
 

TB SCREENING FORM 
 
                            

 
Name: ___________________________________ Student ID#:________________________ Date: _____________ 

 
School: __________________________________ Birth date: _____/_____/_____ Phone: _____________________ 

          MM              DD            YYYY 

 
 
 
 

 

 
____ ____      Production of sputum �± if yes, what color sputum: _________________ 
 
____ ____      Blood-streaked sputum 
 
____ ____      Unexplained weight loss 
 
____ ____      Unexplained fatigue/tiredness 
 
____ ____      Night sweats 
 
____ ____      


