HEART OF THE ROCKIES REGIONAL MEDICAL CENTER

EMPLOYEE REPORT OF WORK RELATED ACCIDENT / BLOOD OR BODY FLUIDS EXPOSURE

(Please Answer ALL Questions on BOTH sides of this form.)

	Full Legal Name: __________________________________________________________________________________________  Today’s Date: _________________

                                                                         First                                                               Middle                                                               Last

Your Address: __________________________________________________________________________________________________________________________

                                                                         Street (Do not use PO Box)                                                             City                                                               State                                               ZIP

Telephone No.: __(____)_______________________________  Age: __________  Date of Birth: ________________________  SSN: _______-_______-__________

Your Job Title: __________________________________________________________  Time you began work on day of incident: __________________ ( AM   ( PM

Your Job Status:          (  Full Time     (  Part Time     (  PRN     (  Volunteer     (  Other ___________________________________________ (Describe)     

Are you employed elsewhere?      (  Yes     (  No    If Yes, where: _________________________________________________________________________________

     

	DESCRIPTION OF YOUR INCIDENT

Date of Incident: ___________________  Time: ____________ (  AM     (  PM    Location: ___________________________________________________________

What specifically were you doing when the incident occurred? ____________________________________________________________________________________

Length of experience at this task? ________________________  Describe fully how you were injured / how incident occurred: ________________________________

______________________________________________________________________________________________________________________________________

Part(s) of your body injured: _______________________________________________________________________________________________________________

Did your injury develop gradually over a period of time?   (  Yes    (  No    If YES, Date of onset: ___________________  Time: __________________ ( AM   ( PM  

Describe how your injury developed: ________________________________________________________________________________________________________

______________________________________________________________________________________________________________________________________

What were your symptoms? _______________________________________________________________________________________________________________

When did the injury begin affecting your job? _________________________________________________________________________________________________

Was the accident/incident caused by a faulty machine or actions of someone outside of this hospital?    (  Yes    (  No    If YES, Explain fully: ____________________

_______________________________________________________________________________________________________________________________________

Have you lost time as a result of this injury?  (  Yes    (  No    If YES, first day lost: ______________________________  Date returned: ________________________



	LIFTING INJURY

Was lifting involved in this injury?    (  Yes    (  No    If YES, please answer the following questions:

What (Who) were you lifting? ____________________________________________________________________  What was the weight? _______________________

Were you receiving assistance or using any lifting devices?   (  Yes    (  No    If YES, who or what? ______________________________________________________

Fully describe your lifting procedures in this event: _____________________________________________________________________________________________

_______________________________________________________________________________________________________________________________________



	EXPOSURE TO BLOOD OR OTHER BODY FLUIDS

Was this a Needle Stick or Sharps injury?   (  Yes    (  No    If YES, could the needle/sharp have been contaminated?   (  Yes    (  No

Describe how you were exposed: ___________________________________________________________________________________________________________

Source (Patient’s name and hospital ID no.): __________________________________________________________________________________________________

What personal protective equipment were you wearing? _________________________________________________________________________________________

Have you been vaccinated for Hepatitis B?   (  Yes    (  No    If YES, Date:  _________________________  Where: ________________________________________




	NOTIFICATION OF YOUR INCIDENT

Names of all witnesses to your incident: ______________________________________________________________________________________________________

To whom at work did you first report your accident? ______________________________________________________ Date: ________________ Time: ___________

                                                                                                                               First and Last Name                                                        Title

Name of your Supervisor: ______________________________________  When was your supervisor notified?  Date: _________________  Time: ________________



	OTHER INFORMATION

Name and Address of doctor who treated you: _________________________________________________________________________________________________

What limitations will you have if you return to work early? _______________________________________________________________________________________

_______________________________________________________________________________________________________________________________________



	PREVIOUS INJURY INFORMATION

Have you had a previous injury to this part of your body?   (  Yes    (  No    If YES, Date of injury:  ______________________________________________________

What caused this previous injury? ___________________________________________________________________________________________________________

Previous injury resulted from:    (  On the job     (  Sports/Recreation     (  Auto Accident     (  School      (  Other __________________________________________

Describe fully how the previous injury occurred: _______________________________________________________________________________________________

_______________________________________________________________________________________________________________________________________

Describe the previous injury fully: __________________________________________________________________________________________________________

_______________________________________________________________________________________________________________________________________

Describe the treatment you received for the previous injury: ______________________________________________________________________________________

_______________________________________________________________________________________________________________________________________

Did you lose work time as a result of the previous injury?   (  Yes    (  No    If YES, how many days did you miss? __________________________________________

Treating physician(s) for previous injury: _____________________________________________________________________________________________________

Address: _______________________________________________________________________________________________________________________________

City: _____________________________________________  State: _______________  ZIP: ________________  Phone: __(____)_____________________________




	It is unlawful to knowingly provide false, incomplete, or misleading facts or information to an insurance company for the purposes of defrauding or attempting to defraud the company.  Penalties may include imprisonment, fines, denial of insurance and civil damages.  Any insurance company or agent of an insurance company who knowingly provides false, incomplete or misleading facts or information to a policyholder or claimant for the purpose of defrauding or attempting to defraud the policyholder or claimant with regard to the settlement or award provided from the insurance proceeds shall be reported to the Colorado Division of Insurance within the Department of Regulatory Agencies.




	I certify that all the information given on this form (front and back) is correct and accurate to the best of my ability and recollection.

                                                                             _______________________________________________________________

                                                                                                                   Employee Signature                                                                 Date

THIS FORM MUST BE COMPLETED, SIGNED, AND RETURNED TO HUMAN RESOURCES WITHIN 48 HOURS OF THE TIME OF YOUR ACCIDENT / INCIDENT.

IF THIS INJURY IS AN EXPOSURE, THE REPORT MUST BE MADE IMMEDIATELY.
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