BRITISH
COLUMBIA

Min

Management of Percutane

istry of

Health

ous or

Permucosal Exposure to Blood and
Body Fluid/Laboratory Requisition

NOTE: If exposed and/or source person(s) choose non-nominal HIV
testing, identify only by initials, sex, and date of birth. Refer to back
of form for guidelines for obtaining informed consent.

Exposed Person Information [0 NoMINAL HIVTESTING [ NON-NOMINAL HIV TESTING

HEALTH FACILITY STAMP /
EXPOSED PERSON’S
ADDRESSOGRAPH ¥

HOSPITAL

SPECIMEN SENT TO

[] BCCDC LABORATORY SERVICES (PHSA)

[ uBC VIROLOGY LABORATORY

SURNAME

GIVEN NAME

GENDER
Om OF

PHN

DATE OF BIRTH (YYYY / MM / DD)

ADDRESS

HOME PHONE NUMBER

WORK PHONE NUMBER

DATE & TIME OF EXPOSURE_ HoUR HAS THE EXPOSED PERSON PREVIOUSLY RECEIVED HEPATITIS B VACCINE? SEROCONVERSION? PREGNANT?
| | [ONo [ UNKNOWN  [J YES: # OF DOSES [ONno  [J unkNowN [ YES Ovyes [Ono
WAS THIS AN OCCUPATIONAL IF YES, SPECIFY OCCUPATION INDUSTRY JOB ACTIVITY AT TIME OF ACCIDENT
?
EXPOSURE?  yee [no
EMPLOYER’S NAME EMPLOYER’S PHONE NUMBER DATE BLOOD COLLECTED (YYYY / MM / DD)
| |
Exposure Information
TYPE OF BODY FLUID | PLACE OF EXPOSURE (E.G. BEACH, PARK, HOSPITAL) | TYPE OF EXPOSURE 3. [ sexuAL YES NO  UNKNOWN
(CITY/TOWN) i
1. [J PERCUTANEOUS 3. g NON-INTACT SKIN | | bep i TANEOUS EXPOSURE, WAS:
2. [] PERMUCOSAL 4. L SKINEXPOSURE | 5 ,0p viSIBLE ON INSTRUMENT? [ Od O
BODY SITE WHERE EXPOSURE OCCURRED TYPE OF INSTRUMENT INSTRUMENT RECENTLY IN
SOURCE’S ARTERY OR VEIN? O O O
Source Person (source of blood or body fluid to which the exposed person was exposed) [J NOMINAL HIV TESTING ~ [[] NON-NOMINAL HIV TESTING
KNOWN? GENDER SURNAME GIVEN NAME DATE OF BIRTH (YYYY /MM /DD) | PHN
Oves Ono | Om OF | |
INFECTIOUS STATUS OF SOURCE | KNOWN MEMBER DATE BLOOD COLLECTED (YYYY / MM / DD)
YES NO UNKNOWN | OF A HIGHER RISK YES NO
HIVs O 0O 0 GROUP FOR: v O O | |
HBsAg+ O O O wev O O
HCV+ O d O Hev O 0O
Exposed Person Management - The Exposed Person Was Given:
O HBIG [ HEPATITIS B VACCINE [ POST EXPOSURE TETANUS BOOSTER | [[] TETANUS IMMUNE GLOBULIN | ] ANTIRETROVIRAL STARTERKIT ~ TIME STARTED
YYYY MM DD YYYY MM DD YYYY MM DD YYYY MM DD YYYYy MM DD
Blood Testing (HBsAg, Anti-HBs, Anti-HBc, Anti-HCV, Anti-HIV are done routinely.
g
LAB RESULTS TO BE FAXED/PHONED TO:
[] SOURCE PERSON'S PHONE # FAX # NAME MSC #
FOLLOW-UP PHYSICIAN:
w
Qo § [] EXPOSED PERSON'S PHONE # FAX # NAME MSC #
3% | FOLLOW-UP PHYSICIAN:
o o [] EXPOSED PERSON'S PHONE # FAX # WORKSITE
WORKSITE OCC HEALTH:
o 5 | (JExPOSED PERsON's | PHONE# FAXH NAME MSC #
% 8 FOLLOW-UP PHYSICIAN:
[e]
o
g i [] EXPOSED PERSON'S PHONE # FAX # WORKSITE
w WORKSITE OCC HEALTH:

