
        
      

                     
                     

                   
                      
       

                   
                

                   
             

 
 

  
               
                     
                    
                   
                     
                  

                  
                    

 
                                      

 
               

                                    
 

             
  

         
 
 
                    

              
                                                                            

  
                   

      
 

                   
                 

                  
                

                                                                 
     

                                                                               
 
                   
                                                                        

______________________________________________________________________ 

_______________________________________ ________________________________________ _______ 

________________________________________ __________________________________ ___________ 

____________________________________________ ________________________ 

Tubercu osis Symptom Screening Questionnaire to be used 
During PPD (Purified Protein Derivative) Shortage 

The Cen ers for Disease Con rol and Preven ion (CDC) has declared a shor age of PPD solu ion used for adminis ering  he TB Skin 
Tes  (TST). This form is  o be used for persons who are required  o have TB screening for employmen , pos -secondary educa ional 
ins i u ion admission, long  erm residen ial care admission, correc ional facili y in ake, or fulfillmen  of o her s a u e or regula ion. Part A 
 hould be completed by the per on for whom the TB Skin Te t i  required. A healthcare profe  ional mu t evaluate the an wer  and 
a  ign a recommendation from Part B. 

• If test ng  s deferred, the healthcare prov der must check w th the r PPD solut on suppl er regularly to determ ne  f 
PPD  s ava lable, and recall all pat ents w th deferred TSTs as soon as  s pract cal. 

• Pr or to us ng the form, all respons ble fac l t es (sk lled nurs ng fac l t es, home health care etc.) should ver fy that 
the suggested process  s acceptable to the r regulatory author ty. 

PART A 
1. Have you experienced any of  he following symp oms in  he pas  year? 
a.) A produc ive cough for more  han 3 weeks? Yes No 
b.) Hemop ysis (coughing up blood)? Yes No 
c.) Unexplained weigh  loss? Yes No 
d.) Fever, Chills, or nigh  swea s for no known reason? Yes No 
e.) Persis en  shor ness of brea h? Yes No 
f.) Unexplained fa igue? Yes No 
g.) Ches  Pain? Yes No 

2. Have you had con ac  wi h anyone wi h ac ive  uberculosis disease in  he pas year? Yes No 

3) Do you have a medical condi ion, or are you  aking medica ions, which suppress 
your immune sys em? Yes No 

3. Why are you required  o have a TB Skin Tes ? 

Please prov de deta ls to any quest on answered “Yes”. 

I declare that my an wer  and  tatement  are correctly recorded, complete, and true to the be t of my knowledge. 

Signa ure of person required  o be  es ed Prin ed Name Da e 

PART B 
Upon review of  he responses  o  he ques ionnaire and discussion wi h  he person for whom  he  uberculosis evalua ion is 
required, I recommend as follows: 

_______There is no indica ion  his person has ac ive  uberculosis a   his  ime. Their TB Skin Tes  should be deferred 
un il  he Na ional PPD shor age has ended. Interferon Gamma Re ease Assay (IGRA) TB B ood Test may be 
considered as an a ternative, if practicab e. (c ient is insured, or can afford out of pocket ). 
_______ Fur her evalua ion, including a TB Skin Tes , In erferon Gamma Release Assay or o her medical evalua ion 
is indica ed, and should be comple ed prior  o work placemen  or admission  o a facili y. 

Heal hcare Professional Signa ure Prin ed Name Da e 

Agency/Practice Name Contact Phone 


