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TUBERCULOSIS PROVIDER REVIEW 
 

 

 B/P _________   Temp__________ 

    

 Pulse _________    Resp __________ 

 

HT _________      WT __________ 

 

MEDS_____________________________ 

___________________________________ 
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ALLERGIES________________________ 

 ______________________________ 
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1 General       

2 Skin       

3 Lymph Nodes       

4 Neck/thyroid       

5 Respiratory       

6 Abdomen       

7 Cardio       

 
 

 

HPI/ROS: ____________________________________________________________________________________ 

_____________________________________________________________________________________________ 

 

OBJECTIVE: _________________________________________________________________________________ 

_____________________________________________________________________________________________ 

 

ASSESSMENT: _______________________________________________________________________________ 

_____________________________________________________________________________________________ 

 

PLAN:  CXR Required   YES__________  NO__________ Results_____________ 

              Evidence of active disease  YES __________  NO __________ 

         Return to Clinic 1 year  YES __________        NO __________ 

 

Signature of Clinician: __________________________________________________ Date of Exam: __________ 

 

REV.  10.2013 

 

 _______________________________      _______________ 

                 NAME                                                   DATE 

 ___________________          ___________________________ 

      BIRTH DATE                                    NET ID 

 

Positive TB Skin Test (PPD)         Date: ____________________ 

                                                        Induration:                        mm 

Last Chest X-Ray            Date: ___________________________ 

                                         Results:  

 

INH Therapy          YES     or       NO 

  Date Started: __________  End Date:_______________ 
 

 QuantiFERON Gold/Result _______________________ 
  

Please indicate symptoms 3 weeks or longer. 

 

1.  Chronic Cough                                        YES _____   NO _____ 

 

2.  Production of Sputum                             YES _____   NO _____ 

 

3.  Unexplained Weight Loss                       YES _____   NO _____ 

 

4.  Fever                                                        YES _____   NO_____ 

 

5.  Fatigue / Tiredness                                  YES _____   NO _____ 

 

6.  Night Sweats                                           YES _____   NO _____ 