It is the responsibility of the requesting health care provider
to obtain consent from the exposed and/or source person for
all laboratory testing as indicated below and for release of
information on this form to public health authorities, WCB

(if exposure is occupational), and those people listed above.
Refer to back of form for guidelines for obtaining informed

consent.
FOR LABORATORY USE ONLY

MSC #

Put a line through the tests that are not to be done

WCB PURPOSES ONLY

NAME OF HEALTH CARE PROVIDER COMPLETING ABOVE SECTION OF
FORM AND REQUESTING BLOODWORK (PRINT)

SIGNATURE OF PHYSICIAN

DATE (YYYY /MM / DD)

WCB BILLING CODE

# 19909

[] EXPOSED PERSON'’S PHYSICIAN

DATE RECEIVED AT LABORATORY (YYYY / MM / DD) TIME RECEIVED RECEIVED BY (INITIALS)
Le TESTS HBSAg ANTI-HBs ANTI-HBc ANTI-HCV ANTI-HIV
S (BY EIA) > Initial Repeat Initial Repeat Initial Repeat Initial Repeat Initial Repeat
SOURCE PERSON LAB ID ONLY
RESULTS p
TRANSCRIBED BY
(INITIALS) p
DATE >
(YYYY /MM /DD)
EXPOSED PERSON’S NAME
RESULTS p
TRANSCRIBED BY
(INITIALS) p
EXPOSED PERSON’S LAB ID
DATE >
(YYYY /MM /DD)
TIME DATE (YYYY / MM / DD) INITIALS | REVIEWED BY DATE (YYYY / MM / DD)
RESULTS FAXED / PHONED TO

[] EXPOSED PERSON’S WORKSITE OCCUPATIONAL HEALTH

[[] SOURCE PERSON’S PHYSICIAN

PG 1/ WHITE - To accompany blood to
BCCDC Laboratory Services (PHSA)
HLTH 2339 Rev. 2011/11/24

PG 2/ YELLOW - Exposed Person’s Worksite
Occupational Health

PG 3/ PINK - WCB (if occupational exposure)
WCB FAX (LOWER MAINLAND): (604) 276-3195

OR TOLL FREE: 1-888-922-

PG 4/ GOLDENROD - Exposed Person’s Chart

3299



BRITISH

Ministry of
COLUMBIA

Health

Management of Percutaneous or
Permucosal Exposure to Blood and
Body Fluid/Laboratory Requisition

HEALTH FACILITY STAMP /
EXPOSED PERSON’S
ADDRESSOGRAPH ¥

NOTE: If exposed and/or source person(s) choose non-nominal HIV
testing, identify only by initials, sex, and date of birth. Refer to back

of form for guidelines for obtaining informed consent.

Exposed Person Information [0 NoMINAL HIVTESTING [ NON-NOMINAL HIV TESTING

HOSPITAL

SPECIMEN SENT TO
[] BCCDC LABORATORY SERVICES (PHSA)

[ uBC VIROLOGY LABORATORY

SURNAME

GIVEN NAME

GENDER
Om OF

PHN

DATE OF BIRTH (YYYY / MM / DD)

