
Worcester State College
Department of Nursing

Incident Report Form

	Student name
	

	ADDRESS
	

	BIRTH DATE
	

	E-MAIL
	

	PHONE
	

	PROGRAM (BSN/RN-BSN/GRAD)
	


Date of Incident: ____/_____/____   Time: _____/_______AM PM

Location/Facility Name: ______________________Department/Unit_____________

Site Preceptor______________________ Work Phone & Cell #__________________

Site contact for follow-up:___________________ Title_______________________
Phone___________________________________

Type of Incident

· Sharps injury
 Type of needle_____________    was the needle/syringe equipped with a safety device? ______________________ 
· Other sharp object_______________________

· TB exposure

Type of Exposure
· Body fluid splash
Blood
        Urine               Saliva          Wound drainage

· Mucous membrane
Eye
         Mouth
      Nose

· Broken skin

Location___________________
· Intact skin

· Inhalant

· Animal/human scratch

· Animal/human bite

· Other________________________
Other Incident (describe) _________________________________________
Who witnessed the incident?________________________________________

When was WSC faculty notified? ____________________________________

Was an incident report created by the site? __________________ please attach copy

Where you treated for the exposure?  Facility name: ______________________

Please attach a copy of the Emergency Center report______________________

Were baseline labs obtained from the source or source patient? If no, why? _________________________________________________________________

Follow up planned with who and where? _____________________________________ 

FULLY describe the incident/injury/exposure and explain in detail what you were doing when the incident/injury/exposure occurred, including the use of tools, equipment or materials.   Please use additional sheets if necessary.
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Student Signature_______________________________ Date _____________________

To be completed by WSC Nursing Clinical Faculty:
Date & Time you were notified of event: ________________________________

Faculty Report:
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Faculty Signature___________________________________ Date _________________

5/2009

