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Section 1: Bloodborne Pathogens Standard 

POLICY 

The COUNTY OF CORTLAND is committed to providing a safe and healthful work environment for 

our entire staff. In pursuit of this goal, the following Exposure Control Plan (ECP) is provided to 

eliminate or minimize occupational exposure to bloodborne pathogens in accordance with OSHA 

standard 29 CFR 1910.1030, “Occupational Exposure to Bloodborne Pathogens.” 

The ECP is a key document to assist our organization in implementing and ensuring compliance with the 

standard, thereby protecting our employees. Refer to the Table of Contents for a listing of what is 

included as part of this ECP.  Implementation methods for the elements outlined therein are discussed in 

the subsequent pages of this ECP. 

PROGRAM ADMINISTRATION 

The SAFETY OFFICER is responsible for implementation of the ECP. The SAFETY OFFICER, with 

input from the CORTLAND COUNTY PERSONNEL DIRECTOR, COUNTY ADMINISTRATOR, 

and COUNTY ATTORNEY will maintain, review, and update the ECP at least annually, and whenever 

necessary to include new or modified tasks and procedures. If you have questions about this plan, the 

SAFETY OFFICER can be reached at (607) 753-5081. 

 Those employees who are determined to have occupational exposure to blood or other

potentially infectious materials (OPIM) must comply with the procedures and work practices

outlined in this ECP.

 DEPARTMENT HEADS, with guidance from the SAFETY OFFICER, will provide and

maintain all necessary personal protective equipment (PPE), engineering controls (e.g., sharps

containers), labels, and red biohazard bags as required by the standard.

 DEPARTMENT HEADS will ensure that adequate supplies of the aforementioned equipment

are available in the appropriate sizes. If you are unsure about which department head is

responsible for oversight in your area, contact the PERSONNEL DIRECTOR at (607) 753-5076.

 A DESIGNATED OFFICER will be responsible for ensuring that all medical actions required by

the standard are performed; refer to the Post-Exposure Evaluation and Follow-Up section of

this plan for further information.

 The PERSONNEL DIRECTOR will ensure that appropriate employee health records are

maintained and the SAFETY OFFICER will maintain appropriate OSHA/PESH records.

 The SAFETY OFFICER will be responsible for training, documentation of training, and making

the written ECP available to OSHA/PESH and NIOSH representatives. The PERSONNEL

DIRECTOR will be responsible for providing a written copy of the ECP to all employees.
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EMPLOYEE EXPOSURE DETERMINATION 

Please refer to APPENDIX A for a list of all “Category 1” job classifications in our organization in 

which all employees have occupational exposure. 

Please refer to APPENDIX B for a list of “Category 2” job classifications in which some employees 

within our organization have occupational exposure.  Included is a list of tasks/procedures, or groups of 

closely related tasks and procedures, in which occupational exposure may occur for these individuals. 

METHODS OF IMPLEMENTATION AND CONTROL 

Universal Precautions 

All employees will utilize universal precautions.  Anyone who has questions about Universal 

Precautions should inquire with the SAFETY OFFICER. 

Exposure Control Plan 

Employees covered by the bloodborne pathogens standard receive an explanation of this ECP during 

their initial training session. It will also be reviewed in their annual refresher training.   All employees 

can review this plan at any time during their work shifts by contacting their respective DEPARTMENT 

HEAD. If requested, we will provide an employee with a hard copy of the ECP free of charge within 

fifteen (15) days of the request. 

Each DEPARTMENT HEAD is responsible for reviewing the ECP annually or more frequently if 

necessary to reflect any new or modified tasks and procedures that affect occupational exposure and to 

reflect new or revised employee positions with occupational exposure.  Recommendations for any 

updates and/or changes should be directed to the SAFETY OFFICER and copied to the CORTLAND 

COUNTY PERSONNEL DIRECTOR, COUNTY ADMINISTRATOR, and COUNTY ATTORNEY. 

Engineering Controls and Work Practices 

Where engineering controls reduce employee exposure either by removing, eliminating, or isolating the 

hazard, they must be used.  The choice of safer products is left up to the employer.  OSHA/PESH does 

not advocate the use of one particular device over the other but expects employers to rely on exposure 

incident data, product evaluation, and other relevant evidence in addition to Food and Drug 

Administration (FDA) approval to ensure effectiveness of devices designed to prevent exposure.  

Employee acceptance and training are required for new devices/engineering controls and procedures to 

be effective. 

OSHA/PESH expects that the employees using a safety device would have been involved in the 

selection of the device.  The process of choosing a new safety device should be documented by the 

DEPARTMENT HEAD to prove employee involvement in the selection process.  The SAFETY 

OFFICER and/or DEPARTMENT HEAD is responsible for the training regarding the use of the new 

safety device.  Training documentation records should be maintained by the SAFETY OFFICER. 
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Personal Protective Equipment (PPE) 

PPE is provided to our employees at no cost to them. Training in the use of the appropriate PPE for 

specific tasks or procedures is provided by the SAFETY OFFICER.  Examples of PPE available, as 

necessary, to employees are: gloves, masks, protective eyewear, ear plugs/muffs, face shields, aprons, 

lab coats and hard hats. 

PPE is located in each relevant Department and may be obtained through your DEPARTMENT HEAD.  

DEPARTMENT HEADS are responsible to ensure the appropriate PPE is readily available, properly 

cleaned and repaired.  The cleaning, laundering, repair and/or disposal of PPE shall be done by the 

County at no cost to the employee unless such proof exists that the employee has maliciously mistreated 

the PPE. 

All employees using PPE must observe the following precautions: 

 Wash hands immediately or as soon as feasible after removing gloves or other PPE.

 Remove PPE after it becomes contaminated and before leaving the work area.

 Wear appropriate gloves when it is reasonably anticipated that there may be hand contact with

blood or OPIM, and when handling or touching contaminated items or surfaces; replace gloves if

torn, punctured or contaminated, or if their ability to function as a barrier is compromised.

 Utility gloves may be decontaminated for reuse if their integrity is not compromised; discard

utility gloves if they show signs of cracking, peeling, tearing, puncturing, or deterioration.

 Never wash or decontaminate disposable gloves for reuse.

 Wear appropriate face and eye protection when splashes, sprays, spatters, or droplets of blood or

OPIM pose a hazard to the eye, nose, or mouth.

 Remove immediately or as soon as feasible any garment contaminated by blood or OPIM, in

such a way as to avoid contact with the outer surface.

The procedure for handling used PPE is as follows: 

 PPE shall be removed before leaving the room or area in which it was used and shall be placed in

an appropriately designated area or container for storage, washing, decontamination or disposal.

 Non-disposable, contaminated PPE (uniforms, aprons, etc.) should be securely contained in a red

biohazard bag and left with the laundry; other non-disposable items such as protective eyewear,

hardhats, etc. should also be securely contained in a red biohazard bag and given to the

BUILDINGS & GROUNDS STAFF for appropriate washing/decontamination.

 Used, disposable PPE may be disposed of in regular trash receptacles; contaminated, disposable

PPE should be bagged using a red biohazard bag and discarded in the designated biohazard

receptacle as directed by either the BUILDINGS & GROUNDS STAFF, SAFETY OFFICER, or

SHERIFF’S DEPARTMENT DESIGNATED OFFICER; consult with your DEPARTMENT

HEAD if you are unsure as to where to discard contaminated, disposable PPE..
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Housekeeping 

Regulated waste is placed in containers which are closable, constructed to contain all contents and 

prevent leakage, appropriately labeled or color-coded (see the following section “Labels”), and closed 

prior to removal to prevent spillage or protrusion of contents during handling. 

Sharps containers will be of appropriate material to minimize puncture.  They will be available in clinic 

areas, and in public restroom areas in the County Office Building.  They will be replaced by the 

SUPERVISING COMMUNITY HEALTH NURSE, their designee, or by trained BUILDINGS & 

GROUNDS STAFF when 2/3 full.  When they are replaced they will be sealed with a puncture resistant 

cover.  Tape is not an adequate cover but may be used to secure the cover.  If the degree of closure of a 

particular sharps container is such that the contents cannot be contained, the container will be placed in 

an appropriate secondary container such as a larger sharps container. 

The procedure for handling other regulated waste is to call the BUILDINGS & GROUNDS STAFF.  

