- TB SCREENING DOD L U2 v
CUINES U)H/'SU\"‘ — r)mu/\( ServL e

Employee . ‘ Department '
5113 aus (O fotecour (ML Lo Sl aitie — U

1) Date TB Test Administered ' Lot # Cep) v & Resulis & Date Results Read
KX X XX XX
2} Date TB Test Administered Lot# Results & Date Results Read
1. Have you ever received a TB test? \ Yes No

Year L%(ul_éxr/_ Reaction_ "\ fz

2. Have you ever had a severe reaction to TB test? Yes @
3. Have you ever received BCG? _ Yes @
I[f YES, when? _ .
4. Have you ever had preventive therapy for a positive TB test? Yes No \)
If YES, when? Treatment given -

<

5. Have you ever had tuberculosis? Yes No
If YES, when?

6. Have you ever had treatment for tuberculosis? ' Yes 6: Coo
If YES, when? Treatment given How long? _,J

7. Have you ever had a chest x-ray for a positive TB test? Yes No>)
If YES, date of last X-ray —

N

8. Do you have or have you experienced any of the following symptoms?

\
a. Unexplained loss of appetite ‘ Yes:  No 2}
b. Night sweats Yes . No i
c. Fatigue, malaise o Yes  No |
d. Unexplained weight loss - Yes No r
e. Cough, productive or nonproductive, of 3 weeks or more? ' Yes : No /
f. Unexplained fever Yes \lelo\j
g. Coughing up blood Yes 0

If YES to any of the above, explain further:

NOTE: I understand that due to my occupation I may be at risk of acquiring tuberculosis. If at any time I begin to
experience the above symptoms on a persistent basis, I am aware that [ should promptly contact the Resident
Health Department so that#€sting can be done to determine the presence of disease.

Employee Signatur, Lt e e Date

Screened by: YL WL Date §-+ ¢ 3

— \:’(P»\m _ ) - el

Slg-natu‘e

Is medical follow-up necessary? Yes No ﬁ
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