o g e

CE "The Reglonel C’M'ur
| o e PULLuEon Condoo- Boo=<] -

)QO-P"F g }—LC‘ﬁ o Form -1V
(Sce rule 13)
ANNUAL REPORT
[To be submitted to the prescribed authority on or before 30th June every year for the period
from January to December of the preceding year, by the occupier of health care facility
(HCF)]

Sl. | Particulars
No
1. | Particulars of the Occupier !

(1) Name of the authorised person | : DIRETTOR = ADMI NISTRAT) ON
(occupier or operator of facility) ;

DR. ViIzAYALAKSHM| GOPAIUMAR,
(i) Name of Health Care Facility RELEN ¢y HoSPITAL LID.
- (iii) Address for Correspondence | g_g_l SATU0 DAY A NAUAR, KANAUK,
2098005

~ | (iv) Address of Facility
. _ . — SAME AS AroOVE —

(v)Tel. No, Fax. No
0512-350 42|
(vi) E-mail ID Vioya Lm.ugamf Qrvé.emu., heau 4

( ) f i Iq! ~ ]

(viii) GPS coordinates of Health :
Care Facility 26420507 ) 80201541

(ix) Ownership of Health Care (State Government or Private or Semi Govt. or
Facility any other)
(x). Status of Authorisation under Authorisation No.:
the Bio-Medical Waste 0o Yo Wty [ o] bf M——
= (Management and Handling) ; .3.’...2,...?-.02.5vahd upto .20 2.2028
| Rules
F (xi). Status of Consents under Valid up to: 230628 Uppc_&, Fanpuy
] Water Act and Air Act C
; : aw (O ch, 0 [cr boh, |
- _ Kﬂcﬁn w Nagass/ ) O/ of
o 2 | Type of Health Care Facility : 29.02.202Y T0 3; 124 2027
- . _ MUY SPetiAUTY.  HOSPITAL
(1) Bedded Hospital o No. of Beds: .....
25
5| (ii) Non-bedded hospital
)_ (Clinic or Blood Bank or Clinical
A Laboratory or Research Institute N l A
M or Veterinary Hospital or any
a

@ Scanned with OKEN Scanner



other)

]

(iii) License number and its date
of expiry

Quantity of waste generated or

disposed in Kg per annum (on
monthly average basis)

=

White:

Blue Category :

S

Tellow Calegory : 2,064 - 2215 K¢

Red Category: 2004 832 K

7769715 K4
}59.265K4

|

General Solid waste:  __

Details of the Storage, treatment, transportation:,

processing and Disposal Facility

(i) Details of the on-site storage
facility )

Size : “'8‘)(4'3’

Capacity :

—

any other provision) N Ka)
DAty Plex up

Provision of on-site storage : (cold storage or

(if)disposal facilities Type of No | Capacit Quantity
treatment of |y treated or
equipment unit | Kg/ disposed in
s |day kg per
) | annum
Incinerators 02. |260KG l“ﬁ e —
Plasma
Pyrolysis R X X
Autoclaves - |04 | SERASY
Microwave
K X X
Hydroclave
P XN X
Shredder
| oL ieraags X
Needle tip
cutter or 0L 2@1«,‘:«5 X
destroyer

@ Scanned with OKEN Scanner



Sharps
Encapsulation
or concrete pit

Deep burial

Chemical
disinfection

— | |

EltS

ol |26k

0L |lo50 Cf

Any other
treatment
equipment

(iii) Quantity of recyclable 7
wastes sold to authorised
recyclers after treatment in kg per

annum.

Red Category (li

Sueaect To MPCC

ke plastic, glass etc.)

(iv) No of vehicles used for
collection and transportation of
biomedical waste

coroerl Tompco

(v) Details of incineration ash Incineration Quantity where
and ETP sludge generated and & Ash ETP Generated Disposed
disposed during the treatment of Sludge

wastes in Kg per annum

SsuedecT | To mPel

(vii) List of member HCF not
handed over bio-medical waste.

