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MEDICAL HEALTH ADMINISTRATION
	ANNUAL TUBERCULOSIS SCREENING QUESTIONNAIRE
Employee/Student Health and Wellness
Quality, Safety and Risk
USF Health Morsani College of Medicine      

Phone:  813-974-3163    Fax:  813-974-3415


Please complete the following information:
	DATE: ____________________________


	
	
	

	Last Name: __ __ __ __ __ __ __ __ __ __ __ __ __  __ __ __ First Name: __ __ __ __ __ __ __ __ __ __ __ __ __ __ __ 

	Please Print
	
	
	Please Print

	Email Address: _____________________________   Phone: ________________________   Fax: __________________



	Have you had any KNOWN Exposure to a TB Patient in the previous 12 months?  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No 
(Shared breathing space with someone with infectious TB when the individual was not wearing a mask and/or you were not wearing a N95 Respirator)


	 FORMCHECKBOX 
USF Health STUDENT:
Graduation Year:____________
	 FORMCHECKBOX 
 Medicine
	 FORMCHECKBOX 
 Public Health
	 FORMCHECKBOX 
 Nursing

	
	 FORMCHECKBOX 
 Physical Therapy
 FORMCHECKBOX 
 Pharmacy
	 FORMCHECKBOX 
 Other ________________________
	

	 FORMCHECKBOX 
EMPLOYEE
Department/Unit: __________________________________

	 FORMCHECKBOX 
 Research   
 FORMCHECKBOX 
 Comparative Medicine
	
	
	

	Position:
	 FORMCHECKBOX 
 MD   FORMCHECKBOX 
 DO    FORMCHECKBOX 
 ARNP    FORMCHECKBOX 
 PA                           
 FORMCHECKBOX 
 RN   FORMCHECKBOX 
 LPN   FORMCHECKBOX 
MA   FORMCHECKBOX 
Paramedic     FORMCHECKBOX 
 Other:_______________________________


	 FORMCHECKBOX 
 RESIDENT           FORMCHECKBOX 
 FELLOW
Program:_________________________________


	PGY Year:________________
	
	
	

	Have you ever received BCG Vaccine?        FORMCHECKBOX 
No     FORMCHECKBOX 
 Yes → If YES, date of BCG: _____________

	Date of last TB skin test or IGRA(QFT or T-Spot):____________
	
	

	Did you take any medication associated with the positive TB skin test?   FORMCHECKBOX 
No  FORMCHECKBOX 
Yes → Dates: ___________

	What medication(s) did you take?
	
	
	

	Please check (√)  your response for any of the following Unexplained Symptoms:

	
	
	
	

	1.  Unexplained fatigue
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
	
	

	2.  Unexplained weight loss
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
	
	

	3.  Loss of appetite
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
	
	

	4.  Fever (usually at night)
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
	
	

	5.  Night sweats (drenching)
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
	
	

	6.  Persistent cough (>2 weeks)
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
	
	

	7.  Spitting/coughing up blood
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
	
	

	8.  Pain in chest
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
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