[image: ]             Huntington Community First Aid Squad, Inc.
                                                                       2 Railroad Street, Huntington Station, New York 11746
Emergency Phone 421-1212  Business Phone (631) 421-1263
Exposure Report Form

	Date Completed:
	[bookmark: Text1]     



	Employee’s Name:
	[bookmark: Text2]     
	SS#:
	[bookmark: Text3]     



	Home Phone:
	[bookmark: Text4]     
	Business Phone:
	[bookmark: Text5]     



	DOB:
	[bookmark: Text7]     
	Job Title:
	[bookmark: Text6]     



	Date of Exposure:
	
	Time of exposure:
	



Place of Incident: (Home, Street, Etc.) Be specific
	[bookmark: Text8]     



Nature of Emergency (Auto Accident, Trauma, Medical Emergency) Be specific
	[bookmark: Text9]     



Describe what task(s) you were performing when the exposure occurred.  Be specific.
	[bookmark: Text10]     



[bookmark: Check1][bookmark: Check2]Were you wearing Personal Protective Equipment (PPE).	|_|  Yes		|_|  No 		 if yes, list.

	[bookmark: Text11]     



[bookmark: Check3][bookmark: Check4]Did the PPE fail?	|_|  Yes		|_|  No		if yes, explain how.
	[bookmark: Text12]     



What body fluid(s) were you exposed to (Blood, Tears, Feces, Urine, Saliva, Vomitus, Sputum, Sweat, Other)
	Be specific:
	[bookmark: Text13]     

	

	



What parts of your body become exposed? 	Be specific.

	[bookmark: Text14]     



[bookmark: Check5][bookmark: Check6]Did you have any open cuts, sores or rashes that became exposed?	|_|  Yes		|_|  No
If yes, type and location. Be specific.

	[bookmark: Text15]     



[bookmark: Text16]Estimate the size of the area of your body that was exposed. _     ___________

[bookmark: Text17]For how long? _     ___________________

[bookmark: Check7][bookmark: Check8]Did a foreign body (Needle, Nail, Auto Part, Etc.) Penetrate your Body?		|_|  Yes		|_|  No
[bookmark: Text18]If yes, what was the object?  _     __________________________

[bookmark: Text19]Where did it penetrate your body? _     _________________________________


[bookmark: Check9][bookmark: Check10]Was any fluid into your body?		|_|  Yes		|_|  No

	If yes, what fluid?
	
	How much?
	



[bookmark: Check11][bookmark: Check12]Did you receive medical attention?	|_|  Yes		|_|  No

	If yes where?
	[bookmark: Text20]     



	When
	[bookmark: Text21]     

	
	

	By whom
	[bookmark: Text22]     




Source Individual(s)

	Name(s)
	[bookmark: Text23]     



[bookmark: Check13][bookmark: Check14]Did you treat the patient directly?		|_|  Yes		|_|  No

If yes, what treatment did you provide?

	[bookmark: Text26]     

	




	To which hospital was the patient transported?
	[bookmark: Text25]     




Employee’s Signature _____________________________ Date __________ Time _________

Supervisor’s Signature ____________________________ Date __________  Time _________

ECO Signature __________________________________ Date __________  Time _________
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