
Forward completed form by email to: UPHL@utah.gov

Bloodborne Pathogen Exposure Testing Request Form

Physician Requesting Testing

Name:__________________________________________________________________

Office:__________________________________________________________________

Address:________________________________________________________________

Phone:__________________________________________________________________

Email:___________________________________________________________________

Person Exposed

Name:___________________________________________________________________

Address:_________________________________________________________________

Phone:___________________________________________________________________

Type of bodily fluid/sharps producing exposure:________________________

Area of body in contact with bodily fluid: _______________________________

Was an open wound exposed? (circle one)    Y      N

Address of Occurence:__________________________________________________

Date of Exposure:__________________ Time of exposure:_________________

Deceased Subject

Name (if known):_______________________________________________________

DOD:_______________________________ DOB:______________________________
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