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HCA Healthcare 
TB (Tuberculosis) Questionnaire 

 
 

Name  Date of Birth  Date of service  

 

Company/Employer:  Clinic Location  

 

TB (Tuberculosis) Questionnaire Yes No N/A 

1. Have you previously tested positive during any TB testing? 
 

 
 

 
 

 

2. Have you ever been diagnosed with TB? 
 

 
 

 
 

 

3. Have you ever had an abnormal chest x-ray? 
 

 
 

 
 

 

4. Have you ever taken medication to treat TB? 
 

 
 

 
 

 

5. Do you know if you received the BCG vaccination against TB? 
(More common if foreign born) 

 
 

 
 

 
 

6. Are you pregnant or breastfeeding? 
 

 
 

 
 

 

7. Are you allergic to the PPD solution? 
 

 
 

 
 

 

8. Do you have a sarcoid or blood disease? 
 

 
 

 
 

 

9. Do you have swollen lymph nodes excluding from cold or flu symptoms?  
 

 
 

 

10. Do you have a medical condition, or are you taking medications, which suppress 
your immune system? 

 
 

 
 

 
 

 
TB Risk Review Yes No 

1. Have you had a chronic cough for 3 weeks or longer? 
 

 
 

 

2. Excessive production of sputum 3 weeks or longer? 
 

 
 

 

3. Blood-streaked sputum three weeks or longer? 
 

 
 

 

4. Unexplained weight loss? 
 

 
 

 

5. Fever lasting over 3-4 weeks? 
 

 
 

 

6. Fatigue or tiredness lasting for over 3-4 weeks? 
 

 
 

 

7. Night sweats over 3-4 weeks? 
 

 
 

 

8. Shortness of breath over the past 3-4 weeks? 
 

 
 

 

9. Have you had contact with anyone with active TB disease this past year? 
 

 
 

 

10. Have you traveled to or lived in (>= 1 month) a country with a high TB rate? 
(Excludes United States, Australia, Canada, New Zealand, and those in western or northern Europe) 

 
 

 
 

 
If you answered Yes to any question above, please explain 

 
 

 
 
 
 I attest that all of the information provided is true, correct and complete to the best of my knowledge. 
 Signature:______________________________________________________                                             Date: ______________________ 
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