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Employee Accident/Body Fluid Exposure and Follow-Up Form











Employee Name:_________________________________________  Employee date of birth:____________


Report Date:________________  Incident date: ________________  Time of incident: _________________


Where did the accident occur?______________________________________________________________


Witness names:	_________________________________________________________________________





Details of Accident/Exposure


Describe what the employee was doing at the time of the accident/exposure. Be specific and identify instruments, equipment, or material the employee was using:


______________________________________________________________________________________


______________________________________________________________________________________


Object or substance that injured employee:____________________________________________________


Was a sharp involved?  No  Yes  If yes, indicate type of sharp__________________________________


If yes, complete a Sharps Injury Log form.


Nature of injury or illness and body part affected:	_______________________________________________


If it is an exposure to blood or saliva, what is the name of the source patient? ________________________


Does source patient agree to testing? Yes  No  


If no, complete the form titled Confirmation of Source Patient’s Denial for Testing.





Medical Treatment


First aid or medical treatment provided on site? Yes  No


Seen by medical care provider? Yes  No  If yes, name of medical care provider:_________________	


Medical care provider’s instructions, if any:


______________________________________________________________________________________


______________________________________________________________________________________





Was employee able to work after injury? Yes  No





Cause of Accident/Exposure


Check one:   Improper procedure   Inattention   Haste   Attire   Other : ______________________


Due to malfunction of object/substance?  Yes  No   Explain:	 __________________________________


Due to unsafe act?  Yes  No   Explain: ____________________________________________________


Due to unsafe condition?  Yes  No   Explain:________________________________________________


Was safety equipment required?  Yes  No Was safety equipment used?  Yes  No


Describe: ______________________________________________________________________________





Corrective Action


The following corrective actions should be taken to assure that the incident does not happen again:








Employee Signature____________________________________________Date signed________________





Report prepared by (print &sign name):_____________________________Date signed________________
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