ADDRESS

HOME PHONE NUMBER

WORK PHONE NUMBER

DATE & TIME OF EXPOSURE HAS THE EXPOSED PERSON PREVIOUSLY RECEIVED HEPATITIS B VACCINE? SEROCONVERSION? PREGNANT?
YYYY MM DD HOUR
| | [ONo [ UNKNOWN  [J YES: # OF DOSES [ONno  [J unkNowN [ YES Ovyes [Ono
WAS THIS AN OCCUPATIONAL IF YES, SPECIFY OCCUPATION INDUSTRY JOB ACTIVITY AT TIME OF ACCIDENT
?
EXPOSURE?  yee [no
EMPLOYER’S NAME EMPLOYER’S PHONE NUMBER DATE BLOOD COLLECTED (YYYY / MM / DD)
| |
Exposure Information
TYPE OF BODY FLUID | PLACE OF EXPOSURE (E.G. BEACH, PARK, HOSPITAL) | TYPE OF EXPOSURE 3. [ sexuAL YES NO  UNKNOWN
(CITY/TOWN) i
1. [J PERCUTANEOUS 3. g NON-INTACT SKIN | | bep i TANEOUS EXPOSURE, WAS:
2. [] PERMUCOSAL 4. L SKINEXPOSURE | 5 ,0p viSIBLE ON INSTRUMENT? [ Od O
BODY SITE WHERE EXPOSURE OCCURRED TYPE OF INSTRUMENT INSTRUMENT RECENTLY IN
SOURCE’S ARTERY OR VEIN? O O O
Source Person (source of blood or body fluid to which the exposed person was exposed) [J NOMINAL HIV TESTING ~ [[] NON-NOMINAL HIV TESTING
KNOWN? GENDER SURNAME GIVEN NAME DATE OF BIRTH (YYYY /MM /DD) | PHN
Oves Ono | Om OF | |
INFECTIOUS STATUS OF SOURCE | KNOWN MEMBER DATE BLOOD COLLECTED (YYYY / MM / DD)
YES NO UNKNOWN | OF A HIGHER RISK YES NO
HIVs O 0O 0 GROUP FOR: v O O | |
HBsAg+ O O O wev O O
HCV+ O d O Hev O 0O
Exposed Person Management - The Exposed Person Was Given:
O HBIG [ HEPATITIS B VACCINE [ POST EXPOSURE TETANUS BOOSTER | [[] TETANUS IMMUNE GLOBULIN | ] ANTIRETROVIRAL STARTERKIT ~ TIME STARTED
YYYY MM DD YYYY MM DD YYYY MM DD YYYY MM DD YYYYy MM DD
Blood Testing (HBsAg, Anti-HBs, Anti-HBc, Anti-HCV, Anti-HIV are done routinely.)
LAB RESULTS TO BE FAXED/PHONED TO:
[] SOURCE PERSON'S PHONE # FAX # NAME MSC #
FOLLOW-UP PHYSICIAN:
w
Qo § [] EXPOSED PERSON'S PHONE # FAX # NAME MSC #
3% | FOLLOW-UP PHYSICIAN:
o o [] EXPOSED PERSON'S PHONE # FAX # WORKSITE
WORKSITE OCC HEALTH:
o 5 | (JExPOSED PERsON's | PHONE# FAXH NAME MSC #
% 8 FOLLOW-UP PHYSICIAN:
[e]
o
g i [] EXPOSED PERSON'S PHONE # FAX # WORKSITE
w WORKSITE OCC HEALTH:

It is the responsibility of the requesting health care provider
to obtain consent from the exposed and/or source person for
all laboratory testing as indicated below and for release of
information on this form to public health authorities, WCB

(if exposure is occupational), and those people listed above.
Refer to back of form for guidelines for obtaining informed

consent.
FOR LABORATORY USE ONLY

MSC #

WCB PURPOSES ONLY
SIGNATURE OF PHYSICIAN

Put a line through the tests that are not to be done

NAME OF HEALTH CARE PROVIDER COMPLETING ABOVE SECTION OF
FORM AND REQUESTING BLOODWORK (PRINT)

DATE (YYYY /MM / DD)

WCB BILLING CODE

# 19909

DATE RECEIVED AT LABORATORY (YYYY / MM / DD) TIME RECEIVED RECEIVED BY (INITIALS)
AMLE TESTS HBSAg ANTI-HBs ANTI-HBc ANTI-HCV ANTI-HIV
(BY EIA) > Initial Repeat Initial Repeat Initial Repeat Initial Repeat Initial Repeat
SOURCE PERSON LAB ID ONLY
RESULTS p
TRANSCRIBED BY
(INITIALS) p
DATE >
(YYYY /MM /DD)
EXPOSED PERSON’S NAME
RESULTS p
TRANSCRIBED BY
(INITIALS) p
EXPOSED PERSON’S LAB ID
DATE >
(YYYY /MM /DD)
TIME DATE (YYYY / MM / DD) INITIALS | REVIEWED BY DATE (YYYY / MM / DD)
RESULTS FAXED / PHONED TO
[J EXPOSED PERSON’S PHYSICIAN [J EXPOSED PERSON’S WORKSITE OCCUPATIONAL HEALTH [J SOURCE PERSON’S PHYSICIAN

PG 1/ WHITE - To accompany blood to
BCCDC Laboratory Services (PHSA)
HLTH 2339 Rev. 2011/11/24

PG 2/ YELLOW - Exposed Person’s Worksite
Occupational Health

PG 3/ PINK - WCB (if occupational exposure)
WCB FAX (LOWER MAINLAND): (604) 276-3195

OR TOLL FREE: 1-888-922-3299

PG 4/ GOLDENROD - Exposed Person’s Chart

PG 2



BRITISH
COLUMBIA

Ministry of
Health

Management of Percutaneous or
Permucosal Exposure to Blood and
Body Fluid/Laboratory Requisition
NOTE: If exposed and/or source person(s) choose non-nominal HIV

testing, identify only by initials, sex, and date of birth. Refer to back
of form for guidelines for obtaining informed consent.

