
Employee Name ______________________________________________________ Birthdate ______________________

SS#   _______________________________ Phone # ________________________ Today’s Date ___________________
Please complete the following by marking ‘yes’ or ‘no’ where indicated:
	Have you ever had pain, ulceration, or a strong reaction to a TB test?
	□   yes
	□   no

	Have you ever had a positive TB test?
	□   yes
	□   no

	Have you ever had a chest x-ray for a positive TB test?
	□   yes
	□   no

	Have you received the BCG (bacillie Guerin) vaccine? (This is used to prevent TB and is primarily given in high risk countries outside the U.S.)
	□   yes
	□   no

	Have you ever taken medication called INH (isoniazid, for TB)?
	□   yes
	□   no


Please complete the following symptoms checklist. Mark ‘yes’ if you have experienced any listed symptoms.
	New, productive cough for more than 2 weeks?
	□   yes
	□   no

	Hoarseness lasting more than 3 weeks?
	□   yes
	□   no

	Coughing up blood?
	□   yes
	□   no

	Night sweats lasting more than 1 week?
	□   yes
	□   no

	Unintentional weight loss over the past 2 months?
	□   yes
	□   no

	Unusually tired over the past 3 weeks?
	□   yes
	□   no

	Fever or chills lasting more than 1 week?
	□   yes
	□   no


** Healthcare Provider: Please follow up on any ‘yes’ answers, documenting your findings on the back of this form. Referral to the employee’s family physician should be done for unresolved symptoms exceeding stated time frames.
For Healthcare Provider Use:

	Reason for Test
	Type of Test Administered

	□   New employee, initial TB screening
	 □  Single test (for those with a documented TB test within the  

       past 6 months.)


	□  Current employee, routine TB screening
	□   First step of two-step TB test (for those who have not  

       had a documented TB test within 12 months.)
□  Second step of two-step TB test (for those who have 

       documentation of a recent, completed first TB test.)
 

	Date &Time Given
	Given By
	Arm
	Date &Time Read
	Read By
	Result Induration (mm)

	1st
	
	□   Left     □  Right
	
	
	

	2nd
	
	□   Left     □  Right
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