TB Case Reporting Requirements
Name of person completing this form: ______________________________                    Date: _________________
Primary reason for report:  FORMCHECKBOX 
 Abnormal chest x-ray   FORMCHECKBOX 
 AFB+ smear or culture  FORMCHECKBOX 
 TB Symptoms

            FORMCHECKBOX 
 Other: _____________________

Client Demographics
Patient Last Name: ___________________________  First Name: ____________________  Middle: __________
Inmate # _________ DOB: ______________   Social Security Number:________________  Gender:    FORMCHECKBOX 
 M   FORMCHECKBOX 
 F      
Race(s) Select all that apply:  

 FORMCHECKBOX 
American Indian or Alaskan Native    FORMCHECKBOX 
 Asian; optional, specify: ______________________    FORMCHECKBOX 
White 

 FORMCHECKBOX 
 Black/African American    FORMCHECKBOX 
Native Hawaiian or Pacific Islander; optional, specify:  _____________________  

Ethnicity:    FORMCHECKBOX 
Non-Hispanic      FORMCHECKBOX 
Hispanic

Client Address 
Date Arrived at Current Facility:   ____________

Current Facility Name:  ___________________________________________________________________________

Street address:  ____________________________________________________________________________
Zip: _______________      City: _______________________________     County: ______________________    
Telephone:  _____________________                Contact Person:  ___________________________________

Was the patient homeless at any time during the 12 months prior to this report?      FORMCHECKBOX 
Yes     FORMCHECKBOX 
 No
Previous Facility Name (if applicable): ________________________________________________________

Street address:  ____________________________________________________________________________

Zip: _______________      City: _______________________________     County: ______________________    

Telephone:  _____________________                Contact Person:  ___________________________________
Home Street Address: _______________________________________________________________________

Zip: _______________      City: _______________________________     County: ______________________    

Client Name: ______________________________________ 
DOB: ______________
Extended Demographics
Country of Birth: ________________________           If not US, Date Arrived in US*: ____________
* This date may be precise, i.e. month/day/year; or imprecise, i.e. month/year or year.
Employment History
Was the patient employed during the 24 months prior to this report?     FORMCHECKBOX 
Yes       FORMCHECKBOX 
No
If yes, please select the occupation(s) held during the 24 months prior to this report: 

 FORMCHECKBOX 
 Correctional employee   FORMCHECKBOX 
 Health care worker   FORMCHECKBOX 
 Migratory agricultural worker  FORMCHECKBOX 
 Other: _____________ 

Assessment
Date of Assessment:  _______________
Excess alcohol use within the past year?           FORMCHECKBOX 
 Yes     FORMCHECKBOX 
  No     FORMCHECKBOX 
 Unknown

Injecting drug use within the past year?           FORMCHECKBOX 
 Yes     FORMCHECKBOX 
  No     FORMCHECKBOX 
 Unknown

Non-Injecting drug use within the past year?   FORMCHECKBOX 
 Yes     FORMCHECKBOX 
  No     FORMCHECKBOX 
 Unknown

Patient was considered infectious from (date):    ___________________    to (date):  ___________________               
Has this patient previously been diagnosed with TB Disease?    FORMCHECKBOX 
 Yes     FORMCHECKBOX 
  No     FORMCHECKBOX 
 Unknown

If yes, date of previous diagnosis:  ____________   Date of final disposition:  ______________


Was treatment completed?:    FORMCHECKBOX 
 Yes     FORMCHECKBOX 
  No    If not, state reason:  _________________________________


If yes, did the patient have more than one previous diagnosis?:   FORMCHECKBOX 
 Yes     FORMCHECKBOX 
  No     FORMCHECKBOX 
 Unknown

Skin Test
Date Placed: ______________    Date Read: ______________ 
Results:   FORMCHECKBOX 
Positive   FORMCHECKBOX 
Negative   MM of Induration:  ______

Risk Factors:  __________________________________________________________________________________

Client Name: ______________________________________ 
DOB: ______________

Radiological Exam - Please attach all Chest Radiological Reports. 
Date of Exam: _________________       Type of Exam:   FORMCHECKBOX 
X-Ray    FORMCHECKBOX 
CT Scan   FORMCHECKBOX 
Other:  _________________

Date of Findings/Interpretation:  _____________           Results:   FORMCHECKBOX 
Abnormal    FORMCHECKBOX 
Normal    FORMCHECKBOX 
Unknown 

Cavitation:  FORMCHECKBOX 
Cavitary   FORMCHECKBOX 
Non-Cavitary  Consistent with TB   FORMCHECKBOX 
Non-Cavitary Not Consistent with TB   FORMCHECKBOX 
 Unknown
Stability:      FORMCHECKBOX 
Improving    FORMCHECKBOX 
Stable     FORMCHECKBOX 
Worsening     FORMCHECKBOX 
Unknown

HIV Testing
HIV Status Date: _____________________       
HIV Status:   FORMCHECKBOX 
Negative   FORMCHECKBOX 
Positive*   FORMCHECKBOX 
Indeterminate  FORMCHECKBOX 
Refused   FORMCHECKBOX 
Not Offered   FORMCHECKBOX 
 Unknown
*If Positive, Result Verification:    FORMCHECKBOX 
Medical Documentation    FORMCHECKBOX 
Patient History    FORMCHECKBOX 
Unknown 
Labs  -  Please attach lab results of all AFB Studies.
Sputum Smear Results:     FORMCHECKBOX 
 Positive   FORMCHECKBOX 
Negative   FORMCHECKBOX 
Not Done   FORMCHECKBOX 
Unknown

Sputum Culture Results:   FORMCHECKBOX 
 Positive   FORMCHECKBOX 
Negative   FORMCHECKBOX 
Not Done   FORMCHECKBOX 
Unknown

Microscopic Exam of Tissue/Other Body Fluids:   FORMCHECKBOX 
 Positive*   FORMCHECKBOX 
Negative   FORMCHECKBOX 
Not Done   FORMCHECKBOX 
Unknown

*If positive, list anatomic site(s):  ____________________________________________________________________

Culture of Tissue/Other Body Fluids:   FORMCHECKBOX 
 Positive*   FORMCHECKBOX 
Negative   FORMCHECKBOX 
Not Done   FORMCHECKBOX 
Unknown

*If positive, list anatomic site(s):  ____________________________________________________________________

Client Name: ______________________________________ 
DOB: ______________

Medications
Please indicate the patient’s initial drug regimen (i.e. medications initially prescribed for treatment of TB disease and taken for at least two weeks.)
Date Therapy Started:  _______________

 FORMCHECKBOX 
 Isoniazid  _______mg     
 FORMCHECKBOX 
 Rifampin _______mg  
 FORMCHECKBOX 
Pyrazinamide _______mg

 FORMCHECKBOX 
 Ethambutol _______mg

 FORMCHECKBOX 
 Streptomycin _______mg

 FORMCHECKBOX 
 Other, please specify name _____________________   _______mg
Additional Information/Comments regarding the patient: 
____________________________________________________________________________________________

____________________________________________________________________________________________

____________________________________________________________________________________________

____________________________________________________________________________________________

____________________________________________________________________________________________

For DOH Bureau of TB use only
Forwarded to: ______________________________                                                Date forwarded:  ______________
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