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De Anza College Student Health Services
Part 2: TB Screening Questionnaire
(Patient to complete if Risk Assessment is Positive)
Name _____________________________________________ Student ID: ______________________________
Assessment Date: _______________________

Risk Factors Identified: ______________________________

Please answer the following questions

Have you ever had a positive (+) TB skin test or TB blood test?
If so, what year?
Have you ever had or received BCG vaccine?

Yes

No

Yes

No

Have you ever had a severe reaction to a TB skin or blood test?
Have you ever had a chest x-ray for positive TB test?
Have you ever taken medication for TB?
Have you received vaccination against chicken pox (Varicella), Measles, Mumps and Rubella (MMR) or
taken the Flu mist nasal spray over the last 4 to 6 weeks?
Are you taking any prescription and over the counter medication(s)?
If yes, please list them below:
Have you ever had an allergic reaction to injection or medication(s)?
If yes, please describe:
Do you think you could be pregnant or are you pregnant?

Do you have the following symptoms (Tuberculosis Symptom Check)
Productive cough lasting for 3 weeks of longer with or without sputum production?
Weight loss without dieting?
Persistent fever/chills?
Night sweats?
Loss of appetite?
Coughing out blood?
Tire easily?
Chest pain?
Other symptoms? If yes, please describe:
What country were you born in?
What countries have you lived in and/or travelled to?

I have received information about the TB test. I had a chance to ask questions which were answered to my satisfaction.
I have been informed and agree that it is necessary for me to return to De Anza Student Health Services within 48 to 72
hours to have my TB SKIN test read. I understand the risks and benefits of the TB skin test and request the test be given
to me.
If I do not return, the test will be null and void and a NO SHOW Fee will be charge into my account.
I understand that if I am symptomatic for TB or if the TB test is positive, results may be communicated to the health
provider with whom I will follow-up if medical care is needed. I agree that I need to obtain chest x-ray clearance within two
(2) weeks if I test positive (+) for the PPD skin test.
I understand that if I fail to obtain the chest-x ray clearance within 2 weeks and prove that I am not contagious, I will NOT
be allowed to return from my classes and attending campus, and a HOLD will be placed on my records through De Anza
College.
_________________________________________
Patient Signature

_______________________
Date
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Countries with High Incidence of active TB (WHO, 2017)

Source: World Health Organization Global Health Observatory, Tuberculosis Incidence 2017. Countries with incidence rates of ≥ 20 cases per
100,000 population. For future updates, refer to http://www.who.int/tb/country/en/.
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