N|A

Do you have bio-medical waste
management committee? If yes,
attach minutes of the meetings

held during the reporting period

NiA

BMW

Details trainings conducted on

(i) Number of trainings

conducted on BMW 1O
Management.
(ii) pumber of personnel trained

289 STAFF
(iii) number of personnel trained _
at the time of induction ALL

(iv) number of personnclznot

NP

undergone any training s0 far

(v) whether standard manual for

@ Scanned with OKEN Scanner



: training is available? —Nex (P OF INFf N CONTROL

mANNUAL

(vi) any other information)

(i) Number of Accidents occurred 1O |

7 Details of the accident occurred
during the year

(if) Number of the persons ,
affected 10

i) Remedial Action taken
( lzzase attach details if any) YES CA.TT ACH EDD
(iv) Any Fatality occurred,
details.
3 | Are you meeting the standards of
air Pollution from the
incinerator? How SoeIeECT To MpPLe
many times in last year could not :
met the standards?

—

Details of Continuous online ) :
emission monitoring systems ‘ soegert To mpPce
installed i

9 | Liquid waste generated and

treatment methods in place. How ‘ -
many times you have not met the - O T AVALABRLE

standards in a year? ' _ .

T0 | Is the disinfection method or
sterilization meeting the log 4
standards? How many times you
have not met the standards in a
year?

11 | Any other relevant information (Air Pollution Control Devices attached with
' the Incinerator)

..............................................................................
.......................................................................................
.......................................................................................
..........................................................

...................................................

Institution :

| R Lk i
Date: 2F-0%5:2025 | E?éwgcy Hospnél Ltd, ¥
Place  Anpy R ‘Kar;pu':-rz\;gggsg oA

\

@ Scanned with OKEN Scanner



.,_v,,“,“m.mzm,« HOSPITALLTD. | | ‘ ﬂ . —Nmmm20<
HEALTH -

-:)uO-n X

BLOOD & BODY FLUID EXPOSURE

FORM FOR NEEDL ICK | SHARP ,_Ecamﬂ

Name of the Employee mcmlﬂnbu_ﬁcq}m% mau_n<mm Code ...
Designation & Duty Area Fm?mﬂz:y\mx ........ by gn:n_\ﬂh Cusﬁl\u
a4 cm/e:

.........._..1....:.!........1.T...
...Z....._..:._...:... arasiane

..............:.......

1) Date of sharp injury or exposure ...

rting to casualty ...

2) Date of Repo
3) Hepatitis B vaccination status of employee -
1. One dose 2. Two dose ,,./u.\awm dose 4, No dose . .
4y Last Hbs Ag Antioody iitre report with the date P/u LU
r Oresent screening of test repomts .
_HV : 2. HCV 3, HbsAg (optional)
6) Was the Source patient Em:ﬁ._mmc_ma (Tick one box only) ,
O Unknown ] Not Applicable

Yes 0O No
-

(Tick one box only)
ent or contaminated equ e blood on the device? Yes / No
o patient or contaminate :

ipment) —> Was ther

7) The Sharp Item was :
d mnc._namjs

/\,N\O.onama,_:mﬂma (known exposure 10 pati
a c:nozama._:mﬁma (no known exposure t

O Unknown _
d or Other Inappropriate Place

W 8) c.h._u_u\nmﬁacé Occur? (Tick oné pox only) -
_ efore Use of Item (item broke/slipped, assembling device, gtc) DO Device Lefton Eloor, Table, Be
i O During Use-of ltem (item slipped, patient jarred item, efc) . O After Use-Before Disposal (in transit to trash, cleaning,
3 O In preparation for Reuse of Reusable Instrument (sorting, disin- sorting etc.) .
w fecting. sterilizing. elc.) s 0. Other: Describe ...
3 O While Recapping Used Needle R
# -+ What Type of Device Caused the Injury? (Tick one box only) /\m%mma,m. Hollow Bore
m . O Surgical .
< : - 0 Glass
i a) Whic Device Caused the Injury? e
S eedle [l Glassware
0O Surgical Instrument O Other metal sharp
] 10) Was the Injury? (Tick on€ pox only)
| O Superficial (little or no bleeding)
&~ Moderate (skin punctured, some bleeding)
O Severe (deep stick/eut, or profuse bleeding)
,. s to the hand, did the Sharp Item penetrate? (Tick one boX only) .

11) If Injury wa

O Single pair of gloves

w O pouble pair of gloves
No gloves

S rpergency i

*~-_. Rev. 1.1-21 [05/2019
¥

Cyrosiamess |
. |
o — —
www.regighcyhealthcare.in

Scanned with OKEN Scanner



lHAﬂOiE KA !