They are trained to use precautions when handling contaminated materials:  

 Contaminated sharps are discarded immediately or as soon as possible in containers that are

closable, puncture-resistant, leak proof on sides and bottoms, and appropriately labeled or color-

coded.

 Bins and pails (e.g., wash or emesis basins) are cleaned and decontaminated as soon as feasible

after visible contamination.

 Broken glassware that may be contaminated is only picked up using mechanical means, such as a

brush and dustpan.

Laundry 

Designated laundry areas will be determined by appropriate DEPARTMENT HEADS in consultation 

with the SUPERINTENDENT OF BUILDINGS & GROUNDS. 

The following articles will be laundered by NYSID/Ames Linen (please be sure to indicate 

contaminated articles by securing them in a red biohazard bag prior to placing them in the designated 

laundry area): 

 Jacobus Center’s White, Long Lab Coats

 Highway’s Coveralls, Uniform Shirts, Uniform Jeans, and Uniform Pants

 Buildings & Grounds’ Uniform Jeans, Uniform Shirts, Carhart Coats, Carhart Bibs, and

Coveralls

 Nutrition’s Smocks, Cook Shirts, Cook Pants and Bar Mops

Labels 

For County employees, the most obvious warning of possible exposure to bloodborne pathogens are 

BioHazard Labels, red sharps containers, and “red biohazard bags”.  

The SAFETY OFFICER in conjunction with appropriate DEPARTMENT HEADS is responsible for 

ensuring that warning labels are affixed or red biohazard bags are used as required if regulated waste or 

contaminated equipment is brought into the facility. Employees are to notify the SAFETY OFFICER if 
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they discover regulated waste containers, refrigerators containing blood or OPIM, contaminated 

equipment, etc., without proper labels. 

HEPATITIS B VACCINATION 

The SAFETY OFFICER or DEPARTMENT HEADS will provide training to employees on hepatitis B 

vaccinations, addressing safety, benefits, efficacy, methods of administration, and availability. 

The hepatitis B vaccination series is available at no cost after initial employee training and within 10 

days of initial assignment to all employees identified in the exposure determination section of this plan.  

Vaccination is encouraged unless: 1) documentation exists that the employee has previously received the 

series; 2) antibody testing reveals that the employee is immune; or 3) medical evaluation shows that 

vaccination is contraindicated. However, if an employee declines the vaccination, the employee must 

sign a declination form (ATTACHMENT A). Eligible employees who decline may request and obtain 

the vaccination at a later date at no cost. 

Documentation of refusal of the vaccination is kept in the employee’s health information file in the 

PERSONNEL OFFICE.   

Vaccinations will be provided by the Jacobus Center located on the first floor of the County Office 

Building and/or Cortland Regional Medical Center, 134 Homer Avenue, Cortland.  The PERSONNEL 

DIRECTOR will provide a copy of the OSHA Bloodborne Pathogen Standard (The Standard) to the 

health care professional(s) responsible for employee’s hepatitis B vaccination.  (Refer to POST 

EXPOSURE PACKETS: Exposure Packet #3 for a copy of The Standard.) 

POST-EXPOSURE EVALUATION AND FOLLOW-UP 

Should an exposure incident occur, remain calm; be sure to take necessary precautions (use gloves, etc.) 

if you feel you need to assist with any initial first aid (clean the wound, flush eyes or other mucous 

membrane, etc.)  Notify your Supervisor and/or Department Head immediately, then, identify the type of 

exposure and also notify the appropriate person as per the chart below: 

EXPOSED 

INDIVIDUAL 

SOURCE 

 INDIVIDUAL 

PRIMARY 

CONTACT 

BACK-UP 

 CONTACT 

Employee Unknown SAFETY OFFICER COUNTY ATTORNEY 

Employee 
Non-Employee 

(known) 
SAFETY OFFICER COUNTY ATTORNEY 

Employee Inmate SHERIFF’S DESIGNATED OFFICER (DO) (Any Other)  SHERIFF’S DO 

Employee Employee COUNTY ATTORNEY 
CHIEF ASSISTANT COUNTY 

ATTORNEY 

SAFETY OFFICER: office number 607-753-5081 / cell number 607-543-0080 
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COUNTY ATTORNEY & CHIEF ASSISTANT COUNTY ATTORNEY: office number 607-753-5095 

SHERIFF’S DESIGNATED OFFICER:  Designated Officers are pre-determined in accordance with the 

Ryan White Act.  See POST EXPOSURE PACKETS: Exposure Packet #4 for the current list of 

Designated Officers. 

Medical evaluation and follow-up should be sought immediately by Cortland Regional Medical 

Center Emergency Department (CRMC ED) or the employee’s personal health care provider 

(HCP), if they so choose. 

Following any initial first aid, and notifications, the following activities will be performed: 

 Complete a CORTLAND COUNTY INCIDENT / ACCIDENT REPORT FORM (and request

completion of WITNESS STATEMENT form(s) if applicable); Refer to ATTACHMENTS B

& C.  Be sure to document the routes of exposure and how the exposure occurred.  Distribute the

forms as indicated on the bottom of the forms.

 Identify and document the SOURCE INDIVIDUAL (unless the employer can establish that

identification is infeasible or prohibited by state or local law); Refer to POST EXPOSURE

PACKETS: Exposure Packet #1 – Source Individual for relevant instructions & forms.

 Advise EXPOSED EMPLOYEE to seek medical evaluation & treatment.  Refer to POST

EXPOSURE PACKETS: Exposure Packet #2 – For Exposed Employees who Refuse

Medical Evaluation & Exposure Packet #3 – For Exposed Employees who Choose to be

Evaluated for appropriate instructions and required forms.

ADMINISTRATION OF POST-EXPOSURE EVALUATION AND FOLLOW-UP 

The SAFETY OFFICER will follow-up with CRMC ED (or HCP) if the EMPLOYEE POST-

EXPOSURE FORM is not returned within 7 days of the evaluation.  Once received, the SAFETY 

OFFICER will provide this copy to the PERSONNEL DIRECTOR.  The PERSONNEL DIRECTOR 

will maintain a copy in the employee’s health information file and must provide the exposed employee 

with a copy within 15 days after the completion of the evaluation. 

PROCEDURES FOR EVALUATING THE CIRCUMSTANCES SURROUNDING AN 

EXPOSURE INCIDENT 

The SAFETY OFFICER will review the circumstances of all exposure incidents to determine: 

 engineering controls in use at the time

 what work practices were being followed

 if specific devices were being used (including type and brand)

 protective equipment or clothing that was used at the time of the exposure incident (gloves, eye

shields, etc.)

 the location of the incident

 procedure being performed when the incident occurred
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 employee’s training in relation to task involved & devices being used

The SAFETY OFFICER will provide a report of the relative findings to the COUNTY ATTORNEY and 

will maintain a copy. 

DEPARTMENT HEADS will record all percutaneous injuries from contaminated sharps in a Sharps 

Injury Log (ATTACHMENT D). 

If revisions to this ECP are necessary the SAFETY OFFICER, in consultation with the PERSONNEL 

DIRECTOR and the COUNTY ATTORNEY will ensure that appropriate changes are made, any 

required Legislative approval is obtained, and that the amended ECP is forwarded to the DIRECTOR 

OF INFORMATION TECHNOLOGY to be posted on-line for employee access.  (Changes may include 

an evaluation of safer devices, adding employees to the exposure determination list, etc.) 

EMPLOYEE TRAINING 

All employees receive initial training conducted by the SAFETY OFFICER upon hire; annual refresher 

training is administered via an on-line training tool maintained by the DEPUTY PERSONNEL 

DIRECTOR. 

All employees who have occupational exposure to bloodborne pathogens receive training on the 

epidemiology, symptoms, and transmission of bloodborne pathogen diseases. In addition, the training 

program covers, at a minimum, the following elements: 

 a copy and explanation of the OSHA bloodborne pathogen standard

 an explanation of our ECP and how to obtain a copy

 an explanation of methods to recognize tasks and other activities that may involve exposure to

blood and OPIM, including what constitutes an exposure incident

 an explanation of the use and limitations of engineering controls, work practices, and PPE

 an explanation of the types, uses, location, removal, handling, decontamination, and disposal of

PPE

 an explanation of the basis for PPE selection

 information on the hepatitis B vaccine, including information on its efficacy, safety, method of

administration, the benefits of being vaccinated, and that the vaccine will be offered free of charge

 information on the appropriate actions to take and persons to contact in an emergency involving

blood or OPIM

 an explanation of the procedure to follow if an exposure incident occurs, including the method of

reporting the incident and the medical follow-up that will be made available

 information on the post-exposure evaluation and follow-up that the employer is required to provide

for the employee following an exposure incident

 an explanation of the signs and labels and/or color coding required by the standard and used at this

facility
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 an opportunity for interactive questions and answers with the person conducting the training

session.