Exposed Person Information [0 NoMINAL HIVTESTING [ NON-NOMINAL HIV TESTING

HEALTH FACILITY STAMP /
EXPOSED PERSON’S
ADDRESSOGRAPH ¥

HOSPITAL

SPECIMEN SENT TO
[] BCCDC LABORATORY SERVICES (PHSA)

[ uBC VIROLOGY LABORATORY

SURNAME

GIVEN NAME

GENDER
Om OF

PHN

DATE OF BIRTH (YYYY / MM / DD)

ADDRESS

HOME PHONE NUMBER

WORK PHONE NUMBER

DATE & TIME OF EXPOSURE__ HoUR HAS THE EXPOSED PERSON PREVIOUSLY RECEIVED HEPATITIS B VACCINE? SEROCONVERSION? PREGNANT?
| | [ONo [ UNKNOWN  [J YES: # OF DOSES [ONno  [J unkNowN [ YES Ovyes [ nNo
WAS THIS AN OCCUPATIONAL IF YES, SPECIFY OCCUPATION INDUSTRY JOB ACTIVITY AT TIME OF ACCIDENT
EXPOSURE?
Oves [ONo
EMPLOYER’S NAME EMPLOYER’S PHONE NUMBER DATE BLOOD COLLECTED (YYYY / MM / DD)
| |
Exposure Information
TYPE OF BODY FLUID | PLACE OF EXPOSURE (E.G. BEACH, PARK, HOSPITAL) | TYPE OF EXPOSURE 3. [J SEXUAL YES NO  UNKNOWN
(CITY/TOWN) N
1. E PERCUTANEOUS 3. E NON-INTACT SKIN | - beRGUTANEOUS EXPOSURE, WAS:
2. LI PERMUCOSAL 4. L SKINEXPOSURE | 5 ,0p viSIBLE ON INSTRUMENT? [ O Od
BODY SITE WHERE EXPOSURE OCCURRED TYPE OF INSTRUMENT INSTRUMENT REGENTLY IN
SOURCE’S ARTERY OR VEIN? O O O

Source Person (source of blood or body fluid to which the exposed person was exposed)

] NOMINAL HIV TESTING

[C] NON-NOMINAL HIV TESTING

INFECTIOUS STATUS OF SOURCE

YES NO UNKNOWN
HIV+ O O Od
HBsAg+ [0 [ Od
HoV+ O O Od

KNOWN MEMBER

DATE BLOOD COLLECTED (YYYY /MM / DD)

OF A HIGHER RISK YES  NO
GROUP FOR: v O 0O | |
HBv [0 O
Hov O O

Exposed Person Management - The Exposed Person Was Given:

D HBIG D HEPATITIS B VACCINE D POST EXPOSURE TETANUS BOOSTER D TETANUS IMMUNE GLOBULIN D ANTIRETROVIRAL STARTER KIT ~ TIME STARTED
YYYY MM DD YYYY MM DD YYYY MM DD YYYY MM DD YYYY MM DD
Blood Testing (HBsAg, Anti-HBs, Anti-HBc, Anti-HCV, Anti-HIV are done routinely.)
LAB RESULTS TO BE FAXED/PHONED TO:
I:l SOURCE PERSON'S PHONE # FAX # NAME MSC #
FOLLOW-UP PHYSICIAN:
w =z
€ Q | O exrPoseD PERsON'S | PHONE# FAX# NAME MSC #
3L |  FOLLOW-UP PHYSICIAN:
o
[] EXPOSED PERSON’S PHONE # FAX # WORKSITE
WORKSITE OCC HEALTH:
o 5 | (JExPOSED PERsON's | PHONE# FAXH NAME MSC #
0 |  FOLLOW-UP PHYSICIAN:
O
% | []EXPOSED PERSON'S | PHONE# FAX # WORKSITE
w WORKSITE OCC HEALTH:

It is the responsibility of the requesting health care provider
to obtain consent from the exposed and/or source person for
all laboratory testing as indicated below and for release of
information on this form to public health authorities, WCB

(if exposure is occupational), and those people listed above.
Refer to back of form for guidelines for obtaining informed

consent.