':;;;;.fz!-::r_GEPA\CY HOSPITALLTD. * EGENCY
7 HEAL

4 -
4 i )
FORNI FOR NEEDLE STICK | SHARP |NJUR\ESI BLOOD & BODY FLUID EXPOSURE
o
Name of the Employee CHITRE WSJYY(Z‘*{\/& ...... Employee COUe ..o 4 ........... ST
Designation & DUty ATGa e T ,/_ ........... —— B
: 1) Date of sharp injury or EXPOSUNE .ovvreranneenes ” ..... j’DC{j,Lgft{ ......................................................................................
‘ 2) Date of Reporting 10 CasUAMtY Lo ”[Du ..... [1" ................................................................... ¥ isupevgeesvesEraTEIISS

tion status of employee -

3) Hepatitis B vaccina
\2fodose \3-Friree dose ' 4. No dose 4

\/1./One dose
4) Last Hbs Ag Antibody-titre report with the date .......coeeen®

g of test reports

v r Oresent screenin _
T~ HV 2. HCV _31HbsAg (optional)
€T Was the Source Patient \dentifiable? (Tick one box only) |
0 Yes ~No O Unknown O NotApplicable
7) The Sharp |temn was : (Tick one box only)
tient or contaminated equipment) —> Was there blood on the device? Yes / NO

Contaminated (known exposure to pa
O Uncontammated (no known exposure o

‘ O Unknown
g) Did the Injury Occur? (

patientor contaminated eqmpment)

Tick one box only)
or Table Bed or Other |nappropriate Place

0 Before Use of ltem (item broke/slipped, assembling device, etc.) O Device Left on Floor,
u/ﬁm-se-Before Disposal (in transit to trash, cleaning,

] : O During Use of ltem (itern slipped, patient jarred item, etc)

O In Preparation for Reuse of Reusable Instrument (sorting, disin- sorting-etc.)
fecting, sterilizing, etc. ) ' O Other : Describe

O While Recapping Used Needle . ' ’ ......

P .
e Caused the Injury? (Tick one box only) [ Needle- Hollow Bore

' wnatType of Devic
: -~ urgical
o’ ’ - ’ O Glass
a) Which Device Caused the Injury? '
O Needle O Glassware
B Surgical Instrument W O Zther metal sharp

10) Was the Injury? (Tick one box only)

uperficial (little or no bleeding)
O Moderate (skin punctured, some bleeding)
O Severe (deep stickfcut, or profuse bleeding)

11) If injury was to the hand, did the Sharp Item Penetrate? (Tick one box only)

~_& Bingle pair of gloves
O Double pair of gloves
O Nogloves
s . : Signature of E. M.O.
- Rew. 1.1-21/05/2019 ' , Emergelm‘;' el @
Regency Hose! a K

e e A SAniggaYa NAOZ =
be reported within thres doys for correction. No com;)ensullon liabifity stani.iswo Pl o e

NOT FOR MEDICO LEGAL PURPOSE

@ Scanned with OKEN Scanner



T S e N e LN i ok WA

,\&mnmznf_o%_;_.io \ —ﬂQOZQ
A HEALTH

BHAROSE KA JPECIALIST

FORM FOR NEEDLE STICK / SHARP INJURIES/ BLOOD & BODY FLUID EXPOSURE
Name of the Employee .... @fﬁ Vst Employee Code CLX £ S

Designation & Duty Area .....%.cocviniinnnnl) O 154 b H RS SO S

Scanned with OKEN Scanner

1) Date of sharp injury or exposure ww ﬂ: T T T I LT L LI I SRR (R s U Te SR ISR R s deryaras
2) Date of Reporting to casualty .............. 5. %], O\w P: TR T T Rt 2 b TR e, e -

3) Hepatitis B vaccination status of employee -

1. One dose , 2. Two dose ‘/m.\aﬂmm dose 4. No dose

sessrmrenenn Serene rmrnsan PevsaN s s srRsesrssaisTaciainn iov

4) Last Hbs Ag Antibody titre report with the‘date pOw.N.._

F' Sresent screening of test reports

G HIV 2. HCV 3. HbsAg (optional)  INLO"
@HMW% Source Patient Identifiable? (Tick one box only) A
Yes O No O Unknown . O NotApplicable
7) The Sharp _8:._, was : (Tick one box only) : —