Training materials are available from the SAFETY OFFICER. 

RECORDKEEPING 

Training Records 

Training records are completed for each employee upon completion of training. These documents will 

be kept for at least three years.  The SAFETY OFFICER will maintain a master training record for 

initial training and any in-person subsequent trainings.  An attendance record will be provided to the 

PERSONNEL DIRECTOR to be kept in the employee’s file.  Annual on-line training records are 

maintained by the DEPUTY PERSONNEL DIRECTOR. 

The master training records include: 

 the dates of the training sessions

 the contents or a summary of the training sessions

 the names and qualifications of persons conducting the training

 the names and job titles of all persons attending the training sessions

Employee training records are provided upon request to the employee or the employee’s authorized 

representative within 15 working days. Such requests should be addressed to the PERSONNEL 

DIRECTOR. 

Medical Records 

Medical records are maintained for each employee with occupational exposure in accordance with 29 

CFR 1910.1020, “Access to Employee Exposure and Medical Records.” The PERSONNEL 

DIRECTOR is responsible for maintenance of the required medical records. These confidential records 

are kept in the custody of the PERSONNEL DEPARTMENT for at least the duration of employment 

plus 30 years.  Employee medical records are provided upon request of the employee or to anyone 

having written consent of the employee within 15 working days. Such requests should be sent to the 

PERSONNEL DIRECTOR, Cortland County Office Building, 60 Central Avenue, Cortland, NY 13045. 

OSHA/PESH Recordkeeping 

An exposure incident is evaluated to determine if the case meets OSHA’s Recordkeeping Requirements 

(29 CFR 1904). This determination and the recording activities are done by the SAFETY OFFICER. 
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Sharps Injury Log (ATTACHMENT D) 

In addition to the 1904 Recordkeeping Requirements, all percutaneous injuries from contaminated 

sharps are also recorded in a Sharps Injury Log. All incidences must include at least: 

 date of the injury

 type and brand of the device involved (syringe, suture needle)

 department or work area where the incident occurred

 explanation of how the incident occurred.

DEPARTMENT HEADS are responsible for maintaining these logs for their departments and shall 

submit them annually (at year-end) to the SAFETY OFFICER. This log is reviewed as part of the annual 

program evaluation and maintained for at least five years following the end of the calendar year covered. 

If a copy is requested by anyone, it must have any personal identifiers removed from the report. 
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Section 2: Hazard Communications Standard 

POLICY 

To ensure that information about the dangers of all hazardous chemicals used by the COUNTY OF 

CORTLAND are known by all affected employees, the following hazardous information program has 

been established. Under this program, you will be informed of the contents of the OSHA/PESH Hazard 

Communications standard, the hazardous properties of chemicals with which you work, safe handling 

procedures and measures to take to protect yourself from these chemicals. This program applies to all 

work operations in our organization where you may be exposed to hazardous chemicals under normal 

working conditions or during an emergency situation. All work units of this organization will participate 

in the Hazard Communication Program. Copies of the Hazard Communication Program are available in 

the SAFETY OFFICE for review by any interested employee.  The SAFETY OFFICER is the program 

coordinator, with overall responsibility for the program, including reviewing and updating this plan as 

necessary. 

CONTAINER LABELING 

The SAFETY OFFICER will verify that all containers received for use will be clearly labeled as to the 

contents, note the appropriate hazard warning, and list the manufacturer’s name and address. The 

DEPARTMENT HEAD in each department will ensure that all secondary containers are labeled with 

either an extra copy of the original manufacturer’s label or with labels marked with the identity and the 

appropriate hazard warning. For help with labeling, see the SAFETY OFFICER. 

The County will use the Hazardous Materials Identification System (HMIS
®
), the National Fire

Protection Association (NFPA) labels, or the GHS labeling system. These labels will be created using 

information from the container label and/or the SDS and applied to all original containers upon receipt, 

unless the manufacturer’s label provides the same information in easily understandable form. The labels 

must also be applied to all containers into which materials are dispensed for use or storage in other 

locations. All labels applied upon receipt of transfer must include the name and address of the chemical 

manufacturer, identity of the container contents and the hazard warnings. The warning can be a message, 

words, pictures or symbols, legible, in English (and other languages, if desired) and be prominently 

displayed. 

Labels need not be placed on stationary process equipment containing chemicals as long as the standard 

operating procedure, process sheets, batch tickets or similar written procedures cover the same 

information as would be placed on a container label and those procedures or sheets are readily available 

to the employees in the area. 

Labels are not required on pipes and piping systems, but the start and termination of the pipes within the 

facility should be labeled as to content. 

The SAFETY OFFICER in collaboration with the SUPERINTENDENT OF BUILDINGS & 

GROUNDS will review the County’s labeling procedures at least annually and will update labels as 

required. 
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SAFETY DATA SHEETS (SDS)  

Formerly Material Safety Data Sheets (MSDS) 

The SAFETY OFFICER is responsible for establishing and monitoring the County’s SDS program. The 

SAFETY OFFICER will ensure that procedures are developed, in collaboration with DEPARTMENT 

HEADS, to obtain the necessary SDSs.  DEPARTMENT HEADS will review incoming SDSs within 

their Department, for new or significant health and safety information; they will communicate the 

information to affected employees and will designate a staff member as being responsible for both filing 

the SDSs in a master notebook and for providing a copy to the SAFETY OFFICER.  

The SDS notebooks will be kept in a clearly marked and conspicuous place within each Department. 

SDSs will normally be sent by the producer or supplier with the paperwork associated with the chemical 

purchase.  If, however, an SDS is not received with the shipment paperwork, one should immediately be 

requested from the producer or supplier. As an alternative source, SDSs can be acquired online from a 

variety of commercial and government sources. These include www.msdssearch.com and 

http://chemfinder.camsoft.com. 

Comprehensive information about hazardous and toxic materials, which can be used to supplement the 

SDS or answer more specific employee questions, can be found at the Agency for Toxic Substances and 

Disease Registry web site www.atsdr.cdc.gov. Another source is the National Library of Medicine 

hazardous substances data bank at http://toxnet.nlm.nih.gov. 

DEPARTMENT HEADS are responsible for ensuring that their SDS files match the chemicals stored or 

used in their work area and for serving as the initial point of contact for their employees, service 

personnel, and visitors to their area for chemical hazard questions. 

SDS sheets for the chemicals stored and used by this organization are to be made readily available to all 

employees, visitors, contractors, and others who might be exposed to the chemicals while in our 

facilities. Availability includes prompt access to the appropriate document(s), assistance in 

understanding the material contained in the document(s), and copies of the material for their use and 

retention, if desired. 

As long as we are still using the specific product covered by the SDS, DEPARTMENT HEADS and the 

SAFETY OFFICER must maintain the SDSs in their records. Once we cease using a specific product 

covered by the SDS, and all inventory is used with no further product coming in, we need only maintain 

the corresponding SDS for a period of one year from the time we stop using the product.  Be sure to 

notify the SAFETY OFFICER if you intend to remove a specific SDS from your master notebook. 

