
2042624 rev0326 

 

Tuberculosis (TB) Screening 
 
 

Patient Name:  _________________________________  Patient Phone: ________________________________  

Date of Birth: __________________________________ County of Residence: __________________________  

Patient Address: __________________________________________________________________________________ 

Patient’s MRN:  _________________________________  

 Tuberculin First Step  Tuberculin Second Step  QuantiFeron  TB Exam 
 

TB Questionnaire – To be Completed by Patient 
1. Have you ever spent more than 30 days in a country with an elevated TB rate? (Any country other than United States, 

Canada, Australia, New Zealand, and those in Northern Europe or Western Europe)  Yes    No  If yes, date: ________ 

 

2. Do you have a weakened immune system for any reason including organ transplants, recent chemotherapy, poorly 
controlled diabetes, HIV infection, cancer, or treatment with steroids for more than one month, immune suppressing 
medications such as TNF-alpha antagonist, or another immune modulator?  Yes    No  If yes, date: _________ 

 
3. Have you had close contact with anyone who had active tuberculosis?  Yes    No  If yes, date: _________ 
 
4. Have you ever had a positive skin test or a positive blood test for tuberculosis?  Yes    No  If yes, date: _________ 
  
5. Have you been treated for tuberculosis?  Yes    No  If yes, date: _________ 
  
6. Have you ever received the BCG vaccine?  Yes    No  If yes, date: _________ 
  
7. Have you received any vaccine in the past 4 weeks?  Yes    No  If yes, date: _________ 
  

Do you currently have any of the following symptoms? 
1.  A cough that has lasted longer than three weeks with sputum production  Yes  No 
2.  Unexplained fever for more than three weeks  Yes  No 
3.  Bloody sputum  Yes  No 
4.  Unintended weight loss greater than 10 pounds  Yes  No 
5.  Drenching night sweats  Yes  No  
6.  Unexplained fatigue for more than three weeks  Yes  No 

 
Patient Signature:  _________________________________________________     Date: __________________ 
  

                 TB Test Administration                                                                  TB Test Interpretation/Results 

 
Administration Date and Time: _____________________   Read Date and Time:      

Manufacturer: ________________________________ Results:   mm of induration 

  Negative  Positive 
 

Lot Number: ______________________  Comments:  ___________________________________  

Expiration Date:    _____________________________________________  
 
 

Injection Site:         

Test Administered by:       Test Resulted by:       

  Clinic Name/Location:       
 

If unable to return to OMC’s Occupational Health Services department at the Miracle Mile location for your 

TST reading, please fax to 507.292.7001. 

Olmsted Medical Center, 132 17 Ave NW, Rochester, MN 55901; phone 507.292.7144 
 

Translated Versions – Consent – Tuberculosis (TB) Screening 
English – 2042624    Spanish – 2112625   Somali – 2112725 
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