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Patient Name _______________________________

 Social Security Number: ________-_________-__________

Date of Birth:   Month: __________ Day: ___________ Year: ______________

Austin Community College District
Date of Exposure: Month: __________   Day: ____________ Year: _____________

____________________
ACC Dental Hygiene Student:




Covered by Student Accident Insurance:  

· Student will have Student Accident Claim Form

· Student pays a onetime $25.00 deductible

· Provide student with itemized bill to submit with claim form.

____________________ 
ACC Dental Hygiene Clinic Patient



Bill Directly To: 
Austin Community College District





Environmental Health, Safety & Insurance





Attention:  Rebecca Cole






9101 Tuscany Way






Austin, Texas 78754
Special Examination

____________________
OSHA Blood-borne Pathogen Protocol
· In event prophylactic treatment is required, patient is referred to 
University Medical Center @ Brackenridge

Special Instructions/Comments: ________________________________________________________________

___________________________________________________________________________________________
___________________________________________________________________________________________

Authorized By: _________________________________
Phone Number: (_____) _____________________

Printed Name: _________________________________            Date: ____________________________________
�





        PRO MED TREATMENT AUTHORIZATION FORM


ACC Dental Hygiene Clinic Blood-borne Pathogen Exposure
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