FOR LABORATORY USE ONLY

DATE RECEIVED AT LABORATORY (YYYY /MM / DD)

MSC #

WCB PURPOSES ONLY
SIGNATURE OF PHYSICIAN

NAME OF HEALTH CARE PROVIDER COMPLETING ABOVE SECTION OF
FORM AND REQUESTING BLOODWORK (PRINT)

Put a line through the tests that are not to be done
TIME RECEIVED

RECEIVED BY (INITIALS)

DATE (YYYY /MM / DD)

WCB BILLING CODE

# 19909

SAMPLE

HB_A
s g
Repeat

TESTS

BYEIA) > Initial

ANTI-HB,

Initial Repeat

Initial

ANTI-HB ANTI-HCV

Repeat Initial

Repeat

ANTI-HIV

Initial Repeat

SOURCE PERSON LAB ID ONLY

RESULTS

TRANSCRIBED BY
(INITIALS)

(YYYY /MM / DD)

DATE >

EXPOSED PERSON’S NAME

EXPOSED PERSON’S LAB ID

RESULTS

>

TRANSCRIBED BY
(INITIALS)

>

(YYYY /MM /DD)

DATE >

TIME

DATE (YYYY / MM / DD)

INITIALS

REVIEWED BY

DATE (YYYY / MM / DD)

RESULTS FAXED / PHONED TO

[] EXPOSED PERSON'’S PHYSICIAN

[] EXPOSED PERSON’S WORKSITE OCCUPATIONAL HEALTH

[[] SOURCE PERSON’S PHYSICIAN

PG 1/ WHITE - To accompany blood

to

BCCDC Laboratory Services (PHSA)

HLTH 2339 Rev. 2011/11/24

PG 2/ YELLOW - Exposed Person’s Worksite
Occupational Health

PG 3/ PINK - WCB (if occupational exposure)
WCB FAX (LOWER MAINLAND): (604) 276-3195

OR TOLL FREE: 1-888-922-3299

PG 4/ GOLDENROD - Exposed Person’s Chart

PG 3



BRITISH
COLUMBIA

Ministry of
Health

Management of Percutaneous or
Permucosal Exposure to Blood and
Body Fluid/Laboratory Requisition
NOTE: If exposed and/or source person(s) choose non-nominal HIV

testing, identify only by initials, sex, and date of birth. Refer to back
of form for guidelines for obtaining informed consent.

Exposed Person Information [0 NoMINAL HIVTESTING [ NON-NOMINAL HIV TESTING

HEALTH FACILITY STAMP /
EXPOSED PERSON’S
ADDRESSOGRAPH ¥

HOSPITAL

SPECIMEN SENT TO
[] BCCDC LABORATORY SERVICES (PHSA)

[ uBC VIROLOGY LABORATORY

SURNAME

GIVEN NAME

GENDER
Om OF

PHN

DATE OF BIRTH (YYYY / MM / DD)

ADDRESS

HOME PHONE NUMBER

WORK PHONE NUMBER

DATE & TIME OF EXPOSURE__ HoUR HAS THE EXPOSED PERSON PREVIOUSLY RECEIVED HEPATITIS B VACCINE? SEROCONVERSION? PREGNANT?
| | [ONo [ UNKNOWN  [J YES: # OF DOSES [ONno  [J unkNowN [ YES Ovyes [ nNo
WAS THIS AN OCCUPATIONAL IF YES, SPECIFY OCCUPATION INDUSTRY JOB ACTIVITY AT TIME OF ACCIDENT
EXPOSURE?
Oves [ONo
EMPLOYER’S NAME EMPLOYER’S PHONE NUMBER DATE BLOOD COLLECTED (YYYY / MM / DD)
| |
Exposure Information
TYPE OF BODY FLUID | PLACE OF EXPOSURE (E.G. BEACH, PARK, HOSPITAL) | TYPE OF EXPOSURE 3. [J SEXUAL YES NO  UNKNOWN
(CITY/TOWN) N
1. E PERCUTANEOUS 3. E NON-INTACT SKIN | - beRGUTANEOUS EXPOSURE, WAS:
2. LI PERMUCOSAL 4. L SKINEXPOSURE | 5 ,0p viSIBLE ON INSTRUMENT? [ O Od
BODY SITE WHERE EXPOSURE OCCURRED TYPE OF INSTRUMENT INSTRUMENT REGENTLY IN
SOURCE’S ARTERY OR VEIN? O O O