EMPLOYEE TRAINING AND INFORMATION 

The SAFETY OFFICER is responsible for the Hazard Communication Program and will ensure that all 

program elements are carried out. Everyone who works with, or is potentially exposed to, hazardous 

chemicals will receive initial training on the hazard communication standard and this plan before 
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starting work. Each new employee will attend an orientation that includes the following information and 

training: 

 An overview of the OSHA/PESH hazard communication standard;

 Information on where to obtain a summary of the hazardous chemicals present in his/her work

area, including the location of the SDS master notebook for his/her Department;

 The physical and health risks of the hazardous chemicals;

 Symptoms of overexposure and mechanism for reporting an exposure or overexposure via the

Incident Accident Report form (ATTACHMENT B);

 How to determine the presence or release of hazardous chemicals in the work area;

 How to reduce or prevent exposure to hazardous chemicals through:

o use of personal protective equipment,

o good personal hygiene (such as washing hands before eating, showering after work and

changing into clean clothes so as not to take an chemical residue home to expose others,

especially small children),

o storing and consuming food and drink only in designated food preparation and

consumption areas removed from chemical hazards,

o refraining from smoking, or smoking only in designated areas that are well removed from

the area of chemical hazards,

o avoidance of opening chemical containers without first understanding the contents by

reading the labels and if necessary the SDS,

o keeping work areas clean at all times,

o cleaning spills or leaks immediately in accordance with instructions described in the

SDS,

o transferring materials, whenever possible, by utilizing closed systems (hoses, pipes,

chutes, etc.) so as to avoid airborne dusts and gasses,

o following all specified safety procedures at all times, and

o taking any other protection steps appropriate to the materials in use and the work area;

 Specific actions taken by the County to protect them from chemical hazards in their work area.

These should include engineering controls (closed systems, ventilation, transfer pumps,

grounding and bonding wires, safety cans, etc.), work practices (lockout/tagout of mixing and

transfer systems during maintenance and cleaning, requirements to read and follow process

procedures, etc.), and PPE;

 How to read labels and SDSs to obtain hazard information (ATTACHMENT E)

 Information on locating this Hazard Communication Standard and related materials via the

Employee Website at: http://wserver/emp_only/Policies/index.html.

Prior to introducing a new chemical hazard into any department within this organization, each employee 

in that department will be given information and training as outlined above for the new chemical hazard. 
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Annual refresher training on the basics of the Hazard Communication Standard, including SDS 

requirements will be administered by the DEPUTY PERSONNEL DIRECTOR via an on-line training 

tool. 

HAZARDOUS NON-ROUTINE TASKS 

Periodically, employees are required to perform non-routine tasks that are hazardous. Examples of non-

routine tasks are: confined space entry, tank cleaning, and boiler repair.  If a DEPARTMENT HEAD is 

contemplating a non-routine task, they should consult with the SAFETY OFFICER. 

Prior to starting work on such projects, each affected employee will be given information by the 

SAFETY OFFICER about the hazardous chemicals he or she may encounter during such activity. This 

information will include specific chemical hazards, protective and safety measures the employee should 

use, and steps the County is taking to reduce the hazards, including ventilation, respirators, the presence 

of another employee (buddy systems), and emergency procedures. 

INFORMING OTHER EMPLOYERS/CONTRACTORS 

It is the responsibility of individual DEPARTMENT HEADS to provide other employers and 

contractors with whom they are working with information about hazardous chemicals that their 

employees may be exposed to on a job site and/or in a specific work area.  They should also inform 

these employers/contractors of any suggested precautions for their employees. It is the responsibility of 

the coordinating DEPARTMENT HEAD to also obtain information about hazardous chemicals used by 

these other employers/contractors to which employees of the County may be exposed, and to relay the 

information to the SAFETY OFFICER in case additional training is needed for those County employees. 

If requested, employers and contractors will be provided with copies of SDSs for hazardous chemicals 

generated and/or utilized by the County’s operations.  These copies will be provided by the 

DEPARTMENT HEAD. 

Also, other employers and contractors will be informed by the coordinating DEPARTMENT HEAD of 

the hazard labels used by the company. If symbolic or numerical labeling systems are used, the other 

employees will be provided with the information needed to understand the labels used for hazardous 

chemicals for which their employees may have exposure. 

LIST OF HAZARDOUS CHEMICALS 

DEPARTMENT HEADS are responsible to maintain a list of all known hazardous chemicals used by 

their employees, and to supply such list to the SAFETY OFFICER.  The list should include the name of 

the chemical, the manufacturer, the work area in which the chemical is used, dates of use, and quantity 

used. Further information on each chemical may be obtained from the SDSs, located in the COUNTY 

ATTORNEY’S SAFETY OFFICE. 

When new chemicals are received, this list is updated (including date the chemicals were introduced) by 

the appropriate DEPARTMENT HEAD within 30 days, and the updated list is provided to the SAFETY 

OFFICER.  
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CHEMICALS IN UNLABELED PIPES 

Work activities are sometimes performed by employees in areas where chemicals are transferred 

through unlabeled pipes. Prior to starting work in these areas, the employee shall contact the 

SUPERINTENDENT OF BUILDINGS & GROUNDS for information regarding: 

 The chemical in the pipes;

 Potential hazards; and

 Required safety precautions.

PROGRAM AVAILABILITY 

A copy of this ECP will be posted on-line for employees and will be made available in hard-copy form, 

upon request, to employees and their representatives.  Requests for a hard copy should be directed to the 

SAFETY OFFICER at 607-753-5081. 
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APPENDIX A 

CATEGORY 1 EMPLOYEES
Revised July 27, 2016 

JOB TITLE DEPARTMENT COMMENTS 

Clinic Aide Health Jacobus Center 

Clinical Fellow in Speech/Language Pathology Health Children with Special Needs 

Coroner Coroner 

Correction Captain Sheriff 

Correction Lieutenant Sheriff 

Correction Officer Sheriff 

Correction Sergeant Sheriff 

County Police Lieutenant(Deputy Sheriff) Sheriff 

County Police Officer(Deputy Sheriff) Sheriff 

County Police Sergeant(Deputy Sheriff) Sheriff 

Custodian B&G 

Landfill Equipment Operator Highway 

Landfill Equipment Operator /Mechanic Highway 

Landfill Operations Crew Leader Highway 

Nurse Practitioner Health 

Occupational Therapist Health Children with Special Needs 

Public Health Nurse Health 

Public Health Sanitarian/Trainee Health 

Registered Professional Nurse Health 

Safety & Code Officer County Attorney 

Senior Cleaner B&G 

Senior PH Sanitarian Health 

Speech/Language Pathologist Health Children with Special Needs 
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APPENDIX B 

CATEGORY 2 EMPLOYEES
Revised July 27, 2016 

JOB TITLE DEPARTMENT COMMENTS 

Building Maintenance Mechanic B&G 
Picking up clinic waste; cleaning blood spills - (clinic 
and jail) 

Caseworker DSS 
Dealing with injured children - Risk of BBP while 
investigating 

Chief Assistant County Attorney County Attorney 

Cook Sheriff Potential for altercations with inmates 

County Attorney County Attorney 

County Police Captain (Deputy Sheriff) Sheriff 

Director of Emergency Response & 
Communications 

ERAC 

Director of Environmental Health Health 

Senior Cook Sheriff Potential for altercations with inmates 

Sheriff Sheriff Potential for altercations with inmates 

Supervising Community Health Nurse Health 
Emergencies necessitating functioning hands-on 
care 

Supervising Public Health Nurse Health 
Emergencies necessitating functioning hands-on 
care 

Undersheriff Sheriff 
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ATTACHMENT A 

CORTLAND COUNTY PERSONNEL OFFICE 

HEPATITIS B VACCINE DECLINATION / VERIFICATION 

I understand that due to my position classification, I am at risk for occupational exposure to blood or 

other potentially infections materials (OPIM); with that, I may be a risk of acquiring the hepatitis B virus 

(HBV) infection.  I have been given the opportunity to be vaccinated with the hepatitis B vaccine, at no 

cost to myself.  However, I decline the hepatitis B vaccination at this time.  I understand that by 

declining this vaccine, I continue to be at risk of acquiring HBV, a serious disease.  I further understand 

that by declining this vaccination which has been offered to me, I affect my ability to file future 

worker’s compensation claims or insurance claims in the event that I contract HBV due to an 

occupational exposure and I release my employer from any and all liability related to such an incident, 

and relinquish any right to bring future legal action related to such an incident against any person or 

organization inasmuch as it relates to the contraction of HBV by occupational exposure should that 

occur. 

If in the future I continue to have occupational exposure to blood or OPIM and I want to be vaccinated 

with the hepatitis B vaccine, I can request such and receive the vaccination series at no cost to me. 