ﬁ\oﬁaa_:mﬁma (known exposure to patient or contaminated equipment) —» Was there blood on the amso% Yes/No -
O Uncontaminated (no known exposture to vmﬁ_ma or contaminated mnc_ﬁam:c . :
O Unknown

8) Did the Injury Occur? (Tick one box only)

DmmaﬂmCmmozntEma oﬁoxm\m:.obmo. assembling device, etc.) (%msom Left on Flodr, Table, Bed or Other Inappropriate Place
O During Use of ltem (item slipped, patient jarred item, efc) After Use-Before Disposal (in transit to trash, cleaning,

O In Preparation for Reuse of Reusable Instrument (sorting, Qas- sorting etc.)
fecting, sterilizing, etc.) O Other: Describe ..
O While Recapping Used Needle . e A

<" What .?u.m of Device Caused the Injury? (Tick one box only) (@ﬂmmq_m- Hollow Bore

A O Surgical
J\/\ | . . DOGlass
mv% Device Caused the Injury? )
e eedle . O Glassware
O Surgical Instrument ' O Other metal sharp

10) Was the Injury? (Tick one box only)
(mytum% icial (little or no bleeding)
Moderate (skin punctured, some o\mmqs.&
O Severe (deep stick/cut or profuse bleeding)

11) If Injury was to the hand, did the Sharp Item Penetrate? (Tick one box only)
O Single pair of gloves

(M\uoczm pair of gloves
No gloves

)

Signature of E.M. O.

Emergené it Officer
Rev. 1.1-21/05/2019 | . Regency H m_mﬁ% 26
. A-2, Sarvodaya Nagar,
iy A YV ) -
. E = 477 10Tm fo 4:30 Pm (Mon to Sat)

2
www.reaanevhanlthrara (n : \\\\\fl\\i



AT

o | REGENCY
:EEI

gHAROSE A usmn_-

& BODY FLUID EXPOSURE

LiLsT

FORM FOR NEEDLE ij_A | SHARP _Z._Cm_mﬂ m_..OO_u
Name of the EMPlOYee v \f/&br% ..ﬂ( ........ magoﬁm Code ..oiens SI.uo ﬁ g
.............. A Z.I urPP_ﬂ...A.HP\Qm.ﬂﬂu.... AL

Deslgnation & Duty Area

1) Date of sharp injury or exposure

2) Date of Reporting to casualty ..........
3) Hepatitis B vaccinatio

. One dose 2. Two dose

4) Last Hbs Ag Antib
eening of test reports

5) Present scr
2. HCV

. HIV

tient Identifiable? qox one box only)

6) Was the Source Pa
O Yes Lo

7) The Sharp jtem was : (Tick O
0O Contami

r.ﬂwkuaoama_:mﬁa (no known &
Unknown

8) Did the _EE.< Occur? (Ticl

O Before Use of ltam (item broke/slip

O During Use of ltem (item slipped, pa@

O In Preparation for Reuse of
facting, sterilizing, etc.)

O While Recapping Used Needle

9) What Type of Device Caus

mvﬁwvﬂ: Device Caused the Injury?

Needle
O Surgical fnstrument

..... wfmf,..

n status of employee -

ody titre report with the date ...
gl o

ne box only)

nated (known exposure to patien
xposure to patien

k one box only)
ped, assembling device, etc.)
tient jarred item, efc) -

Reusable

ed the Injury? (Tick one box only)

C«q;ém (T
3. Three dos
r—d—

3. HbsAg (optional)

O Unknown O NotApplicable

t or contaminated equipment) —> Was there blood on the device? Yes / No

t or contaminated equipment)

Bed or Other Inappropriate Place
(in transit to trash, cleaning,

O Device Lefton Floor, Table,
0 er Use-Before Disposal

sorting etc.)

Instrument (sorting, disin-
O Other: Describe .

