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Tuberculosis (TB) Symptom Screening Form 
(for Admission to the major or annual screening for students with a history of a positive TST or BCG vaccination)

Department of Nursing
Name ____________________________________________     Today’s Date_________________________
Date of last negative chest x-ray ________________
Symptoms of active TB disease (circle all that are present)
Coughing (>3 weeks)

Night sweats

Weight loss/poor appetite

Chest pain

Coughing up blood 
Fever/chills

Fatigue

	Student TB risk/history (circle response)
	
	
	Comments

	Have you ever had an adverse reaction to at TB skin test?
	Yes
	No
	

	Were you born outside of the US?
	Yes
	No
	

	Have you traveled or lived outside of the US in the past 2 years?
	Yes
	No
	

	Have you ever had a positive reaction to a TB skin test?
	Yes
	No
	

	Have you ever had a TB blood test?
	Yes
	No
	

	Have you ever had the BCG vaccine? 
	Yes
	No
	

	Have you ever been treated for latent TB infection?
	Yes
	No
	

	Have you ever been treated for active TB disease?
	Yes
	No
	


Student Signature ___________________________________________

	Review by Healthcare Provider 

(check one) 
	_____Negative symptom screen
	______Positive symptom screen


Healthcare Provider Signature ____________________________________
