Missoula County Public Schools
First Aid Administration Report

USE THIS FORM WHEN:
e You are a school district employee
e You have never been fully immunized against Hepatitis B
e You do not perform first aid as part of your usual job duties (and thus had been offered the Hepatitis B vaccine
previously)
e  You provided first aid while on duty at MCPS

e The first aid involved physical contact with blood or other potentially infectious material (as defined on page 3 of
the plan) ( example: blood on your hand)

Did the first aid involve physical contact with blood or other potentially infectious material in one of these ways?

e Eye, mouth, other mucous membrane
e  Through broken skin (unhealed cuts)
e Parenteral contact (into the body like a needle stick)

=Yes, one of the above happened. This form is NOT applicable. =NO, none of the above is
Please do the following now. applicable.
1. Notify the school nurse Proceed to complete this form
Complete an occupational exposure incident form with nurse’s below.
assistance.

3. Notify your supervisor.
4. Complete a Workman’s compensation form and provide to Human
resources.

Employee Name: Contact Phone:

Building: Position:

Please describe the first aid, type of bodily fluid involved and the care that you provided:

Although you did not have an exposure incident, providing first aid when bodily fluids is present creates “occupational risk of
exposure”. You are being offered Hepatitis B vaccine as part of OSHA requirements. Hepatitis B is one of the most common
blood borne pathogens and can be prevented both before and after a potential exposure. The vaccine is given as a series of
three shots over six months. There is no cost to you. It is more effective to start the vaccine as soon as possible.

| DECLINE Hepatitis B vaccine related to the above first aid incident.

Signature: /Date:

| request that | receive the Hepatitis B vaccine. | will contact Human Resources (ex. 1039) or Health Services (ex. 1073) to
arrange the start of the vaccine series as soon as possible.

Signature: /Date:

SEND THIS FORM TO THE HEALTH SERVICES OFFICE WHEN COMPLETED.
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