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Tuberculosis Health Questionnaire

Colleague Name_______________________________ Department__ _________________

Questionnaire to be completed for one or more of the following:

1. History of positive TST (TB Skin Test) or Interferon Gamma Release Assay (IGRA) blood test
2. Allergic reaction to previous TST and contraindication to receiving additional TST

3. Symptom screening for potential exposure to active TB

When you are finished, please sign and return this form to Employee Health Services (EHS).
QUESTION – 

1.  In the last year, have you had any of the following symptoms?
YES
NO

□
□
Coughing up blood (Hemoptysis)

□
□
Cough, greater than two weeks

□
□
Chest Pain

□
□
Extreme tiredness

□
□
Unexplained fever (usually at night)

□
□
Unexplained excessive sweating at night

□
□
Unexplained weight loss

IF YOU ANSWERED YES TO ANY ITEM IN Question # 1, PLEASE ANSWER THE FOLLOWING QUESTIONS.   THE FORM WILL BE REVIEWED BY THE EHS NURSE. 

QUESTIONS – 

IN THE LAST YEAR:

2. Have you been told by a health care provider that your immune system is not working right, or that you cannot fight infection?  

□ Yes
□ No

□ Don’t Know

3. Have you worked in a location where patients with active TB receive care or services?

□ Yes
□ No

□ Don’t Know

4. Have you lived with or had close contact with someone who has TB disease?

□ Yes
□ No

□ Don’t Know

5. Have you had an abnormal chest x-ray?

□ Yes
□ No

□ Don’t Know

6. Have you worked, volunteered or lived in any institution such as another medical facility, jail, group home or homeless shelter?

□ Yes
□ No

□ Don’t Know

7. Have you traveled outside the United States?  

□ Yes
□ No

□ Don’t Know
If yes, where? __________________

 ______________________________ ______________         _____________

 Colleague Signature




Date

 _____________________________________________          ____________           

 Reviewed by Employee Health Clinician


Date
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