Tuberculosis Surveillance


Please complete the form below if you have ever had a positive reaction to a Tuberculosis Skin Test. If you have never had a positive reaction please mark this box [  ]
Date of first positive TB skin :
Measurement:
mm


Have you ever had TB?	Yes  [  ]	No  [ ]

Were you treated with medication?	Yes  [  ]	No [ ] Medication name:   		
Length of treatment:   	

Have you ever had BCG?	Yes  [  ]	No  [ ]


Symptoms Review:  do you have any of the following?
	Chronic cough?
	Yes
	No

	Persistent night sweats?
	Yes
	No

	Chronic fatigue?
	Yes
	No

	Involuntary weight loss?
	Yes
	No



Are you being treated for any serious medical conditions?	Yes  [  ]	No [ ] Please describe:  			

Are you under treatment of Prednisone, Cancer Chemotherapy, or X-Ray Therapy?  Yes [ ]	No  [ ]
Please describe:  	



Date:		Printed Name:   	

Signature:	Student ID Number  	


















	


[bookmark: _GoBack]Influenza Declination Form

I understand that working in the healthcare setting may increase my risk of becoming infected with the virus that causes Influenza (the flu) and/or H1N1, a potentially serious illness. I also understand that I may spread the virus to patients, co- workers, family, friends, and other contacts prior to developing symptoms of this illness. I have been informed that receiving the flu vaccine significantly decreases the risk of becoming infected with the Influenza and/or H1N1 virus.

I understand that by declining vaccination, I continue to be at an increased risk of acquiring the Influenza and/or H1N1 virus and could be the vehicle by which this infection is passed on to others. I acknowledge that Influenza vaccination is recommended by the CDC for all healthcare providers to prevent infection from and transmission of Influenza.

With this knowledge (please check):

I choose to decline the Influenza vaccination
Please indicate the primary reason for declining the vaccine: Contraindications:
     My physician states the vaccine is not recommended for me
     Allergy to eggs, chicken feathers, or chicken dander
     History of Guillain Barre (neurological condition)
     Past severe reaction to vaccine
     Immunocompromised status (current chemotherapy treatment, corticosteroid use transplant patient, disease of or effecting the immune system)
     Current fever greater than 100.4

Other







     I received the flu vaccine already this season. When:    	 From my physician	From my employer
From my school	From a local clinic or other location


Printed Name:


Signature:	Date:   	

Student ID Number 	


