BLOODBORNE PATHOGENS EXPOSURE CONTROL PLAN

FORMS

DIRECTIONS:  Please review the forms enclosed with this policy and use them to help conduct/verify your Bloodborne Pathogens compliance activities.  A brief description and application of each form is listed below:

BBP Form #1

Bloodborne Pathogens Training and Vaccination Record

Application

Complete Sections I and II for each employee.  Section III applies to employees in Exposure Category I or to other employees who have had an unanticipated exposure incident.

Purpose

To verify Exposure Categories and completed training schedules for each employee and vaccination information for those with anticipated or actual exposures.

BBP Form #2

Hepatitis B Vaccination Statements

Application

Complete for all employees in Exposure Category I, Category II and for any other employees who have had an unanticipated/accidental exposure incident.

Purpose

To verify that management offered Hepatitis B vaccinations to appropriate employees and their response to this offer. This is an OSHA requirement.

BBP Form #3

Exposure Incident Report

Application

To be completed whenever an employee has an exposure incident.  The report is completed by the Safety Coordinator or M.O.D. and signed by the exposed employee and a management representative.

Purpose

To provide a description of the exposure incident for management and medical evaluation and identify means/methods to help prevent similar occurrences in the future.

BBP Form #4

Exposed Employee’s Duties Description

Application

Complete this form for all employees with exposure incidents prior to the post exposure medical evaluation.

Purpose

To provide the healthcare professional with detailed information about the employee’s job duties and those specifically related to the exposure incident.  This is an OSHA requirement.

BBP Form #5

Post Exposure Evaluation

Application

To be completed by management and the exposed employee’s healthcare professional to supplement the initial Exposure Incident Report (BBP Form #4).

Purpose

To provide Source Individual information and vaccination status to the healthcare professional as part of the employee post exposure evaluation process.  Section IV verifies completion of the evaluation process.  Section V verifies receipt of this information by the exposed employee.  These are all OSHA requirements.

BBP Form #6

Post Exposure Medical Evaluation Referral

Application

Use as a guideline for communication with the exposed employee’s healthcare professional prior to medical evaluation.

Purpose

To communicate OSHA requirements to the healthcare professional regarding post exposure medical evaluation and follow-up and verify transmittal of the OSHA standard and other required information.

Bloodborne Pathogens Training

And Vaccination Record

(BBP Form #1)
I. Employee Information

Employee Name: _________________________
ID No.:_______________________

Job Title: _________________________________________________________________

Exposure Category (circle):
I

II

III
Category 1: Tasks that involve occupational exposure to blood, body fluids, tissues.
Category 2: Tasks that involve no occupational exposure to blood, body fluids or tissues, but employment may require performing unplanned Category 1 procedures.
Category 3: Tasks that involve no occupational exposure to blood, body fluids or tissues and Category 1 tasks are not a condition for employment.
Comments: _______________________________________________________________

II. Employee Training

Date of Initial Training:
_____/_____/_____

Annual Training Updates:
_____/_____/_____

_____/_____/_____



_____/_____/_____

_____/_____/_____

_____/_____/_____
III. Vaccination Record

Vaccination statement form completed?

Yes
No
Date: _____/_____/_____
Hepatitis B Vaccination Information Sheet Provided?

Yes
No
Date: _____/_____/_____
Vaccination Dates

1st Injection:
_____/_____/_____
2nd Injection:
_____/_____/_____
3rd Injection:
_____/_____/_____

Hepatitis B Vaccination Statements

(BBP Form #2)

Employee Name: ______________________________
ID No.:_______________________

Instructions:
Please complete one of the following statement indicating your

Hepatitis B vaccinations status:

A. Acceptance

I wish to receive the Hepatitis B vaccination, and understand that there is no financial cost to me.

_________________________   
/
/

____________________

Employee Signature

     Date



Witness

B. Declination

I understand that due to my occupational exposure to blood or other potentially infectious materials I may be at risk of acquiring hepatitis B virus (HBV) infection.  I have been given the opportunity to be vaccinated with hepatitis B vaccine, at no charge to myself.  However, I decline hepatitis B vaccination at this time.  I understand that by declining this vaccine I continue to be at risk of acquiring hepatitis B, a serious disease.  If in the future I continue to have occupational exposure to blood or other potentially infectious materials and I want to be vaccinated with hepatitis B vaccine, I can receive the vaccination series at no charge to me.

_________________________   
/
/

____________________

Employee Signature

     Date



Witness

C. Declination

I decline the Hepatitis B vaccination at this time because I have previously received the complete Hepatitis B vaccination series; or antibody testing has revealed that I am immune; or the vaccine is contraindicated for medical reasons.

_________________________   
/
/

____________________

Employee Signature

     Date



Witness

Exposure Incident Report

(BBP Form #3)

I. Employee Information

Employee Name: ________________________________  ID No.:__________________

Job Title: _______________________________________________________________

II. Incident Information

Date/Time of Exposure Incident:

/
/
; _______________

Location: _______________________________________________________________

_______________________________________________________________________

Date/Time Incident Reported to Management:
/
/
; ________________

Describe the Exposure Incident (including routes of exposure):

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

III. Exposure Control Methods

Describe the use and effectiveness of the engineering, work practice, and personal protective equipment exposure controls in this incident:

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

Are these exposure control methods addressed in our Exposure Control Plan and/or compliance program? 
Check one:

 FORMCHECKBOX 
  Yes
 FORMCHECKBOX 
   No

Comments: ______________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

Would following exposure control methods/procedures outlined in our Exposure Control Plan:
(circle)

A. Prevented the delivery of necessary emergency first aid/medical care?

 FORMCHECKBOX 
   Yes

 FORMCHECKBOX 
   No

B. Posed an increased safety hazard for those involved?




 FORMCHECKBOX 
   Yes

 FORMCHECKBOX 
   No

C. Prevented or reduced the potential for occupational exposures?




 FORMCHECKBOX 
   Yes

 FORMCHECKBOX 
  No

What program/procedural/equipment changes can be made to help prevent similar occurrences?