O Ne u_m Iotos Bore
Em_ﬂnm_ ‘
O Glass

O Glassware
O Other metal sharp

10) Was the Injury? (Tick one box only)

(ﬂ\m:umao_m_ (little or no bleeding)
O Moderate (skin puncture

O Severe (deep stick/cut, or pro

11) If injury'was to the hand,
O Single pair of gioves

did the Sharp ltem Penetrate? (Tick one box only)

d, some bleeding)
fuse bleeding)

m] uble pair of gloves

No gloves o~ e
AP AR A T v pnmsi e, Sasermanxi L wSIINAUIE LN R aRar Madical Of
Rev. 1.1-21/05/2019 zmmma YI9ER s:._s
2, B éﬁ, rw_
)... “sarvodaya Nagar, Kanpur

_Om_N -3502525

J—
i crivaman~hanlthcare.in

Scanned with OKEN Scanner



¢ REGENCY
HEALTH

EORM FOR NEEDLE STICK / SHARP INJURIES/

)
Name of the Employee Le\c,*&
Umm_m:mzo:mUcz?mm._.;::z..nﬂ. ...... @ PN

EEREEE

1) Date of sharp injury or exposure G;UTNI
2) Date of Reporting to casualty hw_w\pl ....... SRS
3) Hepatitis B vaccination status of employee -
1. One dose 2. Twodose : tnﬂmm dose 4, No dose
4) Last Hbs Ag Antibody titre report with the'date ........... mun:)nl it viveeieansofansasansurade s VATEE
~ Sresent screening of test reports .
~LHIV 2. HCV . 3. HbsAg (optional)
6) Was the Source Patient Identifiable? (Tick one box only)
& Yes O No O Unknown O NotApplicable

7) The Sharp Item was : (Tick one box only)
0] Contaminated (known exposure to patient or contaminated equipment) —» Wa
ﬁdzoogﬂma,:mﬂma (no known exposure to patient or contaminated equipment)

0O Unknown '

8) Did the Injury Occur? (Tick one box only)

O Before Use of Item (item broke/slipped, assembling device, etc.)

O During Use of ltem (ifem slipped, patient Jjarred item, etfc)

O In Preparation for Reuse of Reusable Instrument (sorting, disin-
fecting, stenlizing. eic.)

sorting etc.)
0 Other : Describe ...ivivivivierriniieininnrsseiee

vy, N

VRN R AT I Dk RN

CRTRY o S LR R

Oeedle- Hollow Bore
O Surgical
* - O Glass

~“What Type of Device Caused the Injury? (Tick one box only)

a) Which Device Caused the Injury?

G\mmoa_m 0O Glassware
O Surgical Instrument O.Other metal sharp

10) Was the Injury? (Tick one box only)

c&\ mcumz._ni_ (little or no bleading)
O Moderate (skin punctured, some bleeding)
O Severe (deep stick/cut, or profuse bleeding)

11) If injury was to the hand, did the Sharp Item Penetrate? (Tick one box only)

O Single pair of gloves
O Double pair of gloves

%\ No gloves
_ Signature of ;

Rev. 1.1-21/05/2019

P Ve e vevaevaew

=

Y

BHAROSE KA GPECIALIST

BLOOD & BODY FLUID EXPOSURE

Employee Code Ducdn ...... s eranessasiisiaiiise

s there blood on the device? Yes / No

O Device Left on Floor, Table, Bed or Other Inapprepriate Place
v (D After Use-Before Disposal (in transit to trash, cleaning,

. aE Yy
FPN T PNt & B

RHL/Emg./FM/26

www.regencyhealthcare.in

Trald MRt

Scanned with OKEN Scanner
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/RECENCY HOSPITAL LTD. m Wm0m20<

ECIALIST

JHAROSE A 87

.

% BODY FLUID EXPOSURE

el ] 1 bt « LT

JURIES/ BLOOD

FORM FOR NEEDLE STICK / SHARP IN

Name of the Employee ... I
Designation & Duty Area TR PSSR rveaereress e nen s s s sens

1) Date of sharp injury or exposure Pu.domﬁ.bub\
2) Date of Reporting to casualty oo .k.y..._b.m..,ulo. p 3 SRR R

ation status of employee -

pessngigrraesdarrerecidise

3) Hepatitis B vaccin

(%om\a&mm 2. Two dose . 3.Three dose 4. No dose
4) Last Hbs Ag Antibody titre report with the date ....... e VTR TR L evesressesassaseenseaspeshonsnasanersdasnasnsnesas s
5) Present screening of test reports
N CHIV 2. HCV 3. HbsAg (optional)
6) Was the Source Patient Identifiable? (Tick one box only) . .
o Yes O No ) O Unknown O NotApplicable

7) The Sharp item was : (Tick one box only)

. 0 Contaminated (known exposure to patient or contaminat
%o:ﬁi:mﬂma (no known exposure to patient or conta
O Unknown

8) Did the Injury Oceur? (Tick one box only) .

