COUNTY OF RIVERSIDE
DEPARTMENT OF PUBLIC HEALTH
4065 COUNTY CIRCLE DRIVE, RIVERSIDE, CA 92503
PHONE: (951) 358-5107 FAX: (951) 358-5102

COMMUNICABLE DISEASE EXPOSURE REQUEST FORM

> EMPLOYER
H 9 EMPLOYEE NAME TODAY'S DATE INCIDENT #
5 :: SOCIAL SECURITY NUMBER ASSIGNMENT
i 5 DATE OF EXPOSURE TIME LOCATION
E 8 DATE REPORTED TIME
z REPORTED TO TITLE
EMPLOYEE'S SUPERVISOR (if different than above)
ROUTE OF ENTRY [ NEEDLE STICK [0 MOUTH [0 SKIN [0 RESPIRATORY [J EYES
[0 OTHER (specify)
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