TB Contact Evaluation Sheet







                 Case Contact Number ____________________

Index NYSID _________________
Index Case Name ______________________________________

Contact Information

Name _____________________________________________  
                DOB ________________

Race/Ethnicity _____________________________
         
  
             Gender   M  (   F  (
Locating Information  Yes (   No (
                               Contact Priority   High (   Medium (   Low (
Interview Contact Identified   1st (   2nd (  3rd (                     Medical Risk   Yes (   No (   Not Documented (
Evaluated by    Private MD (   County (


Birth Status

Foreign Born?    Yes (   No (   Not Documented (                    Country of Origin _____________________
           

                                                           Date of Arrival in USA    _______________

TB History

Prior Positive PPD   Yes (   No (   Not Documented (                                           Past Disease    Yes (   No (
Prior Disease Treatment    Completed (   Not Completed (   Not Documented (
Prior LTBI Treatment        Completed (   Not Completed (   Not Documented (
First Round Testing    Not Required (   Not Done (
Date Sought            ____________


         Requires X-Ray    Yes (   No ( 

Date PPD Planted   ____________


         Reason:    (+) PPD (   Symptoms (   Other (                 Date PPD Read       ____________   


         Date of X-Ray      _______________ 

Induration               __________mm


         X-Ray Result    WNL (   Abnormal – Not TB (









         Abnormal – TB (   Other (    

Second Round Testing       

Test Status              Not Required (   Not Done (   Done (   Not Documented (
If Not Done            Not TB (  Outside the Infectious Period (   Prior Positive (  Other (
Date PPD Planted   ____________


Requires X-Ray    Yes (   No (
Date PPD Read       ____________


Reason:    (+) PPD (   Symptoms (   Other (            Induration               __________mm


Date of X-Ray       _______________    








X-Ray Result    WNL (   Abnormal – Not TB (









 Abnormal – TB (   Other (   

LTBI/Active Disease Treatment

Started on Treatment for Latent TB Infection?    Yes (   No (
Date Started LTBI Treatment ____________      

       Treatment Regimen ______________

Started on Treatment for Active Disease?            Yes (   No (
Date Started Treatment for Active Disease ____________               Treatment Regimen ______________
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