












FORM #1

BLOOD OR OTHER BODY FLUID POST-EXPOSURE REPORT

Policy Statement
An exposure incident (a specific mouth, eye or other mucous membrane, non-intact or parenteral contact with blood or OPI-that result from the performance of a staff member’s duties) shall be reported immediately to the building administrator.

Date:      
Time:      
Reported by:      

Description of incident (including route(s) and circumstances of exposure):

	     

	     

	     

	     


Building Administrator:       
Date:        

EXPOSURE INFORMATION

                       SOURCE INDIVIDUAL
                                                              EXPOSED STAFF MEMBER
Name        
Name        

School      
Grade        
School       

DOB       
SSN      
Classroom/Site       

Home Address      

Home address        

parent/guardian      
     
home phone       
work      
home phone      
work      

pmd name      
phone      
pmd name      
phone      
address      
address      

     
     

hep b status, if known       
date referred to pmd       

Parent Notified (Date/Time)       
 FORMCHECKBOX 
BBP Exposed Staff History


Documents Sent to PMD (Check below)

Parent Notified (Date/Time)        
 FORMCHECKBOX 
BBP Exposed Staff History

Consent Form Sent       
 FORMCHECKBOX 
HBV Vaccination Consent/Waiver


Consent:                  Obtained    FORMCHECKBOX 

 Refused    FORMCHECKBOX 


 FORMCHECKBOX 
Source Ind. Consent/History

Staff Member Notified of Refusal   FORMCHECKBOX 




 FORMCHECKBOX 
OSHA Regulation

FOLLOW-UP





FOLLOW-UP

Physician’s statement:





Physician’s statement:

Date returned and attached




Date returned and attached












FORM #2
BLOODBORNE PATHOGEN STAFF EXPOSURE HISTORY

Dr.                                            :
This staff member has reported an occupational exposure incident to blood or OPIM as defined by OSHA Administrative Rules (1910.1030).  This exposure is defined as a specific eye, mouth, other mucus membrane, non-intact skin or parenteral contact with blood or other potentially infectious material.
************************************************************************************************** 
PART A – STAFF DATA

Name      
SSN       

Address      

Job Classification       
School/Site       

Supervisor’s Name       
Date Referred for Evaluation       

Description of Duties       

     

**************************************************************************************************  

PART B – STAFF MEMBER CONSENT

I hereby authorize an exchange of information to occur between the Logan Hocking Local School District and my personal health care provider as named below.

Physician Name       
Phone       

Address       

I authorize a release and an exchange of information pertaining to my occupational exposure incident to blood or OPIM.  All information should be released to:

Name       
Phone       
                                                                 (Building Administrator)
School District Address       

Staff Member’s Signature       
Date       

