TUBERCULOSIS RISK ASSESSMENT QUESTIONNAIRE
Name: _____________________________________________       Date: _________________

                                      PRINT PLEASE
	QUESTIONS
	YES
	NO
	COMMENT or

EXPLANATION



	1. Do you have an unexplained weight loss?

	
	
	

	2. Do you have a loss of appetite?
       
	
	
	

	3. Do you feel tired all the time?

       (Not including overworked)
	
	
	

	4. Do you have unexplained weakness?

	
	
	

	5. Do you have chronic cough?

    (Lasting more than 3 weeks)
	
	
	Smoke  Yes  or  No

	6. Have you been experiencing a fever?

	
	
	

	7. Do you have night sweats? 

        (Reasons other than hormonal)
	
	
	

	8. Do you have increased shortness of breath?
        (Besides overweight or out of shape)
	
	
	

	9. Have you been coughing or spitting up blood?

	
	
	

	10. Do you experience chest pain?


	
	
	

	11. Have you had any changes your health history?

	
	
	


Note: The conditions listed above are possible symptoms of TB.

 Staff Signature: __________________________________________________

 Nurse Signature: __________________________ Date: __________________

xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx

TB Test Recommended?            YES               NO

