Written Opinion for 

Post-Exposure Evaluation

Employee Name: ______________________________     Exposure Date: _____________

Employer: ________________________________________________________________     

Employer Address: _________________________________________________________

Location:
Enter Your Hospital Name and Address Here
As required under the Bloodborne Pathogen Standard:

_____ The individual named above has been informed of the results of the post-
exposure evaluation.

_____ This individual has been told about any health conditions resulting from exposure 
to blood or other potentially infectious materials which require further evaluation 
or treatment.

_____ Hepatitis B vaccination 
 ____ is    ____ is not  
indicated.

_____________________________________
              _______________

Signature 





               Date

_____________________________________

Print

Employee Health Services

Your EHS Phone Number Here

This form is to be provided to the employee within 15 days. Send via certified mail.

A copy will also be forwarded to the worker’s employer (if not employed by XXX Company).
