ACCIDENT REPORT/SHARPS INJURY LOG 
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Complete this report when an accident occurs that requires more than simple first aid, such as an occupational exposure to a potentially infectious substance via needle stick, eye, mouth, mucous membrane, non-intact skin, or parenteral route. Also complete this report for injuries due to exposure to hazardous chemicals.

Date of Injury: ___________   
Exposed Employee: _________________________
Employee Title: _____________________________
Type of Injury: 

(  Sharps injury


(  Splash/spray to mucous membrane or non-intact skin

(  Chemical injury: name of substance: _________________________(attach MSDS).


(  Other: _____________________________________________________________.

If Sharps Injury:

Did the device in use have engineered sharps injury protection?

(  Yes   

(  No

Type/Brand Name Of Device Involved In The Exposure: ______________________.

Was The Device Used Properly?    

(  Yes


(  No

Was The Protective Mechanism Activated?  

(  Yes


(  No

Did The Exposure Occur:  

(  Before activation?    
(  During activation?   
(  After activation?
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When/How Did The Exposure Incident Occur?

( During use of sharp

( Between steps of a multi-step procedure

( After use and before disposal of sharp

( While putting sharp into disposal container

( Sharp left in inappropriate place

( Overfilled sharps container

( Disassembling

( Other ______________________________________________________________.

Location in facility where exposure occurred: ______________________________.
Procedure being performed at the time of the incident: _______________________
_____________________________________________________________________.

Body part involved in the injury: _________________________________________.
Circumstances of the exposure: __________________________________________

___________________________________________________________________________________________________________________________________________.
Engineering controls/work practices/protective equipment/safety devices in use at the time of the incident:  ______________________________________________

_____________________________________________________________________.
Date/time _______________ employee sent to ___________________________ for evaluation and follow-up.



 (Name of Healthcare Professional)

Name of source individual: ______________________________________________.
Was source individual tested* for:

	HIV

(Y/N)
	HIV Test Dates
	HBV

(Y/N)
	HBV Test Dates
	HCV

(Y/N)
	HCV Test Dates

	
	
	
	
	
	


*Check with local medical society for information on applicable consent regulations in your area and, if required, attach written report of consent. If source patient is already known to be positive for HBV, HCV or HIV, new testing need not be performed.
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