BLOODBORNE PATHOGENS INCIDENT REPORT FORM
Date of Report: ___________________________________________________ 

Employee: _______________________________________________________ 

Approximate Time of Incident: ________________________________________ 

Date of Incident: ___________________________________________________ 

Location of Incident: ________________________________________________ 

Other personnel at scene: Yes: _____ No: _____ 

List personnel: ____________________________________________________ 

All personnel who were exposed to blood or OPIM should independently complete separate forms.

Source of exposure: Identified: Yes: _____ No: _____ 

Name of individual or Description of Source of Exposure: 

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

Name of Supervisor Notified of Incident: _______________________________ 

Time of Notification: _________ Date of Notification: __________ 

Signature of Employee For supervisor follow-up: ________________________ 

Job Classification/Title: ____________________________________________ 

Source individual contacted for possible testing: Yes: _____ No: _____ 

Comments/Status: ______________________________________________ 

______________________________________________________________________

HBV vaccination: Recommended: Yes: _____ No: _____ 

Administered by: _________________ Date: _______________ 

Findings and Recommendations: ____________________________________ 

______________________________________________________________________

Date: _________________ 

Signature of Supervisor: ____________________________________________ 