Dmm*oﬂmcmmo:aaqﬁma uaxm\ﬂ_.nbmn.mmmmsg.:o device, etc.) O Device Left on Floor, Table, Bed or Other Inappropriate Place

D\‘»,nm_‘_._mm-mmaﬂmgmv%a:.: wm:mx&oﬂam:_&mma_.nm.

DO During Use of ltem (item siipped. patient jarred item, etc)
O In Preparation for Reuse of Reusable Instrument (sorting, disin- sorting etc.)

fecting, sterilizing, etc.) . O Other : Describe
O While Recapping Used Needle

ed equipment) —» Was there blood on the device? Yes / No

minated equipment)

mJE:m"ano*o_mioa Caused the Injury? (Tick one box only) Heedle- Hollow Bore
Dmc_‘eom_

: O Glass , .

o

a) Which Device Caused the Injury?

OEedle’ . O Glassware
O Surgical Instrument O Other metal sharp

10) Was the Injury?,(Tick one box anly)

- 8uperficial (little or no bleeding)

O Moderate (skin punctured, some bleading)
O Severe (deep stick/cut, or profuse bleeding)
11) If injury was to the hand, did the Sharp ltem Penetrate? (Tick one box only)
O Single pair cf gloves

O Double pair of gloves

No gloves _
Slignature of EIM.O. .....¢
Emgrgenty :
._ Rev, 1,1-21/05/2019 \._Wmm_,.,..so( Hut it Ed
B A-2, Sarvodaya Nagar Kan
10 am to 4:30 pm (Mon to Sat)

T| 0512-3502525 )

www.regencyhealthcare.in

Scanned with OKEN Scanner
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Qe T O e

Pl

. %\ZQ gloves .
, .HS‘%\ T T o8 ./\3 S TAT signature of EJAY:

REG ‘NCY HOSPITAL LTD. A é REGENCY
| NIImD_.._,I

THAROSE XA SPECIALISI

FORM FOR zmmo___.w‘wiox / SHARP INJURIES/ BLOOD & BODY FLUID EXPOSURE

Name of the Employee ..., X;D N.L SH. ﬁ,\/bﬁb.._l—n l«. Employee Code B e e 3 X S
Designation & Duty Area ..... L .A. 8. TEeECH 2_ FWas 1 W BLoaD. BANK

1) Date of sharp injury Or @XposUre ............ 3.5 .w\ I B N o R —— Vi putasias IR N ST
2) Date of Reporting to casualty ............. D.Nyﬂp.NPnT .......... | e s B S A e
3) Hepatitis B vaccination status of employee - : '
1. One dose 2. Two dose ~\ 3Three dose 4. No dose
4) Last Hbs Ag Antibody (itre report ith the date .............c....... i s s e TR it e
. =\ Prasent screening of test reports .
-1 HIV 2. HCV . 3. HbsAg (optional)

6) Was the Source Patient Identifiable? (Tick one box only)
%\f O No 00 Unknown O NotApplicable

7) The Sharp Item was : (Tick one box only) i
VS\.o: aminated (known exposure to patient or contaminated equipment) —» Was there blood on the device? Yes / No
0 Uncontaminated (no known exposure to patient or contaminated mnc_vamsc '
O Unkneswie
8) Did the injury Ocsur? {Tick one bex ory)
O Before Use of ltem (item broke/slipped, assembling QmSnm. efc.) [ Device Left on Floor, Table, Bed or Qther Inappropriate Place
O During Use of Item (item slipped, patient jarred item, etc) ! V&\Zﬂmﬂ Use-Before Disposal (in transit to trash, cleaning,
O In Preparation ior Reuse of Reusable Instrument (sorting, disin- sorting etc.)
fecting, sterilizing, efc.) O Other: Describe ....... coccevivieneiiiiieenens P
O While Recapping Used Needle ; :

a E:mn .Eum of Device Om:mmu ﬁ:m Injury? (Tick one box only) _.m\awa_m- IQGE Bore
O Surgical

- : O Glass
a) Which Device Caused the Injury?

