M. tuberculosis SYMPTOM SCREEN / RISK ASSESSMENT QUESTIONNAIRE


Name: _________________________ Date: ________________ Dept.: ________________ Shift: ___________

This questionnaire is being used for periodic tuberculosis surveillance.

1.
Have you worked with any patients suspected or known to have tuberculosis (TB)?
Yes
No

2.
Is there anyone in your household with suspected TB?



Yes
No

3.
Have you traveled to Mexico, the Far East, or other places where the rate of TB is high?
Yes
No

4.
Have you taken any immunosuppressing medications within the past year?

Yes
No

5.
Do you have a medical condition, or are you taking medication, which suppress your


immune system? 








Yes
No

6.    
Have you had pneumonia, bronchitis or other respiratory problems this year?

Yes
No

6. 
Have you experienced any of the following symptoms in the past year?
a.) Fatigue








Yes
No

b.) Fever








Yes
No

c.) Loss of appetite or unexplained weight loss




Yes
No

d.) Night sweats








Yes
No
e.) A productive cough for 3 weeks or longer




Yes
No

f.) Hoarseness








Yes
No

g.) Hymoptysis (coughing up blood or bloody sputum)



Yes
No

h.) Chest pain








Yes
No

Employee Signature: _____________________________________________________
Date: ________________

Physician or Nurse Signature: ______________________________________________
Date: ________________
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