Santa Clara Fire Department 
Exposure Report Form

[bookmark: Text43][bookmark: Text32]Social Security Number:     				Alarm Time:     
[bookmark: Text45][bookmark: Text31][bookmark: Text33]Last Name:     		Report #:     		Incident Date:     

Incident Type (check one only)
[bookmark: Check133][bookmark: Check2][bookmark: Check3][bookmark: Check67][bookmark: Check5][bookmark: Check6][bookmark: Check7][bookmark: Check8][bookmark: Check9][bookmark: Check10][bookmark: Check11][bookmark: Text7] |_|   Residential Fire    |_|Industrial Fire   |_|Vehicle Fire       |_|Commercial Fire  |_|Wildland Fire     |_|Trash/Dumpster  	|_|HazMat	|_|Explosion  |_|Rescue |_|Spill 	|_|Other     
[bookmark: Text8]Type of Occupancy      
Length of Exposure by Fire Stage/Activity

Fire Stage						Activity:
	                 < 1 Hr  1-2 Hr. 2-3 Hr.   3+ Hr.			         <1 Hr  1-2 Hr. 2-3 Hr.  3+ Hr.
[bookmark: Check12][bookmark: Check13][bookmark: Check14][bookmark: Check15][bookmark: Check16][bookmark: Check32][bookmark: Check39][bookmark: Check40][bookmark: Check41][bookmark: Check42]|_|Incipient		|_|     |_|      |_|	      |_|  	             |_|Extinguishment	|_|   |_|      |_|       |_|
[bookmark: Check134][bookmark: Check19][bookmark: Check20][bookmark: Check135][bookmark: Check21][bookmark: Check33][bookmark: Check43][bookmark: Check44][bookmark: Check45][bookmark: Check46]|_| Free Burn                  |_|     |_|      |_|	      |_|       	|_|Entry/Ventilation	|_|   |_|      |_|       |_|
[bookmark: Check22][bookmark: Check23][bookmark: Check24][bookmark: Check25][bookmark: Check26][bookmark: Check34][bookmark: Check47][bookmark: Check48][bookmark: Check49][bookmark: Check50]|_|Smoldering	             |_|     |_|      |_|	      |_|		|_|Rescue		|_|   |_|      |_|       |_|
[bookmark: Check27][bookmark: Check28][bookmark: Check29][bookmark: Check30][bookmark: Check31][bookmark: Check35][bookmark: Check51][bookmark: Check52][bookmark: Check53][bookmark: Check54]|_|Non Fire 		|_|     |_|      |_|	      |_|		|_|Light Overhaul	|_|   |_|      |_|       |_|
[bookmark: Check36][bookmark: Check55][bookmark: Check56][bookmark: Check57][bookmark: Check58]							|_|Heavy Overhaul	|_|   |_|      |_|       |_|
[bookmark: Check37][bookmark: Check60][bookmark: Check61][bookmark: Check62][bookmark: Check132]							|_|EMS		             |_|   |_|      |_|	   |_|
[bookmark: Check38][bookmark: Check63][bookmark: Check64][bookmark: Check65][bookmark: Check66]							|_|Investigation	             |_|   |_|      |_|       |_|
Smoke/Chemical/Other Exposure (at fire, spill or Rescue Scene)
[bookmark: Check68][bookmark: Check70][bookmark: Text9]Smoke Conditions: |_| Light	|_|    Heavy	|_| None	Smoke Color:     
Chemical(s) Present	Vapor   Dust   Heavy     Light    Combust      Solid	  Comments
					       Mist       Mist     Product      Powder
	[bookmark: Text39]     
	[bookmark: Check71][bookmark: Check75][bookmark: Check79][bookmark: Check83][bookmark: Check87][bookmark: Check91]  |_|        |_|        |_|          |_|           |_|             |_|
	[bookmark: Text14]     

	[bookmark: Text40]     
	[bookmark: Check72][bookmark: Check76][bookmark: Check80][bookmark: Check84][bookmark: Check88][bookmark: Check92]  |_|        |_|        |_|          |_|           |_|             |_|
	[bookmark: Text15]     

	[bookmark: Text41]     
	[bookmark: Check73][bookmark: Check77][bookmark: Check81][bookmark: Check85][bookmark: Check89][bookmark: Check93]  |_|        |_|        |_|          |_|           |_|             |_|
	[bookmark: Text16]     

	[bookmark: Text42]     
	[bookmark: Check74][bookmark: Check78][bookmark: Check82][bookmark: Check86][bookmark: Check90][bookmark: Check94]  |_|        |_|        |_|          |_|           |_|             |_|
	[bookmark: Text17]     



[bookmark: Check95][bookmark: Check96][bookmark: Check97][bookmark: Check98]Type of Chemical Exposure: |_|Inhaled  |_|Ingested  |_|Skin Contact  |_|Eye Contact
[bookmark: Check99][bookmark: Text18]				   |_|Other     
[bookmark: Text19]If Medical exposure, name of victim, medical condition exposed to:     
Symptoms
	At Incident     Symptom     After Incident	  At Incident     Symptom     After Incident
[bookmark: Check100][bookmark: Check101][bookmark: Check102][bookmark: Check103]	|_|	      Eyes Burn	       |_|		       |_|	       Ears Ringing		|_|
[bookmark: Check104][bookmark: Check105][bookmark: Check106][bookmark: Check107]	|_|	        Cough	       |_|		       |_|	         Headache		|_|
[bookmark: Check108][bookmark: Check109][bookmark: Check110][bookmark: Check111]	|_|   Cough Blood/Nose Bleed   |_|		       |_|	    Skin Irritation/rash	|_|
[bookmark: Check112][bookmark: Check113][bookmark: Check114][bookmark: Check115]	|_|       Nausea/Queasiness       |_|		       |_|	       Unconscious		|_|
[bookmark: Check116][bookmark: Check117][bookmark: Check118][bookmark: Text20][bookmark: Check119]	|_|	         Dizzy	       |_|		       |_|	Other     		|_|
[bookmark: Check136][bookmark: Check121]	|_|	Nose/Lung Irritation    |_|
Medical Diagnosis
[bookmark: Check122]Did you receive medical evaluation or treatment after exposure	|_|yes		|_| no
[bookmark: Check124][bookmark: Check125][bookmark: Check126]Diagnosis:	|_|Smoke Inhalation	    |_|Contact Dermatitis	|_|Respiratory Tract Irritation
[bookmark: Check127][bookmark: Text23][bookmark: Text24]|_|Other     			Doctor/Treatment Facility:     
Special Equipment / Decontamination
[bookmark: Check137][bookmark: Check129]Where you supplied with special equipment for this incident:		  |_| yes		|_|no
[bookmark: Text44]Describe:     
[bookmark: Check130][bookmark: Check138]Were special decontamination procedures followed after exposure:	|_|yes		   |_|no
[bookmark: Text26]Describe:     
Co-Workers at the time of Exposure:
[bookmark: Text35][bookmark: Text36][bookmark: Text37][bookmark: Text29]1.     		2.      		4.      		5.     	
[bookmark: Text38]Additional Information:       

