Policy #1512, Attachment #4

MONTANA MENTAL HEALTH NURSING CARE CENTER
EXPOSURE CONTROL PLAN
POST EXPOSURE MEDICAL EVALUATION FORM

******CO N F I D E NTA L******

Employee Name (Please print) Date:

Medical Evaluator Name (Please print) Date:

Test(s) completed:

Treatment given:

Recommendations:

Medical Evaluator Signature: Date:

Employee Signature: Date:
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