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Employee Tuberculosis Screening and Skin Test Form
Employee:  __     _________________________________  Employee ID #:  _     _________________
	Tuberculosis Screening
Please check if you have any of the following symptoms:

 FORMCHECKBOX 
  Productive cough that has lasted more than 3 weeks

 FORMCHECKBOX 
  Unexplained fever

 FORMCHECKBOX 
  Night sweats

 FORMCHECKBOX 
  Unintentional weight loss

 FORMCHECKBOX 
  Loss of appetite

 FORMCHECKBOX 
  Extreme tiredness

 FORMCHECKBOX 
  Coughing up blood or blood streaked sputum



	Tuberculosis Skin Test

 FORMCHECKBOX 
   Left Arm                                

            Date Placed:  _________________

 FORMCHECKBOX 
   Right Arm                     Signature of Health Care Provider:  ____________________________________

Results:





Date Read:  __________________

____________ mm                Signature of Health Care Provider:  _____________________________________



	Chest X-Ray

 FORMCHECKBOX 
   Positive                            Date of Chest X-Ray:  ____________________

 FORMCHECKBOX 
   Negative

Signature of Health Care Provider:  ____________________________________  Date:  _______________
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