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TB Screening Questionnaire Today’s Date:
Last Name First Name Middle Initial Date of Birth
Street Address City State Zip Phone Number
If you have Medicaid: Company Name: ID #:

PLEASE ANSWER THE FOLLOWING QUESTIONS

1. Why do you need a TB test today?
2. Have you ever had contact with anyone with active tuberculosis in the ,
past year? |:| Yes |:| No |:| Don’t Know
3. Do you have a medical condition, or are you taking medications which ,
suppress your immune system? [ ves [INo [ ]Don’t know
4. Have you received vaccines within the last 4 weeks? If so please list. [] ves [INo [ Don't Know
5. Have you experienced any of the following symptoms in the past year?
a.) A productive cough for more than 3 weeks? [ ]Yes [ JNo [ ] Don’t Know
b.) Hemoptysis (coughing up blood)? []Yes [ JNo [ ]Don’t Know
c.) Unexplained weight loss? [ ]Yes [ JNo [ ] Don’t Know
d.) Fever, chills, or night sweats or no known reason? []Yes [ JNo [ ]Don’t Know
e.) Persistent shortness of breath? [ ]Yes [ INo [ _]Don’t Know
f.) Unexplained fatigue? []Yes [ JNo [ ]Don’t Know
g.) Chest pain? []Yes [ JNo [ ] Don’t Know

CONSENT TO TESTING

| have received information about the TB skin test. | had a chance to ask questions which were answered to my satisfaction.
| agree to return in 48-72 hours to have the test read. | understand the risks and benefits of the TB skin test and request
that the test be given to me. | understand that if | am symptomatic for TB or if the TB skin test is positive, results may be
communicated to the physician with whom | will follow-up if medical care is needed.

Signature Date
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galion city

Patient Name:

113 Harding Way East Phone 419.468.1075
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Date of Birth:

Health Department Use Only

Administration

TST #1 TST #2

Administrator Name:

Date and Time Administered:

Location:

|:| L Forearm |:| R Forearm |:| L Forearm |:| R Forearm

Tuberculin Manufacturer:

Tuberculin Expiration Date:

Tuberculin Lot Number:

Administrator Signature:

Results (48-72 hours)

TST #1 TST #2

Date and Time Read:

(across forearm)

Number of mm of Induration:

mm mm

Interpretation of Reading:

[ ] Positive** [ ] Negative [ ] Positive** [ ] Negative

Reader’s Signature:

**Interpreting the TST

25 mm is positive for:
e HIV infected
e Recent contacts

e People with fibrotic changes on CXR
e Patients with organ transplant and others on immunosuppressant drugs (including prolonged
course of oral or intravenous corticosteroids or TNF alpha inhibitors)

210 mm is positive for:

e Recent immigrants (<5 yrs) from high TB burden countries e People with:

e Injection drug users
e Mycobacterial lab workers

Diabetes, severe kidney disease, silicosis, cancer of
head or neck, hematologic or reticuloendothelial

e People who live/work in high risk congregate settings (health care disease such as Hodgkin’s disease or leukemia,
workers, long term care, correctional facilities) intestinal  bypass or  gastrectomy, chronic

o Children younger than 4 years

malabsorption syndromes, low body weight

¢ Infants, children and adolescents exposed to adults in high risk categories

215 mm is positive if there are no known TB risk factors
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