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REPORT OF SIGNIFICANT WORK EXPOSURE TO BODILY FLUIDS
Name 
 Last, First, M.I.

Social Security number   Birth date   Phone number 

Address   City   State   ZIP   

Employer’s or firm’s full name   Phone number 

Employer’s or firm’s address   City   State   ZIP 

Job title   Date of exposure   Time of exposure   A.M. or  P.M.    

Address or location of exposure 

State fully how exposure occurred (be specific) 

List all persons present at the exposure whom you can identify 

What bodily fluid were you exposed to?  Blood    Vaginal fluid    Semen    Surgical fluid(s)
  Other fluid(s) containing blood (describe) 

Who did the bodily fluid come from? 

Are you aware of a break/rupture in the skin or mucous membrane at body location of exposure to bodily fluid and, if so, 
please describe. 

Did exposure to bodily fluid take place through your  skin or  mucous membrane?

What specific part(s) of your body was exposed to bodily fluid? 

Other required steps:

1.  You must have blood drawn no later than ten (10) 
calendar days after exposure. 

2.  You must have blood tested for HIV or Hepatitis C 
by antibody testing no later than thirty (30) calendar 
days after exposure and test results must be negative.

3.  You must be tested or diagnosed as HIV positive no later 
than eighteen (18) months after the exposure or tested and 
diagnosed as positive for the presence of Hepatitis C within 
seven (7) months after the exposure.

4.  You must file a workers’ compensation claim with the 
Industrial Commission of Arizona no later than one year from 
the date of diagnosis or positive blood test if you wish to 
receive benefits under the workers’ compensation system.

This report must be filed with your employer no later than ten (10) calendar days after your work exposure to bodily fluids.

I have filed this form with my employer and have received a copy of this completed form.

Employee signature   Date 

Phone: 602.631.2600
Toll Free: 1.866.284.2694

Fax: 602.631.2888
Toll Free Fax: 1.800.356.4867

3030 N. 3rd Street, Phoenix, AZ 85012-3068

www.scfaz.com

EmployEr kEEp orIgInal of noTIfIcaTIon form for noT lEss Than fIvE (5) yEars  
for your supplEmEnTary rEcorD of InjurIEs (NOTIfY CArrIEr)  |  EmployEE kEEp copy

(THIS IS NOT A CLAIM fOrM)
This form approved by the Industrial Commission of Arizona for carrier use.
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