The reason that I am declining the vaccination series at this time is: 

 I was previously vaccinated against Hepatitis B (indicate series dates below) 

#1 #2 #3 

 I have had a blood test indicating that I am immune against Hepatitis B 

Date of positive hepatitis B surface antibody test: ________________________ 

 For medical reasons, I have been advised by a physician not to receive the vaccinations (please 

provide a statement from your medical provider indicating the medical reason) 

 It is simply my personal preference not to receive the vaccine 

________________________________________________ __________________________ 

Signature     Date 

Instructions: File in individual’s health information file in Cortland County Personnel Office. 
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CORTLAND COUNTY 
INCIDENT / ACCIDENT REPORT FORM 
Please complete all three pages of this form, legibly & in ink. 

DEPARTMENT: _____________________________________   EMPLOYEE:   YES (___)  NO (___) 

NAME OF INVOLVED PERSON: _________________________  PHONE#: (_____)______-_______ 

ADDRESS: _________________________________________________________________________ 

___________________________________________________________________________________ 

DATE OF BIRTH: _____/_____/_____  LAST 4 DIGITS SS#: _______   INJURED    / NOT INJURED   

PLEASE LIST ALL WITNESSES (additional space is available on page 3 of this form if needed): 

NAME: PHONE #: 

______________________________________________________ (_______) ________-___________ 

______________________________________________________ (_______) ________-___________ 

______________________________________________________ (_______) ________-___________ 

PLEASE HAVE ALL WITNESSES COMPLETE A 
“WITNESS STATEMENT FORM” 

DATE OF INCIDENT: __________/__________/__________ TIME OF DAY: __________________________ 

EXACT LOCATION OF INCIDENT: ____________________________________________________________ 

___________________________________________________________________________________________ 

WHAT HAPPENED: _________________________________________________________________________ 

___________________________________________________________________________________________ 

___________________________________________________________________________________________ 
WAS ANY EQUIPMENT / MACHINERY / VEHICLE INVOLVED?:     YES (______)  NO (______)   

IF YES, WHAT?: ____________________________________________________________________________ 

IF COUNTY VEHICLE INVOLVED, PLEASE INDICATE VEHICLE #: _______________________________ 

WAS ANOTHER VEHICLE INVOLVED?: YES (_____)  NO (_____)   

INDICATE WHICH POLICE AGENCY NOTIFIED (if applicable):____________________________________ 

Please attach ACCIDENT INFORMATION EXCHANGE FORM and/or POLICE REPORT if available. 
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NOTIFY SAFETY OFFICER 
IMMEDIATELY: 
 607-753-5081

Submit report to:
https://www1.cortland-co.org/wc 

ATTACHMENT B
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Employees only: 

WAS PERSONAL PROTECTIVE EQUIPMENT (PPE) REQUIRED AT THE TIME OF INJURY? 

  YES (____)  NO (____) 

WAS PERSONAL PROTECTIVE EQUIPMENT (PPE) BEING WORN?    YES (____)  NO (____) 

IF YES, PLEASE LIST WHAT GEAR WAS BEING UTILIZED: _____________________________ 

___________________________________________________________________________________ 

Complete this section only if an INJURY was indicated 

WAS THERE ANY BLOOD/BODY FLUID EXPOSURE?  YES (____)   NO (____)   
IF YES, WHO WAS EXPOSED: 
____________________________________________________________________________________ 

CALL SAFETY OFFICER TO SUPPLY APPROPRIATE EXPOSURE PACKET TO ALL 
EXPOSED INDIVIDUALS IMMEDIATELY ( 607-753-5081) 

NATURE OF INJURY/ILLNESS, AND PART(S) OF THE BODY AFFECTED (Please be specific): 
____________________________________________________________________________________ 

____________________________________________________________________________________ 

WAS MEDICAL TREATMENT PROVIDED?:  YES (_____)   NO (_____)   WHEN?:_____________ 

BY WHOM?: ____________________________  ADDRESS: _________________________________ 

WAS THE PERSON TRANSPORTED?:  YES (_____)  NO (_____)  WHERE?: __________________ 

WAS MEDICAL TREATMENT OR EXAMINATION REFUSED?:     YES (_______)  NO (_______) 

IF REFUSED, PLEASE SIGN THE STATEMENT BELOW AND INDICATE REASONING:  
AT THIS TIME I AM REFUSING MEDICAL TREATMENT:  X_________________________________ 

WHY: __________________________________  WITNESS: _________________________________ 

Employees only: 
TO THE BEST OF YOUR KNOWLEDGE, HAVE YOU EVER HAD A WORK-RELATED INJURY 
TO THE SAME BODY PART OR A SIMILAR ILLNESS/AILMENT WHILE WORKING FOR 
CORTLAND COUNTY?  YES (_______)  NO (_______); IF YES, WHEN: _____________________ 

NAME OF TREATING PHYSICIAN: ____________________________________________________ 

COMMENTS: _______________________________________________________________________ 

____________________________________________________________________________________ 

____________________________________________________________________________________ 
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PPE may include, but is not limited to: gloves, goggles, hard hats, etc. 
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REPORT SUBMITTED BY: ________________________ TITLE: ____________________________ 

DATE OF REPORT: _________/_________/_________ TIME OF REPORT:   _____:_____  AM /  PM 

DEPT. HEAD SIGNATURE VERIFYING NOTIFICATION:_________________________________ 

CONTACT #: (_______) ________-___________ E-MAIL: __________________________________ 

DATE OF NOTIFICATION:  _______/_______/_______    TIME NOTIFIED: _____:_____  AM /  PM 

SAFETY OFFICER NOTIFIED:  BY PHONE     /   BY EMAIL    /   IN PERSON  

DATE OF NOTIFICATION:  _______/_______/_______    TIME NOTIFIED: _____:_____  AM /  PM 

ADDITIONAL INFORMATION (attach additional sheets if necessary): 
____________________________________________________________________________________ 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

Distribute as follows: 
ORIGINAL = DEPARTMENT HEAD, COPY = INDIVIDUAL 

 SUBMIT ALL DOCUMENTATION VIA WEB PORTAL AT: https://www1.cortland-co.org/wc/ 

SE
CT

IO
N

 7
:  

N
O

TI
FI

CA
TI

O
N

S 

27



ECP 8/2016 

This page left blank intentionally

28



Distribute as follows: ORIGINAL = DEPARTMENT HEAD, COPY = INDIVIDUAL 

***** SCAN ALL DOCUMENTATION TO: SAFETY@CORTLAND-CO.ORG ***** 
(This will route information to: Safety Officer, Personnel, County Admin, County Budget Office & County Attorney) 

Ver. 11/2015 

Cortland County Incident/Accident 

Witness Statement Form 

1. Involved Worker/Person

Involved Person’s Name: _________________________________________________________ 

2. Witness Details

Printed Name: ____________________________   Date of Birth: _______/_______/_______ 

Address: ______________________________________________________________________ 

Phone #: (_____) ______-_________   Employer’s Name: _____________________________ 

Occupation: ___________________________________________________________________ 

Relationship to Involved Person:      Co-Worker  Family  Other 
 Specify: ______________ 

3. Incident Details

Date of Incident: _______/_______/_______  Time of Incident: _______________ am / pm 

Place of Incident: ______________________________________________________________ 

Type of Injury if applicable  (e.g. burn, cut, fracture, etc.): _____________________________ 

Location of Injury if applicable  (e.g. right arm, lower back, etc.): _______________________ 

Did you see what happened?  YES  NO 

If YES, please describe what you saw: _____________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

If NO, how did you become aware of/involved in the incident? ________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

Were you exposed to any Blood/Body Fluid?          YES     NO  

 IF YES, PLEASE CALL SAFETY OFFICER  607-753-5081 FOR EXPOSURE PACKET IMMEDIATELY 

4. Declaration

I declare that the details submitted are true and correct. 

Signature of Witness: ______________________________  Date: _______/_______/_______ 

ATTACHMENT C
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ATTACHMENT D 

SHARPS INJURY LOG: FOR THE CALENDAR YEAR ENDING DECEMBER 31, 20___ 

DEPARTMENT:  ______________________________________________________________ 

DEPARTMENT HEADS are responsible for maintaining these logs for their departments 

and shall submit them annually (at year-end) to the SAFETY OFFICER. This log is 

reviewed as part of the annual program evaluation and maintained for at least five years 

following the end of the calendar year covered. If a copy is requested by anyone, it must 

have any personal identifiers removed from the report. Use additional pages as necessary. 

