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	Hazardous Materials Exposure Form

	Fire Department


	Name:
	     
	SS No.:
	     
	DOB:
	     

	

	Shift:
	     
	Company:
	     
	Supervisor:
	     

	

	Rank:
	 FORMCHECKBOX 
Chief Officer  
	 FORMCHECKBOX 
Captain  
	 FORMCHECKBOX 
Engineer  
	 FORMCHECKBOX 
Firefighter/Paramedic  
	 FORMCHECKBOX 
Firefighter

	

	Date of Exposure:
	    
	Time of Exposure:
	     
	Length of Exposure:
	     

	

	Incident Number:
	     
	Location:
	     

	

	Type of Incident: 
	 FORMCHECKBOX 
Haz Mat     
	 FORMCHECKBOX 
Structure Fire     
	 FORMCHECKBOX 
Other  
	     

	

	Suspected or Confirmed Material:
	 FORMCHECKBOX 
Wood         
	 FORMCHECKBOX 
Plastics
	 FORMCHECKBOX 
Asbestos     
	 FORMCHECKBOX 
Carpet     
	 FORMCHECKBOX 
Chemicals

	
	 FORMCHECKBOX 
Other
	     

	

	Type of Exposure:
	 FORMCHECKBOX 
Inhalation  
	 FORMCHECKBOX 
Skin/Eye Contact  

	
	 FORMCHECKBOX 
Injection  
	 FORMCHECKBOX 
Other
	     

	

	Body Parts Exposed:
	 FORMCHECKBOX 
Skin 
	 FORMCHECKBOX 
Ears
	 FORMCHECKBOX 
Back  
	 FORMCHECKBOX 
Shoulder
	 FORMCHECKBOX 
Leg  
	 FORMCHECKBOX 
Buttocks  

	
	 FORMCHECKBOX 
Eyes  
	 FORMCHECKBOX 
Nose  
	 FORMCHECKBOX 
Chest  
	 FORMCHECKBOX 
Arm
	 FORMCHECKBOX 
Foot
	 FORMCHECKBOX 
Full Body

	
	 FORMCHECKBOX 
Mouth  
	 FORMCHECKBOX 
Neck  
	 FORMCHECKBOX 
Abdomen  
	 FORMCHECKBOX 
Hand
	 FORMCHECKBOX 
Groin  
	

	

	Open Cuts/Wounds:
	 FORMCHECKBOX 
Yes
	 FORMCHECKBOX 
No
	If yes, where?
	     

	

	Protective Clothing In Use (be very specific as to what was actually used):

	 FORMCHECKBOX 
Turnout Boots
	 FORMCHECKBOX 
Turnout Pants
	 FORMCHECKBOX 
Turnout Coat
	 FORMCHECKBOX 
Gloves
	 FORMCHECKBOX 
Goggles

	 FORMCHECKBOX 
Helmet
	 FORMCHECKBOX 
SCBA
	 FORMCHECKBOX 
Flash Hood
	 FORMCHECKBOX 
Other:
	     

	

	How did exposure occur?
	     

	     

	

	Decontamination Procedure Used:
	     

	

	Medical Attention Required?
	 FORMCHECKBOX 
Yes

	 FORMCHECKBOX 
No

	Location:
	     

	

	Attending Physician:
	     
	Date:
	     

	

	Injury Logged:
	 FORMCHECKBOX 
Yes
	 FORMCHECKBOX 
No
	Injury Report Completed:
	 FORMCHECKBOX 
Yes
	 FORMCHECKBOX 
No

	

	Supervisor’s Signature:
	
	Date:
	     

	
	
	
	

	Employee’s Signature:
	
	Date:
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