Texas Department of State Health Services
Tuberculosis Health Assessment/History

Patient Name: Last

First Middle Birth Date Sex Race Ethnicity

Address: Street

City County State Zip Census Tract Phone: Home / Work

Date of History:

Primary Care Provider Phone Number of Primary Care Provider

MEDICAL HISTORY +/- | COMMENTS +/- | COMMENTS
Allergies Leukemia
Diabetes Typel  Type2 Lymphoma
Respiratory Problems Cancer Head Neck
(Levaquin or other Other - -
antibiotic use?)
+
Silicosis/Asbestosis HIV/STD If HIV+, CD4 count

Date

Environmental Exposures

Chronic Renal Failure

Corticosteroids (Received
equivalent of >15 mg/d
Prednisone for >1 mo)

Liver Disease/Hepatitis

(Risk factors HepB/C: IDU,
HIV+, or birth in Asia, Africa,
or Amazon basin)

Organ Transplant

Autoimmune

Gl/Gastrectomy or
jejunoileal bypass

Use of Remicade, Humira or

Arthritis/Gout Enbrel?

Weight at least 10% less

Chronic Malabsorption

than ideal body weight Syndrome

Mental IlIness/Retardation Surgeries/Hospitalizations

Skin Disease Contraception/LMP

Hypertension/CVA Blood Pressure_ / Gyn/Pregnancy

Heart Disease/PVVD Breast Feeding

Thyroid Post Partum

Neurological/Seizures Other

Vision/Hearing Disorder Other

MEDICATIONS TAKING, START DOSAGE/ |STOP PRESCRIBING PHYSICIAN
EXCLUDING TB DRUGS DATE SCHEDULE | DATE

TUBERCULOSIS HISTORY +/- COMMENTS

Live virus vaccine in last 6 wks List:

History Of BCG Date(s):

Prior PPD Skin Test Date: Result (mm): Date: Result (mm):
Prior Chest X-Ray Date: Result:

Prior Treatment of TB Date: Location: Length of Tx:
Prior Treatment of LTBI Date: Location: Length of Tx:
Family History of TB Date: Relationship To Patient:

Contact to TB case Date: Where? Source Case?

Contact to MDR-TB case Date: Where? Source Case?

=+ = If History Is Positive

TB-202 Tuberculosis Health Assessment/History — 01/08

= If History Is Negative
(Continued on Reverse)




SIGNS & SYMPTOMS OF TB

Tuberculosis Health Assessment/History

+/-

DATE OF ONSET

COMMENTS

Cough (Persistent X3 Weeks)

Weight Loss

Today’s wt. Est. wt. 3 mo. ago

Fever / Chills

Today’s temperature

Shortness of Breath

Chest Pain

Fatigue

Loss of Appetite

Night Sweats

Hemoptysis

Hoarseness

Eye Pain or Blurry Vision

Swelling of Lymph Node(s)

Flank Pain

Frequent Urination, Bloody Urine or

Swelling of Joint / Vertebra

Headache, Decreased Level of
Consciousness or Neck Stiffness

Pain / Swelling in Other Locations

SOCIAL HISTORY +/-

COMMENTS

Tobacco use

pks / day
years of use

Education: [ ]Elem.Sch. [ ]Jr.Hi. [ ]1Hi.Sch. [ ]College

Injecting Drugs?

Alcohol Current # alcoholic drinks per | Housing: [ ]Own [ ]Rent [ ]Homeless [ ] Inner city resident
week [ ]Binational (US-Mexico) [ ]Low Income
[ 1Live Alone [ ] Live With Others
HIV/AIDS Risk Long-Term Care: [ ] Nsg. Home [ ] Hosp.-Based [ ] Residential
[ ]Mental Health Res. [ ] Alcohol/Drug Treatment [ ] Other
Drug Abuse __Non-injecting Drugs? Incarceration: [ ]Fed.Prison [ ] State Prison [ ] Local Jail

[ JICE [ ] Juvenile Correctional [ ] Other Corr. [ ] Unknown.
Incarceration date:

Malnutrition/Diet low in
sources of Bg

Occupation: [ ] Health Care [ ] Correctional [ ] Migrant/Seasonal
[ ]Other Occupation [ ] Not employed in past 24 mo [ ] Student
[ JChild[ ]Homemaker[ ] Retiree[ ] Institutionalized [ ] Unk

Foreign Birth

If foreign-born,
Country

If Pediatric TB Case/Suspect (< 15 years old)
Country of birth for primary guardian(s)

Mo/Yr Entry US Patient lived outside US for >3 months [ ]Yes. [ ]No

If yes, country
Foreign Travel or Locating Info:
Residence
Barriers to Compliance
ADDITIONAL COMMENTS
Signature of person taking history Signature of interpreter (if used)

+ = If History Is Positive = = If History Is Negative o

TB-202 Tuberculosis Health Assessment/History — 01/08
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