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

Employee Signature __________________________________
Date 

/
/

Management Representative ____________________________
Date

/
/

Exposed Employee’s Duties Description

(BBP Form #4)

I. Employee Information

Employee Name: ________________________________  ID No.:__________________

Job Title: _______________________________________________________________

Exposure Category:  (circle)

I
II
III
Date of Exposure Incident:

/
/

II. General Job Description

Please attached.

III. Specific Employee Duties Related To The Exposure Incident

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

Description Completed By:  ______________________________
Date: ___________________

Post Exposure Evaluation

(BBP Form #5)

NOTE: Sections I – III to be completed by management.  Section IV to be completed by healthcare professional.

I. Employee Information

Employee Name: ________________________________  ID No.:__________________

Job Title: _______________________________________________________________

Exposure Category:  (circle)

I
II
III
Date/Time of Exposure Incident:

/
/
 ; __________________

Location: _______________________________________________________________

_______________________________________________________________________

II. Source Individual

Has the Source Individual been identified?
 FORMCHECKBOX 
  Yes
 FORMCHECKBOX 
  No

If yes, please indicate name, address, and phone number of the source individual:

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

Source Individual’s Blood Test (check one):

_____
Testing consent has been denied.

_____
Testing completed, results given by healthcare professional to exposed employee on _____/_____/_____. (Date)

III. Employee Hepatitis B Vaccination Status

Has employee received Hepatitis B vaccine?

 FORMCHECKBOX 
  Yes
 FORMCHECKBOX 
  No

If yes, indicate dates of vaccination.

1st Injection:

/
/


2nd Injection:

/
/

3rd Injection:

/
/

If no, why? ______________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

IV. Healthcare Professional Written Opinion

Note:  This section to be completed by healthcare professionals.

Based on your professional, medical evaluation, please circle the appropriate response:

1. Hepatitis B vaccine is indicated for this employee but the vaccine was not received.

2. Hepatitis B vaccine is not indicated for this employee and the vaccine was not received.

3. Hepatitis B vaccine is indicated for this employee and vaccine was received.

Please check upon completion:

_____
The employee has been information of evaluation results.

_____
The employee has been told about any medical conditions resulting from exposure to blood or other potentially infectious materials which require further evaluation or treatment.

_____
All other findings or diagnoses shall remain confidential and are not included in this written opinion.

__________________________________________
_____________________________

Healthcare Professional




Title

__________________________________________
_____________________________

Healthcare Professional’s Signature



Date

V. Receipt Verification By Employee

A copy of this completed form was received by me on _____/_____/_____. (Date)

Employee Name: _____________________________ ID No.:_____________________

Employee Signature: ______________________________________________________

Post Exposure Medical Evaluation Referral

(BBP Form #6)

DIRECTION:  Please retype the body of this letter on your location letterhead when referring a BBP exposed employee to a physician for medical evaluation and follow-up.

Dear Doctor _______________:

In accordance with OSHA Bloodborne Pathogens safety requirements, our employee, (Employee Name),has been referred to you for a post exposure evaluation and follow-up.  The evaluation must include the following elements:

1. Documentation of the route(s) of exposure;

2. Circumstances under which the exposure incident occurred;

3. Identification/documentation of the Source Individual (if possible);

4. Source Individual’s blood test results (if available);

5. Collection and testing of our employee’s blood for HBV and HIV serological status (upon their consent);

6. Any additional medical testing deemed necessary;

7. Post exposure prophylaxis, when medically indicated, as recommended by the U.S. Public Health Services; and

8. Counseling and evaluation of reported illnesses.

You will find enclosed all information collected by the (The Company), which may assist you in your evaluation.  This information includes the initial Exposure Incident Report completed by the employee and our management representative.  Per OSHA requirements, a copy of the Bloodborne Pathogens standard and a description of the employee’s duties, as they relate to the exposure incident, are also enclosed for your review.

A second document, entitled “Post Exposure Evaluation” has also been enclosed providing any available information abut the Source Individual and our employee’s Hepatitis B vaccination status.  In accordance with OSHA standards, please complete Section IV – Healthcare Professionals Written Opinion, and return same to us for our records.

Please mark the outside of the envelope “confidential” and return the form to us upon completing the evaluation.  By law, we are required to deliver a copy of your written opinion to our employee within 15 days of your evaluation. We will also maintain this information on file for 30 years.

If you should require any additional information or assistance, please call me at (Phone Number).

Sincerely,

General Manager

(General Manager Name)
Enclosures (check)

_____
OSHA Bloodborne Pathogens Standard

_____
Exposure Incident Report

_____
Post Exposure Evaluation

_____
Employee Duties Description

_____
Other: __________________________________________________________________


________________________________________________________________________

