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BLOODBORNE EXPOSURE REPORT FORM


Exposed Employee Information:
Name_______________________ SS#________________Job Title________________

Employer name___________________________Address__________________________

Time of Occurrence__________Time Reported___________Date___________________

Hepatitis B Vaccination
Yes_____

No______

If yes, dates of vaccination:
1._______
2.________
3.__________

Post-vaccination status, if known:  Positive________Titer__________ Negative________

Last Tetanus Vaccination
date:____________

Review of Exposure Incident Follow-up Procedures:   Yes___________

Exposure Incident Information:

If sharps-related injury:

Type of sharp:____________________________  Brand__________________________

Work area where exposure occurred:___________________________________________

Procedure in progress:_______________________________________________________

How incident occurred:_______________________________________________________

Location of exposure (e.g.: right index finger):_____________________________________

Did sharps involved have engineered injury protection?  yes:______
   no:______

If yes:

Was the protective mechanism activated?
   yes_____

no:______

If yes, did the injury occur: 
before activation of protective mechanism_____________






during activation of protective mechanism_____________

after activation of protective mechanism_______________

If no:

Employees opinion: 

Could  a mechanism have prevented the injury: 
yes_____
   no_____

How could a mechanism have prevented the injury:_______________________________________

Employee’s opinion:


Could any engineering, administrative or work practice control have prevented the injury?

yes___

no___

explain:______________________________________________________________________________

____________________________________________________________________________________

 Source Patient Information:

Name____________________________Chart #____________________
Telephone#_______________

Yes

No

Release of information to evaluating healthcare professional?         ___

___

Patient’s Signature__________________________________









Yes

No

Review of source patient medical history:



___

___

Verbally questioned regarding:

(
History of hepatitis B, hepatitis C or HIV infection

___

___

(
High risk history associated with these diseases

___

___

(
Patient consents to be tested for HIV, HCV and HBV

___

___

If HIV-positive source patient:

List all current medications patient is taking for HIV infection:
1._________ 
2._____________     3._________  
4.______________ 
List all medication previously taken by patient to which they were resistant or medications that were ineffective:

1.________________  2._________________  3.______________  4.________________

Provide most recent viral load: ___________________   date:___________________

CD4 count if known:___________________________   date:___________________

Healthcare worker referred to:___________________________________________

Questionnaire completed by_____________________________________________

Bill for fees to:________________________________________________________

Retain one copy in employee’s confidential medical record; send one copy to evaluating healthcare professional.  Retain copy with employee’s and source patient’s name removed as sharp’s injury log.
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