Kennesaw State University 
WellStar College of Health and Human Services
WellStar School of Nursing


CHECKLIST:  Blood and Body Fluid Post-exposure Management


Name:  ____________________________			Date of Exposure:  ____________


Student ID Number:  ____________________		Telephone #:  ________________



Date/Initials

__________	1.	Exposed area washed or flushed as appropriate.

__________	2.	Received immediate medical examination, including testing for HBV, 
			HCV, and HIV.

__________	3.	Reported incident to Charge Nurse or Nurse Manager of assigned 
			area.
			Name of Person____________________________________________ 
			Title:_____________________________________________________
			Institution: _______________________________________________
			Location in Institution: _____________________________________
			Phone Number: ___________________________________________

__________	4.	Completed necessary hospital documentation (e.g. hospital Incident
Report) and obtained a copy if possible.

__________	5.	Notified WellStar Kennesaw State University Health Clinic.

__________	6.	Completed WellStar Kennesaw State University Health Clinic Incident Report. 	
                   	7.	Submitted Incident Report to KSUHC.

__________	8.	Counseled student regarding the need for ongoing evaluation, treatment, and/or counseling.

__________	9.	Submitted copy of completed WellStar KSU Health Clinic Incident Report to 
		Director, WSON for filing.
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INCIDENT REPORT

Date of Incident: 
Type of Incident: 
Public Safety Notified?	       Yes	   No        N/A     

Worker’s Comp Issue? 	       Yes	   No        N/A

Employee Name: 							KSU ID: 
Patient Name: 								KSU ID: 
Supervisor on Duty: 							KSU ID: 
Was incident reported to supervisor?          Yes        No          N/A

Details surrounding incident:  __________________________________________________
_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Today’s Date: _______________________________
Person filling out incident report:  _______________________________________________
Signature:   _________________________________________________________________




Has a copy of this report been placed in student’s file in WSON?          Yes  
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[bookmark: _GoBack]The following form will be completed by the healthcare provider who sees the patient in the Kennesaw State University Health Clinic.  The initial healthcare provider will provide all follow up contacts.


Student Name __________________________________________________________

Today's date ___________________________________________________________

Date of exposure ________________________________________________________

Explanation of exposure (please be as specific as possible) 
______________________________________________________________________________
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
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CRNP Signature _____________________________________________
Source Patient Initials ___________________
HIV Antibody _________________________
HbsAB _______________________________
HCV Antibody _________________________
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