Source Person (source of blood or body fluid to which the exposed person was exposed)

] NOMINAL HIV TESTING

[C] NON-NOMINAL HIV TESTING

INFECTIOUS STATUS OF SOURCE

YES NO UNKNOWN
HIV+ O O Od
HBsAg+ [0 [ Od
HoV+ O O Od

KNOWN MEMBER

DATE BLOOD COLLECTED (YYYY /MM / DD)

OF A HIGHER RISK YES  NO
GROUP FOR: v O 0O | |
HBv [0 O
Hov O O

Exposed Person Management - The Exposed Person Was Given:

D HBIG D HEPATITIS B VACCINE D POST EXPOSURE TETANUS BOOSTER D TETANUS IMMUNE GLOBULIN D ANTIRETROVIRAL STARTER KIT ~ TIME STARTED
YYYY MM DD YYYY MM DD YYYY MM DD YYYY MM DD YYYY MM DD
Blood Testing (HBsAg, Anti-HBs, Anti-HBc, Anti-HCV, Anti-HIV are done routinely.)
LAB RESULTS TO BE FAXED/PHONED TO:
I:l SOURCE PERSON'S PHONE # FAX # NAME MSC #
FOLLOW-UP PHYSICIAN:
w =z
€ Q | O exrPoseD PERsON'S | PHONE# FAX# NAME MSC #
3L |  FOLLOW-UP PHYSICIAN:
o
[] EXPOSED PERSON’S PHONE # FAX # WORKSITE
WORKSITE OCC HEALTH:
o 5 | (JExPOSED PERsON's | PHONE# FAXH NAME MSC #
0 |  FOLLOW-UP PHYSICIAN:
O
% | []EXPOSED PERSON'S | PHONE# FAX # WORKSITE
w WORKSITE OCC HEALTH:

It is the responsibility of the requesting health care provider
to obtain consent from the exposed and/or source person for
all laboratory testing as indicated below and for release of
information on this form to public health authorities, WCB

(if exposure is occupational), and those people listed above.
Refer to back of form for guidelines for obtaining informed

consent.

FOR LABORATORY USE ONLY

DATE RECEIVED AT LABORATORY (YYYY /MM / DD)

MSC #

WCB PURPOSES ONLY
SIGNATURE OF PHYSICIAN

NAME OF HEALTH CARE PROVIDER COMPLETING ABOVE SECTION OF
FORM AND REQUESTING BLOODWORK (PRINT)

Put a line through the tests that are not to be done
TIME RECEIVED

RECEIVED BY (INITIALS)

DATE (YYYY /MM / DD)

WCB BILLING CODE

# 19909

SAMPLE

HB_A
s g
Repeat

TESTS

BYEIA) > Initial

ANTI-HB,

Initial Repeat

Initial

ANTI-HB ANTI-HCV

Repeat Initial

Repeat

ANTI-HIV

Initial Repeat

SOURCE PERSON LAB ID ONLY

RESULTS

TRANSCRIBED BY
(INITIALS)

(YYYY /MM / DD)

DATE >

EXPOSED PERSON’S NAME

EXPOSED PERSON’S LAB ID

RESULTS

>

TRANSCRIBED BY
(INITIALS)

>

(YYYY /MM /DD)

DATE >

TIME

DATE (YYYY / MM / DD)

INITIALS

REVIEWED BY

DATE (YYYY / MM / DD)

RESULTS FAXED / PHONED TO

[] EXPOSED PERSON'’S PHYSICIAN

[] EXPOSED PERSON’S WORKSITE OCCUPATIONAL HEALTH

[[] SOURCE PERSON’S PHYSICIAN

PG 1/ WHITE - To accompany blood

to

BCCDC Laboratory Services (PHSA)

HLTH 2339 Rev. 2011/11/24

PG 2/ YELLOW - Exposed Person’s Worksite
Occupational Health

PG 3/ PINK - WCB (if occupational exposure)
WCB FAX (LOWER MAINLAND): (604) 276-3195

OR TOLL FREE: 1-888-922-3299

PG 4/ GOLDENROD - Exposed Person’s Chart

PG 4
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