Tuberculosis Screening Questionnaire

Name: ______________________________________________   DOB: _______________________________                
If foreign born, Country of Birth________________________   Date of entry into U.S. _________________
Your physician name: _________________________________   Physician Phone: _____________________
Patient Assessment:

1. Have you ever had a positive Tuberculosis Test (Skin test 
or Blood test)







Yes
No
Date:___________
2. Have you ever had Preventive Tuberculosis (TB) Treatment?
Yes
No
Date:___________
3. Have you ever had Active TB Disease?



Yes
No
Date: ___________
4. Have you been told by a doctor you have a weak immune system?
Yes
No
Date: ___________
5. Have you had pneumonia in the past year?



Yes
No
Date: ___________
6. Have you ever had close contact or lived with a person 
who has/had Active TB?





Yes
No
Date: ___________
7. Have you ever had an abnormal chest X-Ray?


Yes
No
Date: ___________
8. Have you traveled outside USA in the last 5 years?

Yes
No
Date/Country: __________
In the past 12 months, have you had any of the following symptoms:

1. Productive cough for 3 weeks or more?

No
Yes
Date_______
Still have? _______

2. Coughing up blood (hemoptysis)?


No
Yes
Date_______
Still have? _______

3. Persistent weight loss without dieting?

No
Yes
Date_______
Still have? _______

4. Fever that exceeds 100°F for more than 3 weeks?  
No
Yes
Date_______
Still have? _______

5. Unexplained, excessive sweating at night?

No
Yes
Date_______
Still have? _______

6. Loss of appetite?




No
Yes
Date_______
Still have? _______

7. Swollen glands in neck or elsewhere?

No
Yes
Date_______
Still have? _______

8. Recurrent/persistent kidney/bladder infection?
No
Yes
Date_______
Still have? _______

9. Shortness of breath?




No
Yes
Date_______
Still have? _______

10. Chest pains?





No
Yes
Date_______
Still have? _______

11. Unexplained fatigue/weakness or feeling ill?

No
Yes
Date_______
Still have? _______

12. Frequent or recurring chills?



No
Yes
Date_______
Still have? _______

13. Hoarseness for 3 weeks or more?


No
Yes
Date_______
Still have? _______

I have answered all of the above questions fully and truthfully.
                    Client/Guardian Signature: _________________________       Date: ______________
Please fax to Waco-McLennan County Public Health District, TB Control Clinic 254-750-5453 with all pertinent documentation.

