NC Rapid HIV/HCV/Syphilis Testing Program Enrollment Requirements
This document outlines the enrollment requirements for the Rapid Testing Program. Please complete all sections and return to the Rapid Test Coordinator. For questions, email NC.Rapid.Testing@dhhs.nc.gov. 
	1.  Contact Information

	Agency Name:

	Contact Person:
	Title:

	Mailing Address (No P.O. Box):

	City, State, Zip Code:

	Shipping Address (if different than mailing):

	Phone Number:
	Fax:

	Email Address:


	2.  CLIA Certificate of Waiver Number and HIV Testing License Number

	Indicate your CLIA Certificate of Waiver and HIV Testing License numbers below. To apply, contact the Division of Health Service Regulation, https://info.ncdhhs.gov/dhsr/ahc/clia/ or azzie.conley@dhhs.nc.gov, 919-855-4620.

	CLIA Certificate of Waiver Number:

	HIV Testing License Number:


	3.  Medical Provider

	List the name of the medical provider who will be responsible for your agency’s standing orders.

	Name:

	Office Phone Number:

	Address:


	4.  Confirmation of Positive Results

	How will your agency confirm a preliminary positive result, i.e., draw blood, dual rapid test, referral to LHD or DIS? Please indicate if you need assistance with this process. 

	


	5.  Referral Network

	Describe your referral agencies for linking preliminary positive clients to care, treatment and support services. 

	


	6.  Rapid Testing (RT) and Counseling, Testing and Referral (CTR) Trainings

	List each staff member who has been trained in RT and/or CTR. Indicate below if your staff will need either of these trainings.  

	Name
	Brand of Rapid Test
	Rapid Test Training (Needed or Already Completed)
	Counseling, Testing and Referral Training (Needed or Already Completed)

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


By signing, I verify the accuracy of the information and documentation listed above in meeting the Communicable Disease Branch enrollment requirements for implementing rapid testing.

Service Provider
__________________________
___________________________________
_____/_____/_____

Print Name



Signature




Date

Communicable Disease Branch (Designate) 

__________________________
___________________________________
_____/_____/_____

Print Name



Signature




Date

Updated 8/2020

