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If there is a Bloodborne Pathogen exposure, please complete part II 

Part II 

Supervisor’s Report of Injury/Illness/Exposure 

Complete if Bloodborne Pathogens Exposure 

 

Employee:       Incident Date:      

If there is a Bloodborne Pathogens exposure, please answer the following questions: 

Has employee completed the Hepatitis B vaccination series?  (Yes or No)        

If ‘yes’, record the date that the vaccination series was completed: ________________________ 

Vaccinations administered by: _______________________________________________________ 

If in progress, indicate most recent dosage and date         1st date ____________ 2nd date___________ 

If ‘no’, has employee been notified that the vaccination series should be initiated within 24 hours of the exposure incident?   

(Yes or No)       If ‘yes’, how was the employee notified?        

Has the employee’s blood been tested?  (Yes or No)     

If yes, date of testing: _________________________Testing performed by: _______________________ 

If no, explain __________________________________________________________________________ 

What personal protective equipment was being used at the time of the exposure ___________________ 

_____________________________________________________________________________________ 

Has the source individual been identified?   (Yes or No)     

If ‘yes’, individual’s name _________________________________________________________________ 

Has consent been obtained for blood testing of the source individual?   (Yes or No)     

Has the source individual’s blood testing been completed?  (Yes or No)      

If ‘yes’, date of testing: _________________________Testing performed by: _______________________  

If ‘no’ explain __________________________________________________________________________ 

School nurses’ name ______________________________Phone number _____________________________ 

Supervisor’s Name (print) __________________________ Signature __________________________ 

Date ______________________________________Phone number ___________________________ 
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