EMPLOYEE HEALTH POST-EXPOSURE INTERVIEW
**This form should be modified to meet the needs of the Occupational Health Department at your facility and should only collect demographic information necessary**

This form to be completed by Employee Health for each Exposed Employee:
	Employee Demographics

	Name:
	Date of Birth:

	Contact Number:
	Employer:

	Department/Clinic:
	Date of Exposure:

	Source Patient Last Name:
	Date & Time Shift Started:

	Social Security Number:
	Weight (for dosing purposes):

	This section to be completed by Employee Health during interview of Exposed Employee

	Date of Interview:                                                  Disease Exposure:

	Attempted Contact:

	Interviewed by (member of Employee Health):

	1.  What type of exposure did you have to the patient? Include as many details as possible.

     
Does this meet the definition of a significant exposure?  (see Communicable Disease Exposure policy)                                             □YES     □ NO   □ PROVIDER TO DETERMINE

	2. Were you or the patient wearing any protection?  □YES     □ NO   If yes, please list:

	3. Current signs or symptoms?                                        □YES     □ NO   If yes, please list

	4. Have you been immunized against this disease?     □YES    □ NO   □ N/A
    If so, please list if immunizations are documented, if titers were done, etc.

	5. Are you pregnant/nursing			               □ YES    □ NO   □ N/A

	6. Do you have any allergies to medication?	               □ YES   □ NO     If so, please list:

	7. Are you currently taking any medications?  Please include antacids, vitamins, other over the counter and     prescription medications:

	8. Do you feel you have any personal health issues that could put you at an increased risk of complications from acquiring the disease?  Please list any current health conditions that should be noted such as a chronic disease, contraindications, etc.

	9.  Do you know of any other exposed individuals? 



	Education

	Employee Health has provided education regarding the following:
□ Symptoms to be watching for                                                  □ Incubation period of the disease
□ Need to complete an incident report                                     □ Contact information for questions or concerns
□ Antibiotic interactions with oral contraceptives                                  



	This section to be completed by the Exposed Employee if receiving treatment

	□ Treatment options along with the risks and benefits of said treatment
	□ I give consent to be treated
	□ I have been offered treatment for the above-mentioned disease exposure but am declining at this time. Employee Signature or Employee Health representative via phone: _________________________Date: _________


Pharmacy: _____________________________________________________Phone: _________________
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