Appendix FC2A

list of employee classifications with occupational exposure to bloodborne pathogens

Below is a list of tasks and procedures which require City employees to expose occupational exposure.  Following each procedure is a list of employees who carry out the task or procedure as part of their job duties and the personal protection equipment they are required to wear.

	TASK/PROCEDURE
	JOB CLASSIFICATION
	P.P.E.

	Intravenous catheter placement with accompanying blood draw using syringes and vacuum specimen tubes.
	Paramedics, EMTs
	Gloves, Face Shields

	Intravenous catheter placement on patients experiencing hypertensive crisis.


	Paramedics, EMTs
	Gloves, Face Shields

	Placement or removal of endotracheal tubes and esophageal obturator airways.
	Paramedics, EMTs
	Gloves, Face Shields

	Airway suctioning that may trigger the patient’s gag reflex and cause vomiting.


	Paramedics, EMTs
	Gloves, Face Shields

	Decompression of hemothorax or pneumothorax using a large-bore catheter.


	Paramedics, EMTs
	Gloves, Face Shields

	Providing First Aid
	Paramedics, EMTs, Lifeguards, First Response First Aid Providers
	Gloves, Face Shields, rescuer breather

	Providing medical treatment not otherwise stated.
	Paramedics, EMTs, Lifeguards, First Response First Aid Providers
	Gloves, Face Shields

	Working with citizens with cuts or breaks in the skin discharging blood or other potentially infectious materials.
	Paramedics, EMTs, Police Officers, Fire Fighters
	Gloves, Face Shields

	Working with citizens exhibiting projectile vomiting.
	Paramedics, EMTs, Police Officers, Fire Fighters, Park Security Officers
	Gloves, Face Shields

	Working with angry citizens exhibiting behavior which may lead to spitting or some other transmission of potentially infectious materials.
	Paramedics, EMTs, Police Officers, Probation Officers, Warrant Officers, Bailiffs, Park Security Officers, Code Enforcement Officers
	None Required

	Working with citizens known to have or suspected of having a disease transmitted through blood or another potentially infectious materials
	Paramedics, EMTs, Police Officers
	Gloves, Face Shields

	Cleaning up an accident scene with blood and/or other potentially infectious materials
	Paramedics, EMTS, Police Officers, Fire Fighters, Custodians
	Gloves, Face Shield, and/or Goggles

	Handling evidence, which has potential to have blood or bodily fluid exposures.
	Police Property Room Clerks
	Gloves and Protective Clothing

	Cleaning up buildings or other property currently occupied by or previously occupied by IV drug users 
	Police Officers, Code Enforcement Clean-up Crews, Bridge Maintenance Workers
	Gloves

	Transporting and handling waste which contains blood, used needles, and other potentially infectious materials
	Custodians, Code Enforcement Clean-up Crews, Refuse Collectors, Mechanics
	Gloves

	Working in public places frequented by IV drug users
	Paramedics, EMTs, Police Officers, Detectives, Code Enforcement Officers, Code Enforcement Clean-up Crews, Fire Fighters, Park Security Officers, Park Workers, Custodians, Refuse Collectors, Bridge Maintenance Workers
	None Required


APPENDIX FC2B

HEPATITIS B VACCINATION DECLINATION FORM

I understand that due to my occupational exposure to blood or other potentially infectious materials, I may be at risk of becoming infected by the Hepatitis B Virus.  I have been given the opportunity to be vaccinated with the Hepatitis B Vaccine at no charge to myself.  However, I decline the Hepatitis B vaccination at this time.  I understand that by declining this vaccine, I continue to be at risk of acquiring Hepatitis B, a serious disease.  If in the future, I continue to have occupational exposure to blood or other potentially infectious materials and I want to be vaccinated with Hepatitis B Vaccine, I can receive the vaccination series at no charge to me.

___________________________________




__________________

Employee Name (Print)






Date

___________________________________




__________________

Employee Signature







Department

Note:  This form must be returned to the Risk Management Department as soon as possible.

APPENDIX FC2C
INFECTIOUS DISEASE EXPOSURE FORM

EMPLOYEE NAME:______________________________
Date:_______________




(Print)

Dept./Division:__________________________
Shift Hours:________

If Fire or Police, check one:  __LEOFF I    __LEOFF II

Telephone # (work):___________________
(home):__________________

Date of Exposure:___/___/___
Time of Exposure:____:____

*Work Location where exposure occurred: _____________________________

What were you exposed to?  
__Blood   
__Tears   
__Feces   
__Urine


             

__Saliva   
__Sweat
__Vomitus   
__Needlestick  




__Other (describe)______________________________


What part(s) of your body were exposed? (Be specific):_________________________________

______________________________________________________________________________

What was the route of exposure:  I.e.: Cutaneous, Percutaneous, Inhalation or Ingestion,

______________________________________________________________________________

Protective Measures Used:  
__Gloves   __Mask   __Eyewear   __Gown




 
__Sharps Container   or Other describe)________________________

*What was the type and brand of sharp or protective device that was involved in the incident? 

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

*How did exposure occur? (Be specific):_____________________________________________

____________________________________________________________________________________________________________________________________________________________

Have you received the Hepatitis B vaccination series? 
__Yes  __No

If Yes, When?:___________________________________________________

Did you call the City Occupational Doctor for Evaluation  ___Yes   ___No

Did you seek medical attention?  __Yes   __No

If No, why not?:________________________________________________________________

_____________________________________________________________________________

If Yes, where?:___________________________  Dr.__________________

Date of treatment?___/___/___

What post exposure precautions or first aid were given__________________________________

____________________________________________________________________________________________________________________________________________________________
Has there been any previous exposure Incident?:    ____Yes
____No

Other relevant information:________________________________________________________

____________________________________________________________________________________________________________________________________________________________

______________________




__________

Employee's Signature





Date

______________________  
_____________________  
___________

Supervisor's Name (Print)    
Supervisor's Signature   
Date

Send this form IMMEDIATELY to Risk Management

APPENDIX FC2D
AUTHORIZATION FORM TO REGIONAL HEALTH

FOR HEPATITIS VACCINATION SERIES

[image: image1.png]



Date: ___________________

Spokane Regional Health District

1101 West College Avenue

Spokane, WA  99201

This is to certify that City of Spokane employee _________________________________ is authorized to receive the Hepatitis B vaccination series.  

___________________________

Department

___________________________

Department Director
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