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Form B – Exposure Incident Report Form
(To be completed by the student and faculty member or preceptor) 

 
 
 
 
 
STUDENT NAME:  _________________________________  DATE: _________________    

INCIDENT:  

Student Referred for Medical Services:  YES     NO  (PLEASE CIRCLE)  

IF NOT REFERRED, PLEASE EXPLAIN WHY:    

Faculty/Preceptor Signature: _____________________________________  Date:___________________ 

Student Signature: _____________________________________________  Date:___________________ 

Program Director’s Signature: ____________________________________  Date:___________________ 
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