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CITY OF SALEM OCCUPATIONAL HEALTH EXPOSURE FORM
IMMEDIATELY CONTACT BIO-MED HEALTH SERVICES AT 503-586-6646 (ALL HOURS), AND SPEAK TO THE EXPOSURE NURSE.  PLEASE PRINT CLEARLY. FILL OUT COMPLETELY AND FAX TO BIO-MED HEALTH SERVICES AT (503)-315-8995.
SECTION A—EMPLOYEE INFORMATION

	NAME:
	EMPLOYEE NUMBER: 
	REPORT DATE:

	DEPARTMENT/DIVISION:
	WORK PHONE:
	HOME PHONE:


SECTION B—SOURCE INDIVIDUAL INFORMATION

	NAME, IF KNOWN:
	SEX:
	AGE OR DOB:

	ADDRESS OR WORK LOCATION:
	
	HOME PHONE:


SECTION C—EXPOSURE INFORMATION (CHECK ALL THAT APPLY)

	EXPOSURE TYPE:          (   )  INFECTIOUS DISEASE          (  ) CHEMICAL/HAZMAT          

	TIME OF EXPOSURE:
	LOCATION OF EXPOSURE: 
	DATE OF EXPOSURE:

	NATURE OF EXPOSURE:

_____  PRESENCE ONLY                                                _____  RESPIRATORY                                   _____  CLOSED SKIN

_____  OPEN SKIN                                                          _____  HUMAN BITE                                    _____  NEEDLE STICK

_____  MUCOUS MEMBRANE (SPLASH)                    _____  CLOTHES/EQUIPMENT                    _____  OTHER, SPECIFY:



	FLUID(S) EXPOSED TO:

_____  BLOOD                                                                _____  URINE                                                _____  SPUTUM

_____  TEARS                                                                 _____  SALIVA                                               _____  TUBERCULOSIS (SUSPECTED OR CONFIRMED?)

_____  FECES                                                                  _____  VOMIT                                               _____  OTHER (SPECIFY):  



	WHAT PART(S) OF YOUR BODY WERE EXPOSED?

	WHAT PERSONAL PROTECTIVE EQUIPMENT WERE YOU USING AT THE TIME OF EXPOSURE?

_____  DISPOSABLE GLOVES                                       _____  TURNOUTS

_____  EYE PROTECTION                                             _____  GOWN  

_____  RESPIRATORY MASK                                        _____  OTHER (SPECIFY):



	DESCRIBE THE INCIDENT?  BE SPECIFIC:

	

	

	

	

	


SECTION D—POST-EXPOSURE INCIDENT RESPONSE:  IMMEDIATELY CONTACT BIO-MED HEALTH SERVICES AT 503-586-6646 (ALL HOURS), AND SPEAK TO THE EXPOSURE NURSE.
	WHO RESPONDED TO YOUR CALL?  (NAME AND TITLE)
	

	TIME AND DATE OF CALL:
	TIME AND DATE OF FIRST RESPONSE:

	DID YOU SEEK MEDICAL ATTENTION FOR WOUND CARE?* 
	IF SO, WHERE?

	DATE AND TIME OF MEDICAL CARE (IF APPLICABLE):
	

	CONTACTED OCCUPATIONAL HEALTH OFFICER, DATE AND TIME:
	


*IF YOU RECEIVED MEDICAL ATTENTION FOR WOUND CARE, COMPLETE A WORKER’S COMPENSATION CLAIM FORM 801 IN THE INJURED WORKER PACKET.  
SECTION E – POLICE AND FIRE EMPLOYEES ONLY, ALL OTHERS SKIP TO SECTION F, SIGNATURES.
	AGENCY CASE NUMBER:
	INCIDENT DATE:
	TIME OF EXPOSURE:

	TYPE OF INCIDENT:
	
	

	INCIDENT LOCATION:
	
	

	SUSPECTED DISEASE(S):
	
	

	CONFIRMED DISEASE(S):
	
	

	TRANSPORTED TO (IF APPLICABLE):
	TRANSPORTED BY (IF APPLICABLE):
	MEDICAL RECORD NUMBER:


SECTION F — SIGNATURES:

	EMPLOYEE:
	DATE:

	SUPERVISOR:
	DATE:


IMPORTANT:  YOU MUST FAX A COPY OF THIS DOCUMENT TO BIO-MED HEALTH SERVICES AT (503)-315-8995.  KEEP A DOCUMENT OF THIS FORM FOR YOUR RECORDS.


