Castle Medical Center

=\ dventist Health
TB SKIN TEST (TST) AND QUESTIONNAIRE

Name (Print) Department
1. Have you ever had a positive (reactive) TB skin test?..........cocvviiniviiicnienns OYes ONo
2. Have you ever received INH (ISONIAZId) 7 ........ceeriieriiiieeiee e OYes ONo
3. Have you ever received BOG? .......ooiiiiiiieee e OVYes ONo
4. Recent travel to a foreign CoUNtry?.......oooiioiiii e OVYes ONo
5. Do you have any signs or symptoms of:
a. Cough lasting longer than 3 weeks, and ..........cccevveeriiieree e OYes ONo
at least one of the following:
(oY 1= ST OYes ONo
C. NIGNE SWEALS .....eeviiiiccieiete et OvYes ONo
d. Unintentional weight loss? > 10% of body weight ............ccocoiiiiiniiininnen. OYes ONo
€. HEMOPLYSIS .....vovvvevctcececeeeee ettt ane OYes ONo
f. MalRiSE/FAtIGUE. ....c..eeeeeeeeeceeeee ettt OYes ONo

If you answered yes to 2 or more signs and symptoms, a CXR will be required.

6. DO you currently SMOKE? .......ooioiiiiiieiiieee e OYes

Signature Date

O No

I, the undersigned, certify that my answers as indicated above are true to the best of my knowledge.

TB SKIN SCREENING
(Must be read within 48-72 hours)

Step 1/or annual

Date Given Site By

Date Read By

Result O Negative OPositive ........................................... Induration

Step 2
Date Given Site By

mm

Date Read By

Result: ONegative OPositive ...................................... Induration

mm

Chest X-ray: Date: Reading:

Height: Weight: BMI: BP:
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