A\U\Amma_m O Glassware

0O Surgical Instrument 0O Other metal sharp

10) Was the Injury? (Tick one box only)

Supefficial (little or 1o bleeding)
_\1\_822@ (skinn punctured, some bleeding)
O Severe (deep stick/cut, or profuse bleeding)

11) If injury was to the hand, did the Sharp Item Penetrate? (Tick one box only)

O Single pair of glcves .
O Double pair of gloves

1.1-21/05/2019

T | 0512-3502529 . u.
. iii.amw:nwrm.c:_._nna._:,

Scanned with OKEN Scanner



19111

| [ Y Pt |

BHAROSE XA SPECIALIST

/ REGENC" HOSPIT/\L LTD. | i?&ﬁgﬁ;ﬁlc‘\

H neu 4R
FORM FOR NEEDLE STICK T"S*H?XRPTNJURIESI BLOOD & BODY FLUID EXPOSURE

100 U RUPUPRR
Name of the Employee ... ‘ﬂ} Phﬂ Mattib G i Employee Code ... S0t
Designation & Duty ATBE wivnunsiininsessisneditie 0'1 ..................................................................................................................
1) Date of Sharp injury OF EXPOSUIE ...l 2 |.\.O.|..2r.‘.$. ..............................................................................
2) Date of Reporting 10 casualty ..., . [l ...... B B Rt

3) Hepatitis B vaccination status of employee -

1. One dose 2. Two dose . Three dose 4. No dose

4) Last Hbs Ag Antibody titre report with the date ................ Mastuavessasassradbis L eeeeveeeeseseesssbissesssseeescrcssrareetaneesisisnaatrers o s

.=v Qrgsent screening of test reports
~—{. HIV 2. HCV 3. HbsAg (optional)

6) Was the Source Patient ldentifiable? (Tick one box only)
\[;}/Yes O No O Unknown 0O NotApplicable

7) The Sharp Hem was : (Tick' one box only)
OContaminated (known exposure to patient or contaminated equipment) —» Was there blood on the device? Yes / No
O Uncontaminated (no known exposure to patient or contaminated equipment)
0O Unknown ’

8) Did the Injury Oceur? (Tick one box onty)
O Before Use of ltem (item broke/slipped, assembling device, etc.) O Device Left on Floor, Table, Bed or Other Inappropriate Place

0O During Use of Item (item slipped, patient jarred item, etc) . After Use-Before Disposal (in transit to trash, cleaning,
O In Preparation for Reuse of Reusable Instrument (sorting, disin- sorting etc.)
fecting, sterilizing, etc.) . O Other: Describe

O While Recapping Used Needle e S

o* What Type of Device Caused the Injury? (Tick one box only) \G-{eedle- Hollow Bore S Udwac Nee 2,

e O Surgical
O Glass
a) Which Device Caused the Injury?
\.E/Needle 0O Glassware
O Surgical Instrument O Other metal sharp

- 10) Was the Injury? {Tick one box only)

O Superficial (little or no hleeding) .
P/Moderate (skin punctured, some bleeding)
O Severe (deep stick/cut, or profuse bleedm'g)

11) If injury was to the hand, did the Sharp Item Penetrate? (Tick one box only)

O Single pair of gloves
Double pair of gloves
O Nogloves

Rev. 1,1-21/05/2019 RHL/Emg./FNV.
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¥ FLUID EXPOSURE

FORM FOR NEEDLE STICK/ SHARP ,_z,f_cw_mm\ BLOOD & BOD

Name of the EmPIOYEe ..o T&S\mﬁ ......... Employee Code o dOUB S e —
Designation & Duty Ar€a ...’ Eia ;@‘Gmﬁoldi?%g,@ .............. peapesasgenesapessiae st ..
1) Date of sharp injury or EXPOSUre ..ot 2.8 = 1P~ X R e vessisersesasrsanETS
2) Date of Reporting 1o casualy .o .._,.....N.m.ﬁ.w._...Px ....... TR L v sempilisinsragorsasens I
3) Hepatitis B vaccination status of employee -
{.@ne dose 2. Two dose 3. Three dose 4. No dose \
4) Last Hbs Ag Antibody titre ﬂmmon with the date ..o E— ZOwlAH : [ TOTO RSP sliivessnnge
5) Present screening of test reports
N HIV 2. HCV 3. HbsAg (opticnal)
6) Was the Source patient [dentifiable? (Tick one DOX only)
O Yes O No @~ Onknown O NotApplicable

