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Tuberculosis Screening Questionnaire  
 
Name:        Date of Birth: ________________________ 

Phone Number: _______________________________ Email Address:  _____________________________________ 

Instructions: This confidential tuberculosis (TB) screening is required annually for UW Health staff and providers who work at a patient 
care location and/or who have a history of a positive TB screening test. Based on your responses, you may be contacted by an 
Employee Health Services nurse to obtain more information.  

My responses on this form are true and correct to the best of my knowledge. 
 
 

Non-Employee Signature        Date 
 

Return completed and signed form to: Fax: (608) 262-7284 or Email: hremployeehealth@uwhealth.org 

EHS USE ONLY 

This person does not have symptoms of active TB disease or risk factors for being exposed to TB. No further evaluation is needed. 
QFT required. Individual and EHS Onboarding Specialist notified. 
 

  

       EHS staff signature         Date  

In the last 12 months, have you had a persistent cough for 3 weeks or 
more? 
 

No Yes, please describe: 

In the last 12 months, have you had unexplained night sweats (sweating 
at night that soaks your clothing and/or bed sheets) for 3 weeks or 
more? 
 

No Yes, please describe: 

In the last 12 months, have you had a fever for 3 weeks or more? 
 
 

No Yes, please describe: 

In the last 12 months, have you had unexplained weakness or fatigue for 
3 weeks or more?  
 

No Yes, please describe:  
 

In the last 12 months, have you had unexplained weight loss? 
 
 

No Yes, please describe: 

In the last 12 months, I have been exposed to someone, outside of 
work*, with known active TB disease or lived with/had close contact with 
someone who has known active TB disease?   
 
* Any exposures that occur at work are followed up on by Employee 
Health Services at the time of exposure. 
 

No Yes, please describe: 

In the last 12 months, have you traveled to or lived in, for greater than or 
equal to 1 month, another country? 
 

No If yes,  
 
Which country? __________ 
 
Did the travel include one or more of the 
following?  circle all that apply 
None of these settings; vacation ONLY 
Disaster Area                  
Health Care Facility 
Homeless Shelter 
Medical Mission Site 
Military Duty        
Prison 
Refugee Camp 

Do you have immunosuppression including history of human 
immunodeficiency virus (HIV), receipt of an organ transplant, treatment 
with an TNF-alpha antagonist, chronic steroids, or other 
immunosuppressive medication? Examples of immunosuppressive 
medications include: TNF-alpha antagonist (e.g., infliximab, etanercept), 
chronic (daily) steroids (prednisone, dexamethasone, hydrocortisone)? 
 

No Yes 
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