	

	Control of Blood-Borne Pathogens

	Exposure and Treatment Notification Form

	Exposed Employee's Name: ______________________ SSN:  _____- ____ - _____

	Date Exposed: ______ Exposure Source: __________________________________

	SSN: _____________ Department/Workplace _______________________________

	Exposure Description:    _________________________________________________

	_____________________________________________________________________

	_____________________________________________________________________

	_____________________________________________________________________

	I ____ request ____ do not request to be evaluated and tested for HIV/HAV/HBV by the Company Physician. I understand this is not mandatory and that all customary expenses will be paid by Company, Inc. Following the initial HIV/HAV/HBV tests, additional testing will be scheduled at 6 weeks, 12 weeks and 6 months to determine if a blood-borne pathogen has been transmitted. I understand that I will be provided the test results, counseled by the Company Physician and that all information regarding the exposure, HIV/HAV/HBV testing, and test results will remain confidential.

	___________________________      __________

	Exposed Employee's Signature                 Date

	___________________________      __________

	Witness' Signature                                    Date
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