AGENCY NAME

Verification of HIV Status

I certify that ________________________________

(patient name)

has been diagnosed, consistent with diagnostic criteria established by the United States Centers for Disease Control and Prevention (CDC), as having:

___ HIV

Date of Diagnosis: ___/___/_______

___ AIDS

Date of AIDS Diagnosis: ___/___/_______





Date of HIV Diagnosis: ___/___/_______

____________________________________________________
_________________

Physician/Medical Provider Signature



Date

____________________________________________________

Physician/Medical Provider Name (Please print)

