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Caring Group of America, PLLC
TUBERCULOSIS SCREENING

Associate’s Name: ____________________  Phone #: ____________________                1ST____________

                                                                                                                                                2nd____________

Agency: _____________________________  City/Town: _________________                 Annual ________

Section A: Answer the following questions:                                                                                  Yes         No

	1. Have you recently had a viral or bacterial infection? If yes, explain
	
	

	2. Do you have or are you susceptible to any immunity disorder? (Answer questions on page 2).
	
	

	3. Do you have or have you recently been exposed to any communicable diseases? If yes, explain:
	
	

	4. Do you have:

a) Unexplained productive cough?
	
	

	b) Unexplained weight loss?
	
	

	c) Unexplained appetite loss?
	
	

	d) Unexplained fever?
	
	

	e) Unexplained night sweats?
	
	

	f) Shortness of breath?
	
	

	g) Chest pain?
	
	

	h) Increased fatigue?
	
	


Section B: Tuberculin Skin Test

1. Have you ever had a positive TB skin test? (circle)                   Yes        or         No

If yes, explain: _______________________________________________________________________​

____________________________________________________________________________________


If yes, go to section C on page 2.

2. List any known allergies: _______________________________________________________________

CONSENT FOR SKIN TEST

I, _________________________, consent to receiving a tuberculosis skin test for purposes of employment screening and have not had a previous positive or adverse reaction. I release the company from any and all liability in connection with the administration and interpretation of this test. I understand screening is required before assignment to patient care and at least annually thereafter in compliance with NC-DHR requirements and company OHSA policies.

Employee’s Signature: __________________________________________________ Date: ________________

Administration: 0.1ml of PPD given intradermally in left forearm:

Date given: ________________ Lot#: ________________ Exp: _________________ By: _________________

Date read: ____________________ Results (record in mm): ____________________ (48-72 hrs)

Read by: ______________________________ Note: ______________________________________________

· Measure induration, not just redness. Measure transversely (crosswise)

· Induration of 10mm or more, refer to local Health Dept. or private MD

Induration of 5mm-9mm, may repeat test in other are

Induration of 0mm-4mm, no follow-up

Follow-up notes:______________________________________________________________________________________________

___________________________________________________________________________________________________________

Associate’s Name: _________________________________________________

Section C: Chest X-ray

If the Associate has had a positive TB skin test and he/she answered you to any of the questions in Section A and has never had a chest X-ray, refer the Associate to the local Health Department.

If the Associate has had a positive TB skin test and he/she answered no to all the questions in Section A, and has had negative chest X-rays, complete Section D.

Section D. Deferment of chest X-ray

This is to certify that the above named person:

A. Had a tuberculin skin test on ____________ which was read as ____________mm, and

B. Had chest X-rays done on ____________ and ____________ which showed no sign of active inflammatory disease. This person has no symptoms suggestive of active tuberculosis, no known recent exposure to tuberculosis, and has completed adequate TB related surveillance. Therefore, an annual chest X-ray is not indicated at this time.

________________________________________     ______________________________     _______________

CGA  NURSE: REVIEW                                                                       DATE

If you answered, “yes” to question #2 on page 1, answer the following questions.

Do you have or are you at risk for any of these disorders?
                                                                                                                                                     Yes                No

	a. Infection with Human Immunodeficiency Virus (HIV infection)?
	
	

	b. Silicosis?
	
	

	c. Gastroectomy or jejuno-ileal bypass?
	
	

	d. Being 10% below ideal body weight?
	
	

	e. Chronic renal failure with renal dialysis?
	
	

	f. Diabetes mellitus?
	
	

	g. Immunosupression resulting from receipt of high-dose corticosteroid or other immunosuppressive therapy?
	
	

	h. Any malignancies?
	
	

	i. Problems with immunity?
	
	


Note:

Certain medical conditions can place you at higher risk for progression from latent TB infection to active disease, and the nurse should be aware of this in performing you screening test.

