 1 / WHITE - To accompany blood to PG 2 / YELLOW - Exposed Person’s Worksite PG 3 / PINK - WCB (if occupational exposure) PG 4 / goldenrod - Exposed Person’s Chart 
  BCCDC Laboratory Services (PHSA)   Occupational Health

 nominal HIV testing	 	non-nominal HIV testing

hospital

 nominal HIV testing	 	non-nominal HIV testing

date blood collected (yyyy / mm / dd)

phone # fax #

phone # fax #

msc #name

worksite

	exposed person’s 
follow-up physician:

	exposed person’s 
worksite occ health:

	exposed person’s 
follow-up physician:

	exposed person’s 
worksite occ health:
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date blood collected (yyyy / mm / dd)

	 yyyy	 mm	 dd 	 yyyy	 mm	 dd 	 yyyy	 mm	 dd 	 yyyy	 mm	 dd 	 yyyy	 mm	 dd

3.  sexual

3.  non-intact skin

4.  skin exposure

PG 1



lab results to be faxed/phoned to:

Exposed Person Management - The Exposed Person Was Given:

 HBIG

Blood Testing (HBsAg, Anti-HBs, Anti-HBc, Anti-HCV, Anti-HIV are done routinely.) 

	source person’s 
follow-up physician:

phone #

 post exposure tetanus booster  antiretroviral starter kit hepatitis B vaccine time started

has the exposed person previously received Hepatitis b vaccine?

Exposed Person Information
surname date of birth (yyyy / mm / dd)

 m  f

gender phngiven name

address

date & time of exposure
yyyy mm dd hour

was this an occupational 
exposure? 

 yes  no

Exposure Information
 yes no unknown

if percutaneous exposure, was:

blood visible on instrument?   	

Instrument recently in
source’s artery or vein?   	

type of body fluid

Source Person (source of blood or body fluid to which the exposed person was exposed)

specimen sent to

 BCCDC laboratory Services (PHSA) 	ubc virology laboratory

 no  unknown  yes: # of doses 

work phone numberhome phone number

place of exposure (e.g. beach, park, hospital)
(city/town)

type of exposure

known?

 yes  no

infectious status of source
 yes no unknown

HIV+   

HBsAg+   

HCV+   	

gender

 m  f

 yes no

HIV  

HBV  

HCV   

known member
of a higher risk
group for:

surname

Repeat

ANTI-HIV
SAMPLE

For Laboratory use only
date received at laboratory (YYYY / mm / dd)

exposed person’S NAME

EXPOSED PERSON’S lab id

Initial

ANTI-HCV

Initial Repeat

ANTI-HBs

RepeatInitial

HBsAg
Initial Repeat

▲
▲

▲

results

TRANSCRIBED BY 
(Initials)

date
(yyyy / mm / dd)

▲

time received received by (initials)

▲
▲

results

TRANSCRIBED BY 
(Initials)

source person LAB ID ONLY

phone #

It is the responsibility of the requesting health care provider 
to obtain consent from the exposed and/or source person for 
all laboratory testing as indicated below and for release of
information on this form to public health authorities, WCB 
(if exposure is occupational), and those people listed above.
Refer to back of form for guidelines for obtaining informed 
consent.

NOTE: If exposed and/or source person(s) choose non-nominal HIV 
testing, identify only by initials, sex, and date of birth. Refer to back 
of form for guidelines for obtaining informed consent.

Management of Percutaneous or 
Permucosal Exposure to Blood and 
Body Fluid/Laboratory Requisition h
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 ▼

date of birth (YYYY / mm / dd) PHN

msc #

msc #

name

name

fax #

fax #

date (YYYY / mm / dd)name of health care provider completing above section of 
form and requesting bloodwork (print)

MSC #

tests
(By eia)

given name

1.   percutaneous

2.  permucosal

body site where exposure occurred type of instrument

seroconversion?

 no  unknown  yes

If yes, specify occupation industry job activity at time of accident

employer’s name

results faxed / phoned to

time date (yyyy / mm / dd) initials reviewed by date (yyyy / mm / dd)

date
(yyyy / mm / dd)

▲

 exposed person’s physician  exposed person’s worksite occupational health  source person’s physician 

employer’s phone number

phone # worksitefax #

HLTH 2339 Rev. 2011/11/24

ANTI-HBc

RepeatInitial

pregnant?