DATE: 

TYPE / BRAND OF DEVICE 

INVOLVED (syringe, suture 

needle, etc.): 

ROOM # / AREA OF 

OCCURANCE: 

EXPLANATION OF OCCURRENCE: 

DATE: 

TYPE / BRAND OF DEVICE 

INVOLVED (syringe, suture 

needle, etc.): 

ROOM # / AREA OF 

OCCURANCE: 

EXPLANATION OF OCCURRENCE: 

DATE: 

TYPE / BRAND OF DEVICE 

INVOLVED (syringe, suture 

needle, etc.): 

ROOM # / AREA OF 

OCCURANCE: 

EXPLANATION OF OCCURRENCE: 
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DATE: 

TYPE / BRAND OF DEVICE 

INVOLVED (syringe, suture 

needle, etc.): 

ROOM # / AREA OF 

OCCURANCE: 

EXPLANATION OF OCCURRENCE: 

DATE: 

TYPE / BRAND OF DEVICE 

INVOLVED (syringe, suture 

needle, etc.): 

ROOM # / AREA OF 

OCCURANCE: 

EXPLANATION OF OCCURRENCE: 

DATE: 

TYPE / BRAND OF DEVICE 

INVOLVED (syringe, suture 

needle, etc.): 

ROOM # / AREA OF 

OCCURANCE: 

EXPLANATION OF OCCURRENCE: 

DATE: 

TYPE / BRAND OF DEVICE 

INVOLVED (syringe, suture 

needle, etc.): 

ROOM # / AREA OF 

OCCURANCE: 

EXPLANATION OF OCCURRENCE: 
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ATTACHMENT E 
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POST-EXPOSURE PACKETS 
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EXPOSURE PACKET #1 

SOURCE INDIVIDUAL

 If the source individual is already known to be infected with HBV, HCV, or HIV, the testing

need not be repeated, however, the DOH-2557 “Authorization for Release of Health

Information and Confidential HIV-Related Information*” form should be completed (make

a copy of  completed form for Incident file – the completed release form should also be made

available to any exposed individuals for their medical provider).

 If source individual’s infectious status is not known, and they have the capacity to consent, they

should be asked to be tested for HBV, HCV, and HIV as soon as possible.  Send the completed

DOH-2557 “Authorization for Release of Health Information and Confidential HIV-

Related Information*” along with the Source individual to the Cortland Regional Medical

Center Emergency Department (make a copy of  completed form for Incident file – the

completed release form should also be made available to any exposed individuals for their

medical provider). To assist the process, you should also call the E.D. at 607-756-3500 and let

them know you are sending over the source individual in an exposure incident for HBV, HCV, &

HIV testing.

 Results of the source individual’s testing (not the individual’s name) shall be made available to

any exposed employees’ attending provider (NOTE: not to the employer; unless Ryan White Act

has been invoked in which case information may be disclosed to the Designated Officer; refer to

“Packet #4: Invoking the Ryan White Act”).  Assure the source individual that the exposed

employees will be instructed as to their responsibility NOT to disclose the identity and infections

status of the source individual.

 The County will pay for the source individual testing.

 If the source individual is unwilling to be tested, inquire as to whether they would allow us to

request information from their health care provider as to their having a history of any blood

borne disease(s). If they agree, please complete the “Authorization for Release of Health

Information and Confidential HIV-Related Information*” form (make a copy of  completed

form for Incident file – the completed release form should also be made available to any exposed

individuals for their medical provider) and submit them to the source individual’s health care

provider. 
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 If the source individual remains unwilling to be tested or to share existing information from their

health care provider, you must complete the “Source Individual – Consent Refusal”.

(Distribute as noted on the bottom of the form.)

 If the Source Individual is unable to consent; an anonymous HIV test may be requested if ALL

of the following conditions are met:

o the source individual is deceased, comatose or is determined by his/her attending medical

professional to lack mental capacity to consent, and

o the source individual is not expected to recover in time for the exposed person to receive

appropriate medical treatment, and

o there is no person immediately available who has legal authority to consent in time for

the exposed person to receive appropriate medical treatment, and

o the exposed person will benefit medically by knowing the source individual’s HIV test

results.
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Authorization for Release of Health Information 
New York State Department of Health 
AIDS Institute and Confidential HIV­Related Information* 

This form authorizes release of health information including HIV­related information. You may choose to release only your non­HIV health information, only your 
HIV­related information, or both. Your information may be protected from disclosure by federal privacy law and state law. Confidential HIV­related information is 
any information indicating that a person has had an HIV­related test, or has HIV infection, HIV­related illness or AIDS, or any information that could indicate a 
person has been potentially exposed to HIV. 

Under New York State Law HIV­related information can only be given to people you allow to have it by signing a written release. This information may also be 
released to the following: health providers caring for you or your exposed child; health officials when required by law; insurers to permit payment; persons involved 
in foster care or adoption; official correctional, probation and parole staff; emergency or health care staff who are accidentally exposed to your blood; or by special 
court order. Under New York State law, anyone who illegally discloses HIV­related information may be punished by a fine of up to $5,000 and a jail term of up to one 
year. However, some re­disclosures of health and/or HIV­related information are not protected under federal law. For more information about HIV confidentiality, 
call the New York State Department of Health HIV Confidentiality Hotline at 1­800­962­5065; for more information regarding federal privacy protection, call the 
Office for Civil Rights at 1­800­368­1019. You may also contact the NYS Division of Human Rights at 1­888­392­3644. 

By checking the boxes below and signing this form, health information and/or HIV­related information can be given to the people listed on page two (and on 
additional sheets if necessary) of the form, for the reason(s) listed. Upon your request, the facility or person disclosing your health information must provide you 
with a copy of this form. 

I consent to disclosure of (please check all that apply): My HIV­related information 

My non­HIV health information 

Both (non­HIV health and HIV­related information) 

Name and address of facility/person disclosing HIV­related information: 

Name of person whose information will be released: 


Name and address of person signing this form (if other than above):
 

Relationship to person whose information will be released: 

Describe information to be released: 

Reason for release of information: 

Time Period During Which Release of Information is Authorized:  From:  To: 

Exceptions to the right to revoke consent, if any: 

Description of the consequences, if any, of failing to consent to disclosure upon treatment, payment, enrollment, or eligibility for benefits 
(Note: Federal privacy regulations may restrict some consequences): 

Please sign below only if you wish to authorize all facilities/persons listed on pages 1,2 (and 3 if used) of this form to share information among and between 
themselves for the purpose of providing health care and services. 

Signature Date 

* This Authorization for Release of Health Information and Confidential HIV­Related Information form is HIPAA compliant. If releasing only non­HIV related 
health information, you may use this form or another HIPAA­compliant general health release form. 
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Authorization for Release of Health Information 
and Confidential HIV­Related Information* 

Complete information for each facility/person to be given general information and/or HIV­related information. 
Attach additional sheets as necessary. It is recommended that blank lines be crossed out prior to signing. 

Name and address of facility/person to be given general health and/or HIV­related information: 

Reason for release, if other than stated on page 1: 

If information to be disclosed to this facility/person is limited, please specify: 

Name and address of facility/person to be given general health and/or HIV­related information: 

Reason for release, if other than stated on page 1: 

If information to be disclosed to this facility/person is limited, please specify: 

The law protects you from HIV­related discrimination in housing, employment, health care and other services. For more information, call the New York City 

Commission on Human Rights at (212) 306­7500 or the NYS Division of Human Rights at 1­888­392­3644. 


My questions about this form have been answered. I know that I do not have to allow release of my health and/or HIV­related information, and that I can change my 

mind at any time and revoke my authorization by writing the facility/person obtaining this release. I authorize the facility/person noted on page one to release 

health and/or HIV­related information of the person named on page one to the organizations/persons listed.
 

Signature Date
 
(SUBJECT OF INFORMATION OR LEGALLY AUTHORIZED REPRESENTATIVE) 

If legal representative, indicate relationship to subject: 

Print Name 

Client/Patient Number 

* This Authorization for Release of Health Information and Confidential HIV­Related Information form is HIPAA compliant. If releasing only non­HIV related 
health information, you may use this form or another HIPAA­compliant general health release form. 
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Authorization for Release of Health Information 
and Confidential HIV­Related Information* 

Complete information for each facility/person to be given general information and/or HIV­related information. 
Attach additional sheets as necessary. It is recommended that blank lines be crossed out prior to signing. 

