
Scotts Valley Fire District 

Copies to:              Workers Comp              Safety Officer                  Employee 

Infectious Exposure Form 
 
Exposed Members Name _____________________________ Rank:______________________ 
 
Incident #:___________________PCR #  ___________Home Phone:  _____________________ 
 
Shift: ______________Station:  _____________________Supervisor______________________ 
 
Name of Source Patient: ________________________________ Sex:  _____________________ 
 
Age: __________ Address: ______________________________ Phone: ___________________ 
 
Suspected or Confirmed Disease: ___________________________________________________ 
 
Transported to: ____________________________Transported by: ________________________ 
 
Date of Exposure: __________________________Time of Exposure:______________________ 
 
Type of Incident:(auto accident, trauma): _____________________________________________ 
______________________________________________________________________________ 
______________________________________________________________________________ 
 
What were you exposed to? Blood _____________Tears ______Feces ______Urine __________ 
 
Saliva_______Vomitus _______Sputum______Sweat________other_____________________ 
 
What part(s) of your body became exposed? Be specific: ________________________________ 
______________________________________________________________________________ 
______________________________________________________________________________ 
 
Did you have any open cuts, sores, or rashes that became exposed? Be specific______________ 
______________________________________________________________________________ 
______________________________________________________________________________ 
 
How did the exposure occur? Be specific: ____________________________________________ 
______________________________________________________________________________ 
______________________________________________________________________________ 
 
What infectious control garments and equipment were utilized?___________________________ 
______________________________________________________________________________ 
______________________________________________________________________________ 
 
Did you seek medical attention? Yes __________  No_________ Date: ____________________ 
 
Where?________________________________________________________________________ 
 
Contact Infection Control Officer: Date ___________________________Time:______________ 
 
Employee's Signature: _______________________________________Date:________________ 
 
Supervisor’s Signature: ______________________________________Date: ________________ 


