Funding Opportunity Announcement (FOA)
PS17-1704: Comprehensive High-Impact HIV Prevention Projects for Young Men of
Color Who Have Sex with Men and Young Transgender Persons of Color

Attachment C: Letter of Intent from a Physician for State Regulations and HIV Testing
Activities

DATE:

Karen Zion, Grants Management Specialist
Office of Grants Services

Centers for Disease Control and Prevention
2920 Brandywine Road, Mail Stop E15
Atlanta, GA 30341

Dear Ms. Zion:

This document serves as a letter of intent/provisional agreement for HIV testing activities between [PHYSICIAN
NAME] and [CBO NAME] . It confirms my oversight and involvement in
[CBO NAME] targeted HIV testing activities related to their application for funding under CDC
Funding Opportunity Announcement PS17-1704. | confirm that I have discussed state and local laws and
regulations pertaining to HIV testing with staff at the organization.

I have discussed the following issues below with [CBO NAME] > [Select all that apply]

1 Anonymous versus confidential testing
[ Informed consent

L1 Follow-up for results
L1 Early intervention services

1 CLIA certificate of waiver

[ Data collection and reporting

L] Training of counselors

[ Quality assurance of counselors

L] Confidentiality

[ Linkages with partner notification

L] Surveillance reporting

[ Local laws and regulations

[1 Laboratory processing

[ Target population to be served

1 Type of test(s) to be used

0 Referral networks

1 Physician orders

] Other:

If you have any questions, please feel free to contact me at:
[CONTACT INFORMATION: PHONE AND EMAIL]

PHONE

EMAIL

Sincerely,

[TYPE YOUR NAME HERE]

[TITLE]

[ADDRESS]
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