(Tick one box only) )
ent or contaminated equipment).
t or contaminated equipment)

7) The Sharp jtem was @
—3 Was there blood on the device? Km.w\.io

G\Qoama_:mﬁmn (known exposure to pati
O Uncontaminaied (no known exposure to patien

O Unknown

Bed or Other Inappropriate Place
(in transit to trash, cleaning,

8) Did the Injury Gceur? (Tick one box only\
ped, m”mmmso::u device, etc.) O Device Left on Floor, Table,

Dmmaacm& o_q:m_jEmS caxm\m:n
O During Use of Item (item slipped, patient jarred jtern, etc) .ﬁ\)mm_.Cmm.mmEqm anomm_
O In Preparation for Reuse of Reuszble Instrument ..moa..:u. disin- sorting etc.)

fecting, stenlizing, elc.) O Other : Describe
O While Recapping Used.Needle

D fleedle- Hollow Bore
O Surgical
0 Glass

9) What .Jim of Device Caused the Injury? (Tick one box only)

a) Which Device Caused the Injury?
O Glassware

G\m_mma_m
O Surgical Instrument O Other metal sharp

10) Was the Injury? (Tick one box only)

O Superficial (little or no bleeding) .
@\ Moderate (skin punctured, some bleeding)
O Severe (desp stick/cut, or profuse bleeding)

11) If Injury was to the hand, did the Sharp Item penetrate? (Tick one box only)

O Single pair of gloves Ny
O Double pair of gloves @.ﬂ.n...v,.f. i
f@\ No gloves /Lu.iz - mvmu@ N\,
_ Signatur ,,Mmm‘ g
o E

Rev. 1.1-21/05/2019
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FORM FOR NEEDLE STICK/ SHARP INJURIES/ BLOOD & BODY FLUID EXPOSURE

MYA ' . . ) ,
Name of the Employee &2»&; y) _ q%s Employee Code RSN LD e ST 0
Designation & Duty Area lmvC .............. PR VIR, ARt svescrmsaiiasT sy s PP

1) Date of sharp Injury or exposure Gw_ow_wboxb\
2) Date of Reporting to casualty ....ceeeee. O@~Om~0.bu!$\ .....

3) Hepatitis B vaccination status of employee -

IR LRI

1. One dose 2. Two dose 3. Three dose 4. No dose
4) Last Hbs Ag Antibody titre report with the date .................... = PO APt e I e g TR RS 1 Yy
5\ Present screening of test reports
T~ v 2. HCV 3. HosAg (optional)
Wvﬁmm the Source Patient Identifiable? (Tick one box only)
O No 0O Unknown O NotApplicable

/W\ﬂmw
7) The Sharp ltem was : (Tick one box only)
~_[ZContaminated (known exposure 1o patient or contaminated equipment) —» Was there blood on the device? Yes / No -
O Uncontaminated {no known exposure to patient o contaminated equipment)
O Unknown

8) Did the Injury Occur? (Tick one box only). ,
O Before Use of Item (ifem broke/slipped, assembling device, gtc.) O Device Left on Floor, Table, Bed or Other Inappropriate Place
O During Use of ltem (item slipped, patient jarred item, elc) \ &~ After Use-Bsfore Disposal (in transit to trash, cleaning,
O In Preparation for Reuse of Reusable Instrument (sorting, disin- sorting etc.)
fecting, sterilizing, elc.) O Other: Describe ......coccevnee easeivisen sugeatine VRS sasnae sk bantasy ipaapagsassss N
O While Recapping Used Needle

9) What Type of Device Caused the Injury? (Tick one box only) \Eeedle- Hollow Bore

., 0 Surgical
R : O Glass
aj Which Device Caused the Injury?
B Needle O Glassware
O Surgical Instrurnent co O Other metal sharp

10) Was the Injury? .z._ox oné box only) .

AT Superficial (little or no bleeding)
O Moderate (skin punctured, some bleeding)

O Severe (deep stick/cut, or profuse bleeding)

11) If injury was to the hand, did the Sharp Item Penetrate? (Tick one box only)

O Single pair of gloves
O Double pair of gioves

w2 No gloves

Signature of EM.O. ........} .

Rev. 1.1-21/05/2019 _3, T oS J%r. RHL/Emg./FMi
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