Name and address of facility/person to be given general health and/or HIV­related information: 

Reason for release, if other than stated on page 1: 

If information to be disclosed to this facility/person is limited, please specify: 

Name and address of facility/person to be given general health and/or HIV­related information: 

Reason for release, if other than stated on page 1: 

If information to be disclosed to this facility/person is limited, please specify: 

Name and address of facility/person to be given general health and/or HIV­related information: 

Reason for release, if other than stated on page 1: 

If information to be disclosed to this facility/person is limited, please specify: 

If any/all of this page is completed, please sign below:
 

Signature Date
 
(SUBJECT OF INFORMATION OR LEGALLY AUTHORIZED REPRESENTATIVE) 

Client/Patient Number 

* This Authorization for Release of Health Information and Confidential HIV­Related Information form is HIPAA compliant. If releasing only non­HIV related 
health information, you may use this form or another HIPAA­compliant general health release form. 
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INSTRUCTIONS FOR COMPLETING THE FORM DOH-2557 - Page 1: 

Allow the source individual to specify the following:  

I consent to disclosure of:  

a. My HIV-related information,

b. My non-HIV medical information

c. Both (non-HIV medical and HIV-related medical information)

There may be circumstances in which an individual or provider only wants to release non-HIV medical information (choice 

“b” above), however in the event of an exposure incident the optimal selection is choice “c”.  

Name and address of facility/person disclosing HIV-related information: 
This refers to the facility/person that is going to be releasing information about the source individual, which is likely to be the 

facility/person completing the form (i.e. CRMC ED). It is best practice to name a specific individual or position within the 

facility.  

Name of person whose information will be released:  
This is usually the source individual, but may be a collateral (partner or other family member) or child, depending on the 

circumstances.  

Name and address of person signing this form, if other than above; Relationship to person 

whose information will be released:  
When a source individual is unable to complete the form, this section should include a legal guardian, parent, health care 

proxy or other caregiver designated to provide consent on the source individual’s behalf in accordance with State Law.  

Describe information to be released:  
The description should be as specific as possible, for example, “medical information which may prove helpful or essential 

to the treatment of individuals who have been exposed to my blood/bodily fluids.” 

Reason for release of information:  
The reason should be as specific as possible. For example, “I am the source individual related to an exposure incident 

which occurred on ____________ at _________________.” 

Time period during which release of information is authorized: 
Time frames should be specific and limited, and must be included for the form to be considered complete and valid. Best 

practice is to use a one-year expiration from the date the form is created and signed by the source individual (e.g. 10/15/10 – 

10/15/11).  

Exceptions to the right to revoke consent, if any:  
This explains a source individual’s right to revoke authorization. If no other exceptions to the right to revoke consent exist, 

“None” or “No Exceptions” could be written here.  

Description of the consequences, if any, of failing to consent to disclosure upon treatment, 

payment, enrollment, or eligibility for benefits (Note: Federal privacy regulations may restrict 

some consequences): 
This section is intended to provide notice to the individual that refusal to sign the authorization may have an impact upon the 

provision of care. This is important when failure to release information limits access to services, payment, eligibility for 

housing or other entitlements, enrollment in clinical trials or research protocols, etc. For instances related to exposure 

incidents, “Not applicable” should be indicated here.  
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Please sign below only if you wish to authorize all facilities/persons listed on pages 1, 2 (and 

3 if used) of this form to share information among and between themselves for the purpose 

of providing health care and services:  
If communication among providers is intended, the client must sign and date this section. This allows for case conferencing 

between multiple providers.  

INSTRUCTIONS FOR COMPLETING THE FORM DOH-2557 - Page 2 (& 3 if necessary): 

These pages allow the source individual to specify the individual(s) or organization(s) to whom the information is being 

released.  

Name and address of facility/person to be given general health and/or HIV-related information: 
The form can be used to list as many providers as the client wishes, attaching additional pages (3, 4, 5, etc.) as necessary. 

Best practice is to name a specific individual or position within the facility, rather than granting the entire facility full access 

to a source individual’s personal information. Unused sections should be ‘X’ed out.  

Additional providers should never be included after the release form has been signed and dated by the source individual. 

New forms should be created and reviewed with the source individual if additional providers are identified.  

Reason for release, if other than stated on Page 1: 

This section should only be completed if different from the reason stated on Page 1. 

If information to be disclosed to this facility/person is limited, please specify: 

This may only pertain in instances regarding time frames, such as a single event with no future communication planned. 

Signature and Date: 

This form is incomplete until the source individual has signed and dated it here, authorizing that he or she has reviewed and 

understood the form. If additional pages (3, 4, 5, etc.) are used, the individual must sign and date the bottom of each page. 

The date should be consistent on all pages. Once it has been signed and dated, the form should not be changed in any way.  

Client/Patient Number: 

This field may be used for reference, to attach an ID number used in a particular setting. 
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Cortland County Blood Borne Pathogen Exposure Incident 

SOURCE INDIVIDUAL – CONSENT REFUSAL 

Source Individual Name: ______________________________________________________________ 

I am the “source individual” for an exposure incident; however, I refuse to be tested for HIV, HBV, or 

HCV and/or to share my testing status except to the extent which is allowable by law without my 

consent. 

Source Individual’s Signature: ________________________________  Date: ______/______/______ 

Witness Signature: __________________________________________________________________ 

Witness Printed Name: _______________________________________________________________ 

Distribute as follows: 

ORIGINAL = DEPARTMENT HEAD, COPY = INDIVIDUAL 

***** SCAN ALL DOCUMENTATION TO: SAFETY@CORTLAND-CO.ORG ***** 

(This will route information to: Safety Officer, Personnel, County Admin, County Budget Office & County Attorney) 

This section to be completed by Safety Officer 

Date of Incident: __________/__________/__________  Location: ____________________________ 

Brief Description of Incident: 

Exposed Individual’s Name(s): 
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EXPOSURE PACKET #2 

For Exposed Employees who 

refuse Medical Evaluation 

Be sure the individual understands the risks of not having a medical evaluation.  Risks 

include: 

1. Developing Hepatitis B and/or HIV infection; both of which can be treated if

medical care is provided within TWO HOURS of exposure.  Both diseases can

lead to death.

2. Developing Hepatitis C, Hepatitis B, and/or HIV infection which in turn can then

be unknowingly transmitted to intimate contacts.

3. Developing any of the above-mentioned diseases and having no way to prove that

they were connected to a job-related exposure.

If the exposed employee still refuses Medical Evaluation – please complete the “Refusal 

of Medical Treatment after Blood/Body Fluid Exposure Incident” form and distribute 

it as noted. 
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REFUSAL OF MEDICAL TREATMENT AFTER 

BLOOD / BODY FLUID EXPOSURE INCIDENT 

(this form must be signed in the presence of a witness) 

Today’s Date: _________/________/_________    Date of Exposure: _________/________/_________ 

Exposed Employee Name (print): ________________________________________________________ 

Source Individual Name if known (print): __________________________________________________ 

I have been exposed to blood and/or potentially infectious body fluids.  I have reported this incident to 

my employer and completed paperwork as directed.  My employer has recommended that I be evaluated 

and possibly treated by a qualified medical professional, at no cost to me, following this incident. 

I understand that because I was exposed to blood or body fluids I may become seriously ill, disabled, 

and/or could die.  I understand that I could contract Hepatitis, the Human Immunodeficiency Virus 

(HIV) which causes AIDS, and/or other serious diseases.  I understand that medical treatment should be 

sought within 24 hours after exposure, and that waiting longer than 48 hours may affect both the 

effectiveness of any medical treatment and my ability to file future worker’s compensation claims or 

insurance claims related to this incident. 

Against the advice of my employer, I hereby voluntarily refuse the free medical attention which has 

been offered to me, release my employer and my supervisor(s) from any and all liability related to this 

incident, and relinquish any right to bring future legal action related to this incident against any person 

or organization. 