 yes  no

 tetanus immune globulin

Put a line through the tests that are not to be done

WCB purposes only
signature of physician wCb billing code

# 19909

WCB FaX (lower mainland): (604) 276-3195
or toll Free: 1-888-922-3299

PG 1 / WHITE - To accompany blood to PG 2 / YELLOW - Exposed Person’s Worksite PG 3 / PINK - WCB (if occupational exposure) PG 4 / goldenrod - Exposed Person’s Chart 
  BCCDC Laboratory Services (PHSA)   Occupational Health

 nominal HIV testing	 	non-nominal HIV testing

hospital

 nominal HIV testing	 	non-nominal HIV testing

date blood collected (yyyy / mm / dd)

phone # fax #

phone # fax #

msc #name

worksite

	exposed person’s 
follow-up physician:

	exposed person’s 
worksite occ health:

	exposed person’s 
follow-up physician:

	exposed person’s 
worksite occ health:

s
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date blood collected (yyyy / mm / dd)

	 yyyy	 mm	 dd 	 yyyy	 mm	 dd 	 yyyy	 mm	 dd 	 yyyy	 mm	 dd 	 yyyy	 mm	 dd

3.  sexual

3.  non-intact skin

4.  skin exposure

PG 2



lab results to be faxed/phoned to:

Exposed Person Management - The Exposed Person Was Given:

 HBIG

Blood Testing (HBsAg, Anti-HBs, Anti-HBc, Anti-HCV, Anti-HIV are done routinely.) 

	source person’s 
follow-up physician:

phone #

 post exposure tetanus booster  antiretroviral starter kit hepatitis B vaccine time started

has the exposed person previously received Hepatitis b vaccine?

Exposed Person Information
surname date of birth (yyyy / mm / dd)

 m  f

gender phngiven name

address

date & time of exposure
yyyy mm dd hour

was this an occupational 
exposure? 

 yes  no

Exposure Information
 yes no unknown

if percutaneous exposure, was:

blood visible on instrument?   	

Instrument recently in
source’s artery or vein?   	

type of body fluid

Source Person (source of blood or body fluid to which the exposed person was exposed)

specimen sent to

 BCCDC laboratory Services (PHSA) 	ubc virology laboratory

 no  unknown  yes: # of doses 

work phone numberhome phone number

place of exposure (e.g. beach, park, hospital)
(city/town)

type of exposure

known?

 yes  no

infectious status of source
 yes no unknown

HIV+   

HBsAg+   

HCV+   	

gender

 m  f

 yes no

HIV  

HBV  

HCV   

known member
of a higher risk
group for:

surname

Repeat

ANTI-HIV
SAMPLE

For Laboratory use only
date received at laboratory (YYYY / mm / dd)

exposed person’S NAME

EXPOSED PERSON’S lab id

Initial

ANTI-HCV

Initial Repeat

ANTI-HBs

RepeatInitial

HBsAg
Initial Repeat

▲
▲

▲

results

TRANSCRIBED BY 
(Initials)

date
(yyyy / mm / dd)

▲

time received received by (initials)

▲
▲

results

TRANSCRIBED BY 
(Initials)

source person LAB ID ONLY

phone #

It is the responsibility of the requesting health care provider 
to obtain consent from the exposed and/or source person for 
all laboratory testing as indicated below and for release of
information on this form to public health authorities, WCB 
(if exposure is occupational), and those people listed above.
Refer to back of form for guidelines for obtaining informed 
consent.

NOTE: If exposed and/or source person(s) choose non-nominal HIV 
testing, identify only by initials, sex, and date of birth. Refer to back 
of form for guidelines for obtaining informed consent.

Management of Percutaneous or 
Permucosal Exposure to Blood and 
Body Fluid/Laboratory Requisition h
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 ▼

date of birth (YYYY / mm / dd) PHN

msc #

msc #

name

name

fax #

fax #

date (YYYY / mm / dd)name of health care provider completing above section of 
form and requesting bloodwork (print)

MSC #

tests
(By eia)

given name

1.   percutaneous

2.  permucosal

body site where exposure occurred type of instrument

seroconversion?

 no  unknown  yes

If yes, specify occupation industry job activity at time of accident

employer’s name

results faxed / phoned to

time date (yyyy / mm / dd) initials reviewed by date (yyyy / mm / dd)

date
(yyyy / mm / dd)

▲

 exposed person’s physician  exposed person’s worksite occupational health  source person’s physician 

employer’s phone number

phone # worksitefax #

HLTH 2339 Rev. 2011/11/24

ANTI-HBc

RepeatInitial

pregnant?

 yes  no

 tetanus immune globulin

Put a line through the tests that are not to be done

WCB purposes only
signature of physician wCb billing code

# 19909

WCB FaX (lower mainland): (604) 276-3195
or toll Free: 1-888-922-3299

PG 1 / WHITE - To accompany blood to PG 2 / YELLOW - Exposed Person’s Worksite PG 3 / PINK - WCB (if occupational exposure) PG 4 / goldenrod - Exposed Person’s Chart 
  BCCDC Laboratory Services (PHSA)   Occupational Health

 nominal HIV testing	 	non-nominal HIV testing

hospital

 nominal HIV testing	 	non-nominal HIV testing

date blood collected (yyyy / mm / dd)

phone # fax #

phone # fax #

msc #name

worksite

	exposed person’s 
follow-up physician:

	exposed person’s 
worksite occ health:

	exposed person’s 
follow-up physician:

	exposed person’s 
worksite occ health:

s
o
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date blood collected (yyyy / mm / dd)

	 yyyy	 mm	 dd 	 yyyy	 mm	 dd 	 yyyy	 mm	 dd 	 yyyy	 mm	 dd 	 yyyy	 mm	 dd

3.  sexual

3.  non-intact skin

4.  skin exposure

PG 3



lab results to be faxed/phoned to:

Exposed Person Management - The Exposed Person Was Given:

 HBIG

Blood Testing (HBsAg, Anti-HBs, Anti-HBc, Anti-HCV, Anti-HIV are done routinely.) 

	source person’s 
follow-up physician:

phone #

 post exposure tetanus booster  antiretroviral starter kit hepatitis B vaccine time started

has the exposed person previously received Hepatitis b vaccine?

