FACILITY NAME OR ORG.

Employee Tuberculosis (TB) Symptom Assessment

This form is to be completed for those individuals who are unable to have TB skin testing completed (i.e.: previous positive reaction).  Complete this assessment prior to employment and annually.
Employee Name:______________________________________ Date:____________________

Does the employee currently have the following symptoms?

Yes

No
1. Coughing that lasts 3 or more weeks?




(

(
2. Unexplained weight loss?






(

(
3. Loss of appetite?







(

(
4. Unexplained fever?







(

(
5. Night sweats?







(

(
6. Blood tinged sputum production?





(

(
7. Chest pain or pain with breathing or coughing?



(

(
8. Have you ever received the BCG vaccine? 




(

(
9. Have you lived in any other country within the past 10 years?

(

(
10. Have you been treated for TB?





(

(

Nurses Signature:______________________________________________________________

If answering yes to any of these questions, the physician must be notified and further evaluation must be started.  
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