
BLOODBORNE PATHOGEN MEDICIAL SURVELLIANCE FORM

Healthcare Professional:
The employee presenting this form warrants a medical evaluation or consultation because of what may have been a work related exposure to bloodborne pathogens.  Details are supplied below, and any additional information may be obtained from:

______________________________________(supervisor name)
*****************************************************************************
Employee Name:  ______________________________________________________________
Title:  ________________________________________________________________________
Social Security #: ____-____-____
Department:	__________________________________________________________________
Hepatitis B Vaccination:	____Yes	____No
Exposure:	Date____________ 		Time__:__  AM/PM  
Place____________________________
Description of event (please include the mode(s) of exposure, body areas, or systems involved):
__________________________________________________________________________________________________________________________________________________________________________
Employee's description of any presenting signs and symptoms:
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

___________________________________(Preparer Signature)	________________(date)

Office Name:		____________________________________________________________

Office Address:	____________________________________________________________
			____________________________________________________________
[bookmark: _GoBack]Office Telephone:	(  )____-_____ x.______



