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:nd us a message: uhs@bc.edu Part I: Tuberculosis (TB) Screening Questionnaire
Please answer the followi

Name:

ployee of high-risk congregate settings (e.g., correctional facilities,

Have you been a resident, volunteer, and/orem
long-term care facilities, and homeless shelters)?

Have you been a volunteer or health care worker who served clients who are at increased risk for active TB disease?
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Name:

niversity Health Services
b BC Eagle ID:

10 Commonwealth Ave, Chestnut Hill, MA 02467
wone: 617-552- 3225 | Website: be.adu/uhs
Part Il. Clinical Assessment by Health Care Provider

Zlinicians should review and verify the information in Part |. Persons answering YES to any of the questions in Part ! are
-andidates for either Mantoux tuberculin skin test (TST) or Interferon Gamma Release Assay (IGRA) unless a previous pasitive
‘est has been documented.
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1. TB Symptom Check
¢ Does the student have signs or symptoms of active pulmonary tuberculosis disease? 0 Yes U No
o If no, proceed to 2 or 3.
o If yes, check below:

O  Cough (especially if lasting for 3 weeks or longer) with or U Loss of appetite

without sputum production Q Unexplained weight loss
U Coughing up blood (hemoptysis) Q Night sweats
L Chestpain Q Fever

>roceed with additional evaluation to exclude active tuberculosis disease, including chest x-ray (PA and lateral) and sputum
avaluation as indicated.
2. Interferon Gamma Release Assay (IGRA)
Date Obtained: __ / / (specify method) QFT  T-Spot other:
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