Exposed Person Information
surname date of birth (yyyy / mm / dd)

 m  f

gender phngiven name

address

date & time of exposure
yyyy mm dd hour

was this an occupational 
exposure? 

 yes  no

Exposure Information
 yes no unknown

if percutaneous exposure, was:

blood visible on instrument?   	

Instrument recently in
source’s artery or vein?   	

type of body fluid

Source Person (source of blood or body fluid to which the exposed person was exposed)

specimen sent to

 BCCDC laboratory Services (PHSA) 	ubc virology laboratory

 no  unknown  yes: # of doses 

work phone numberhome phone number

place of exposure (e.g. beach, park, hospital)
(city/town)

type of exposure

known?

 yes  no

infectious status of source
 yes no unknown

HIV+   

HBsAg+   

HCV+   	

gender

 m  f

 yes no

HIV  

HBV  

HCV   

known member
of a higher risk
group for:

surname

Repeat

ANTI-HIV
SAMPLE

For Laboratory use only
date received at laboratory (YYYY / mm / dd)

exposed person’S NAME

EXPOSED PERSON’S lab id

Initial

ANTI-HCV

Initial Repeat

ANTI-HBs

RepeatInitial

HBsAg
Initial Repeat

▲
▲

▲

results

TRANSCRIBED BY 
(Initials)

date
(yyyy / mm / dd)

▲

time received received by (initials)

▲
▲

results

TRANSCRIBED BY 
(Initials)

source person LAB ID ONLY

phone #

It is the responsibility of the requesting health care provider 
to obtain consent from the exposed and/or source person for 
all laboratory testing as indicated below and for release of
information on this form to public health authorities, WCB 
(if exposure is occupational), and those people listed above.
Refer to back of form for guidelines for obtaining informed 
consent.

NOTE: If exposed and/or source person(s) choose non-nominal HIV 
testing, identify only by initials, sex, and date of birth. Refer to back 
of form for guidelines for obtaining informed consent.

Management of Percutaneous or 
Permucosal Exposure to Blood and 
Body Fluid/Laboratory Requisition h
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 ▼

date of birth (YYYY / mm / dd) PHN

msc #

msc #

name

name

fax #

fax #

date (YYYY / mm / dd)name of health care provider completing above section of 
form and requesting bloodwork (print)

MSC #

tests
(By eia)

given name

1.   percutaneous

2.  permucosal

body site where exposure occurred type of instrument

seroconversion?

 no  unknown  yes

If yes, specify occupation industry job activity at time of accident

employer’s name

results faxed / phoned to

time date (yyyy / mm / dd) initials reviewed by date (yyyy / mm / dd)

date
(yyyy / mm / dd)

▲

 exposed person’s physician  exposed person’s worksite occupational health  source person’s physician 

employer’s phone number

phone # worksitefax #

HLTH 2339 Rev. 2011/11/24

ANTI-HBc

RepeatInitial

pregnant?

 yes  no

 tetanus immune globulin

Put a line through the tests that are not to be done

WCB purposes only
signature of physician wCb billing code

# 19909

WCB FaX (lower mainland): (604) 276-3195
or toll Free: 1-888-922-3299

PG 1 / WHITE - To accompany blood to PG 2 / YELLOW - Exposed Person’s Worksite PG 3 / PINK - WCB (if occupational exposure) PG 4 / goldenrod - Exposed Person’s Chart 
  BCCDC Laboratory Services (PHSA)   Occupational Health

 nominal HIV testing	 	non-nominal HIV testing

hospital

 nominal HIV testing	 	non-nominal HIV testing

date blood collected (yyyy / mm / dd)

phone # fax #

phone # fax #

msc #name

worksite

	exposed person’s 
follow-up physician:

	exposed person’s 
worksite occ health:

	exposed person’s 
follow-up physician:

	exposed person’s 
worksite occ health:

s
o

u
r

c
e

p
e

r
s

o
n

e
x

p
o

s
e

d
p

e
r

s
o

n

date blood collected (yyyy / mm / dd)

	 yyyy	 mm	 dd 	 yyyy	 mm	 dd 	 yyyy	 mm	 dd 	 yyyy	 mm	 dd 	 yyyy	 mm	 dd

3.  sexual

3.  non-intact skin

4.  skin exposure

PG 4
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