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MISSOULA COUNTY PUBLIC SCHOOLS 
OCCUPATIONAL EXPOSURE INCIDENT FORM (Blood Borne Pathogen) 

Instructions: Complete this form with the school nurse and the employee.  
School nurse notification: Date__________ Time: __________ Nurse name: ________________________________ 
 
Employee Name: __________________________________Maiden/other last name: ________________________ 
Date of Birth: ___________________Building: _______________________ Position: ________________________ 
Date & time of incident: _______________Location (playground, health room, etc.):_________________________  
Brief description of incident: ______________________________________________________________________ 
Type of body fluid (s) employee exposed to: �  Blood �  Saliva �  Other: _____________________________________ 
If exposure was a bite to the employee, check all applicable: �  Employee’s skin broken  �  Unsure if skin broken 
�  Bite occurred over non-intact skin  �  Bite over clothing   
Route of exposure (mucosal contact, contact with non-intact skin, puncture, etc.) if not bite: 
__________________________________________________ 
First aid given: �  None  �  Area rinsed with water  �  Area washed with soap & water or disinfectant  
�  Other: ________________________________________________________________________________________ 
What job duties was the employee performing when incident occurred? �  First aid  �  Medical or health procedure 
�  Feeding student  �  Restraining student   �  Other: ______________________________________________ 
What personal protective equipment was in use and if it failed?  �  Gloves  � Other___________________________ 
�  None or not applicable.  Describe PPE failure:  � NA or _________________________________________________ 
Has employee had series of three Hepatitis B vaccines?  � Yes  � No  � Partial series  � Unknown 
Dates if known: _________________________________ �  Immtrax or other copy attached 
Did the employee have an antibody test done after the vaccine series was completed?   
�  Yes   �  No   � Unknown   � Results if yes and where done: __________________________________ 
Source individual Hepatitis B series dates: � None or unknown  � Dates as follows: ___________________________ 
Has source individual/ legal guardian given consent to blood testing?   
� Yes  � No  � Not requested as of this time. If yes, when & where will it be done? ____________________________ 
Has employee been informed that a free medical evaluation be done as soon as possible?  
�  Yes  �  Yes, but employee refusing medical evaluation for this exposure at this time.   
Has employee signed the release on the back of this form?   � Yes   �  Declined to sign 
Employee Procedure:  
1. Complete “First Report of Injury” Form and 

provide to principal or school secretary. (For HR) 
2. Complete top portion of back of this form and 

sign.  
3. Take a two-sided copy of this form to 

Occupational Health Services for medical 
evaluation.  

Nurse Procedure:  
1. Copy this completed form (both sides) and provide copy to 

employee for medical evaluation and/or their personal copy.  
2. Send original copy to Health Services Supervisor.  
3. Consider if this employee exposure may be a “two way 

exposure” and if there is a need for student exposure 
procedure. 

Medical Evaluation:  
St. Patrick Hospital Occupational Health 
3055 North Reserve Street D 
Missoula MT 59802 
Phone: 406-329-5746  
(Fax 406-327-1697) 
 

Second Option if OHS unable:  
Providence Grant Creek Walk- in 
Clinic 
3075 N Reserve Street Q 
Missoula, MT 59802 
 
 

Option if in Seeley Lake:  
Seeley Swan Medical Center 
3050 MT-83, Seeley Lake, MT 59868 
Phone: (406) 677-2277 
 
Last Option or if out of town 
St. Patrick Hospital Emergency 
Department or other hospital
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Authorization for Release of Information 

Patient (Employee): Last Name: _______________________________First Name: ___________________MI:_______ 
Date of Birth: _______________________Patient Address (PO Box/Street):__________________________________  
City: ________________________State: ___________Zip: _________Daytime Telephone Number:_______________ 

I authorize the evaluating medical provider to release the information below to Missoula County Public Schools.   

Information from:  
Providence Occupational Health 
3055 North Reserve Street d 
Missoula, MT 59808 

 

Or provider listed below:  

Name: ______________________________________  

Address: _____________________________________ 

Send information to:  
Health Services Supervisor, Missoula County Public Schools, 215 S. 6th Street West, Missoula MT 59801 
Phone: 406-728-2400 ex 1073   Fax: 406-542-5988  

Purpose of Disclosure:  
Releasing the information below meets a requirement in OSHA’s Blood Borne Pathogen Standard. This information 
will be then kept on file and a copy given to the exposed employee.  

The information being requested is only what is specified below on this document. Provision of treatment is not contingent upon 
receipt of requested information.  This record released to Missoula County Public Schools will become part of the Blood Borne 
Pathogen Exposure Control Plan file.  This does NOT become part of the employee’s personnel file.   

I understand that this authorization may be revoked by me at any time, provided I do so in writing and submit it to MCPS up to 
the extent that the disclosure has not already been made.  .   

Employee Signature: __________________________________________ Date: ____________  

************************************************************************************ 

Health Care Provider Portion:  

Please answer the OSHA required questions below and return by fax to 329-5988 within 15 days of initial evaluation.  

1. Was hepatitis B vaccination indicated for this employee?    Yes     No 
If so, was it provided?   Yes     No 

2. Has the employee been informed of the results of the post exposure evaluation?  
 Yes    No 

3. Has the employee been informed of any medical conditions resulting from exposure to blood or other potentially 
infectious materials which require further evaluation or treatment?   

 Yes    No 
 

Provider Signature: _____________________________/ Date: __________Printed Name: ______________________ 
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