[image: image1.jpg]&\'[% CAPE REGIONAL

HEALTH SYSTEM
INFECTION PREVENTION




TB QUESTIONNAIRE

DATE: _________________________


DEPT: _______________
NAME: _____________________________________
DOB: ___________  
                                                   PRINT
IN THE PAST YEAR HAVE YOU HAD:


1.  Productive cough


YES  □    NO   □          


2.  Weight loss without dieting

YES  □    NO   □          
3.  Fever




YES  □    NO   □          
4.  Night sweats



YES  □    NO   □          
5.  Loss of appetite



YES  □    NO   □          
6.  Swollen glands



YES  □    NO   □          
7.  Coughing up of blood


YES  □    NO   □          
8.  Shortness of breath


YES  □    NO   □          
9.  Chest pain



YES  □    NO   □          
Country of birth:  
□      USA




□      Other: specify ____________________

_________________________



_____________________
                     Signature                                                

            Signature NPC or RN

Ref:  Centers for Disease Control and Prevention (1994)

Guidelines for Preventing the Transmission of  Mycobacterium Tuberculosis in  Health Care Facilities, Morbidity & Mortality Weekly Report 43(RR-13),1-132.

Revised 4.22.13, 2016 rc