Exposed Employee Legal Signature: _______________________________________________________ 

Date: __________/__________/__________ 

Witness Name (print): __________________________________________________________________ 

Witness Signature: _____________________________________________________________________ 

Date: __________/__________/__________ 

Safety Officer (or Designee/Dept. Head) Signature: ________________________________________________ 

Date: __________/__________/__________ 
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EXPOSURE PACKET #3 

For Exposed Employees  

Who Choose to be Evaluated 
 Employees can be evaluated at the Cortland Regional Medical Center Emergency Department

(CRMC ED) or by their own Health Care Provider (HCP).  Strongly encourage the employee

to be evaluated at the CRMC ED for the following reasons:

o The CRMC ED has more experience dealing with exposures;

o The CRMC ED will have the necessary medications more readily available than their

private HCP might have.

 It is IMPERATIVE that employees seek medical attention immediately because HIV post-

exposure prophylaxis, if needed, is most effective if given within the first TWO HOURS after

exposure.

 Inform the employee that they will incur no personal expense for the testing/treatment and as

such, any out-of-pocket costs can be submitted for reimbursement.

 Complete the top section of the “Cortland County Employee Post-Exposure Form”; send

that, and a copy of the OSHA Bloodborne Pathogen Standard (XI. The Standard), with the

employee to the ED (or their Health Care Provider).  Be sure to make a copy of the Post-

Exposure Form for Safety Officer – follow-up is required if it is not returned from the CRMC

ED (or HCP) within 7 days.

 If available, make sure they also have a copy of the Source Individual’s Authorization for

Release of Health Information and Confidential HIV-Related Information* form DOH 2557

to take with them to the ED/HCP (refer to Packet #1: Source Individual).  If a Designated

Officer will be acting on the employee’s behalf to obtain source individual information, please

also refer to Packet #4: Invoking the Ryan White Act.
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 ADVISE THE INDIVIDUAL TO ALERT THE CRMC ED (OR THEIR HCP)

IMMEDIATELY UPON ARRIVAL THAT THEY ARE THERE TO BE

EVALUATED/TREATED FOR AN EXPOSURE INCIDENT.

 CALL AHEAD to alert the CRMC ED (or the HCP) that you are sending an employee for post-

exposure evaluation & treatment.  The # for CRMC is 607-756-3500; ask for the Emergency

Department.  If it will speed the employee’s arrival time at the ED, this form (and the Source

Individual’s Authorization for Release of Health Information and Confidential HIV-Related

Information* form DOH 2557, if available) can be faxed to the ED (607-756-3515) while the

employee is in route.
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CORTLAND COUNTY EMPLOYEE POST-EXPOSURE FORM 

This form should be completed by a Designated Officer and  

given to the employee to take to the ED or their Health Care Provider 

Employee Name: ______________________________     Position: _________________________ 

Incident/Exposure Date & Time: __________________    Report Date: ______________________ 

Employee’s duties as they relate to exposure incident: ____________________________________ 

_______________________________________________________________________________  

Employee's reported description of the exposure, including route of exposure:  ________________ 

_______________________________________________________________________________ 

_______________________________________________________________________________ 

Please complete the following exposed Employee information if known: 

HEP B Vaccination Status:  _____________________   Last Tetanus Vaccination:_____________ 

Allergies/Sensitivities: _____________________________________________________________ 

Please complete the following Source Individual information: 

SOURCE INDIVIDUAL IDENTITY: __________________________________ or  Not Known

If SOURCE INDIVIDUAL is already known to be infected, indicate below: 

 HIV  HBV  HCV  Status is Unknown: 

 DOH 2557 Authorization Form Included 

 Source Individual Refuses Testing          . 

Information Provided By: _____________________  Title: ___________________________________ 

Phone: _____________  E-Mail: ___________@cortland-co.org  Date: ___________  Time: ________ 

This section to be completed by Treating Physician 

HEALTH CARE PROFESSIONAL’S WRITTEN OPINION 

Note to Physician:  To assist the County in meeting OSHA/PESH requirements, please complete this form 

and return to the following address within 7 days of the exposure incident: (Note: OSHA regulations 

specify that the employer is to be given only the following information; please do not add additional 

information.): Safety Officer - CONFIDENTIAL 

Cortland County Office Building 

60 Central Avenue  

Cortland, NY 13045 

Name of Treating Physician: ____________________________________________________ 

Address:____________________________________________________________________ 

continued on back  
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Was Hepatitis B vaccination indicated for employee?  YES  NO 

If YES, did employee receive the vaccination?  YES  NO 

Was the employee informed of the results of the evaluation?  YES  NO 

Has the employee been told about any medical conditions resulting from this exposure that will require 

further evaluation or treatment?  YES   NO 

__________________________________________  ___________________________ 

Signature of Evaluating Physician Date 

Employee Statement: I have been counseled as to this blood/body fluid exposure and I understand the 

situation and what it entails for the present and future. 

__________________________________________  ___________________________ 

Signature of Employee  Date 

Return completed form to the following address within 7 days of the exposure incident: 

Safety Officer - CONFIDENTIAL 

Cortland County Office Building 

60 Central Avenue  

Cortland, NY 13045 
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EXPOSURE PACKET #4 

Invocation of the 

Ryan White Act 

Necessary only when a Designated Officer 

will be acting on behalf of an Exposed 

Employee
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INSTRUCTIONS FOR INVOKING RYAN WHITE ACT 

 The County has named several members of its staff to act as “Designated Officers” (DO) in

the event of an exposure incident.  See the enclosed letter for the names of the DO’s.  The

DO is the person who is authorized to contact the health care provider who might have the

medical history and/or laboratory reports on a source individual and request that information

regarding the source individual’s infectious status (in regards to any reportable diseases on

the Federal list) be released to the DO.  Currently, the reportable diseases on the Federal list

are: Hepatitis B, Hepatitis C, HIV, Rabies, Vaccinia, Measles, Tuberculosis, Varicella, Avian

Influenza, Diptheria, Meningococcal disease, Mumps, Pneumonic Plague, Rubella, SARS-

CoV, Anthrax, Pertussis, and Viral Hemorrahagic Fevers

 When an exposure incident occurs in which the Ryan White Act is invoked, the request for

the source individual’s information should be made on the enclosed form, “Request for

Information under the Ryan White Act.”  This form should be faxed to the hospital’s

administration office, to the attention of the Infection Control Officer, or designee, at

Cortland Regional that number is 607-756-3590; a phone call to 607-756-3501 should

accompany the fax.  For incidents that happen after normal business hours, fax the form at

the beginning of the next business day.  If the incident happens on a long weekend, request

that the Infection Control Officer, or designee, be paged by calling 607-756-3500.  Written

requests will be responded to within 48 hours.  The DO should also refer to “Packet #1:

Source Individual” to obtain the release (or refusal) form needed from the source

individual.

 If the Cortland Regional Medical Center is not the health care provider from which you are

seeking the source individual’s information, DO’s should call the health care provider,

identify themselves as the DO for their department, obtain the fax number to submit the

completed “Request for Information under the Ryan White Act” form.  If the provider

requests proof of DO status, you should also fax a copy of the enclosed letter naming the

DO’s.

 DO’s should share the information they’ve obtained from the source individual’s medical

provider with the exposed employee.  The information must not be shared with anyone else.

Instruct the exposed employee that the information regarding the source patient is

confidential and must not be disclosed to anyone other than the health care provider treating

the exposed employee.
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CORTLAND COUNTY 
CORTLAND COUNTY OFFICE BUILDING 

60 CENTRAL AVENUE, CORTLAND NY 13045 

REQUEST FOR INFORMATION UNDER RYAN WHITE ACT 

TO:  ________________________________________________________________________________ 

FROM:   _____________________________________________________________________________ 

(Designated Officer of Cortland County as per the attached Authorization Letter) 

An employee of Cortland County has sustained a possible infectious disease exposure in the course of 

performing his/her duties. 

This is a request, under the Ryan White Act, for you to release any information that may indicate 

whether or not the exposed employee had a significant risk of exposure to an infectious disease based on 

your review of the source individual’s medical records. 

Date of the Incident: _____________________________________________________________ 

Brief description of the Incident: ___________________________________________________  

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

Name of Source Individual (if known):_______________________________________________  

Source Individual’s DOB: _________/_________/_________ 

Information on contacting the requesting Designated Officer (DO): 

Name: ________________________________________________________________________ 

Address: ______________________________________________________________________ 

Work Phone: ______________________ Alternate Phone: ______________________ 

Best time to contact: ____________________________________________________________ 

Alternate DO contact information:__________________________________________________  

Signature of Designated Officer: ________________________ Date: ___________________ 
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