CABELL-HUNTINGTON HEALTH DEPARTMENT
West Virginia Department of Health 
Tuberculosis Elimination Program (WV TBEP)
TB 104 – Risk Assessment Form
*Please PRINT Neatly*

Patient Name: _________________________________________ Phone: (_______)__________________________
Address: ______________________________________________ City: ____________________________________
State: __________________ Zip Code: ______________________ S.S.N.: __________________________________
Birth Date: ______________________ Age: ___________ Race: _________________   Circle One: Male / Female
SYMPTOMS
Do you have any of the following symptoms or conditions? 
Yes     No     Cough for more than 2 – 3 weeks
Yes     No     Fever  
Yes     No     Coughing up blood (Hemoptysis
Yes     No     Weight loss of more than 10 lb. for no known reason
Yes     No     Loss of appetite  
Yes     No     Night Sweats
Yes     No     Weakness or extreme fatigue


RISK FACTORS
Have you have any of the following risk factors?
Yes     No     Recent contact with someone with active TB
Yes     No     Born in a country other than the U.S.   
Name of Country: ______________________________ 
Yes     No     Visited a high-risk country and stayed for more than 2 months
Name of Country: ______________________________
	Yes     No      Lived in a high-risk Country
				Name of Country: ______________________________
Yes     No      Ever lived or worked in a prison, jail or homeless shelter
Yes     No      Ever lived or worked in a healthcare facility (including long-term care) 
			Location: ______________________________________
Yes     No      Ever injected drugs not prescribed by a doctor





MEDICAL CONDITIONS
Do you have any of the following medical conditions:
____ Diabetes			____ Stomach or intestinal surgery		____ HIV
____ Kidney Disease		____ Chronic lung disease			____ Colitis
____ Cancer			____ Rheumatoid arthritis


Yes     No       Currently taking or planning to take any medication that the doctor said could 
                       weaken the immune system







   Patient Name:_______________________________________________ DOB _________________________

Are you requesting a TB Test because … 
Yes     No     Employer requirement
Yes     No     Education institution requirement
Yes     No     Dr. is requiring test prior to starting medication
Yes     No     Ruling out Active TB disease
            
	Other (please specify) ____________________________________________________________________
TB HISTORY
Yes     No     Have you ever had a positive TB Skin Test?   
Date ___________	Where ___________________	Result______________
            	Yes     No     Have you ever had blood test for TB? 
Date ___________	 Where ___________________	Result ______________                                             
Yes     No     Have you ever taken the BCG vaccine?
Yes     No     Have you ever taken medication for TB in the past?
		 Do you have proof of treatment? _______________
Yes     No     Have you ever been diagnosed with TB in the past?



    

 CHHD OFFICE USEHigh Risk Testing Funded by WV DTBE (No Charge)
· Contact to Active TB Case
· Medical Risk (Diabetes, HIV +, COPD, Black Lung, Silicosis, Immunocompromised
· Persons with Signs and Symptoms of Active TV
· Current Homeless Shelter Resident
· T-Spot
· Foreign Born

___ Administrative ___ Contact to Active Case  ___ Foreign Born   ___ Homeless   ___Medical Risk   ___ Other Population Risk

	

Nurse Signature: ______________________________________    Date: _____________________________

_____ State TST          _____ State IGRA         _____ Private TST          _____ Private IGRA

_____ CXR                   _____ Diagnostic Clinic          _____ Sputum x3

_____ Letter Given          _____ No Follow-up Needed                                    

                             Please sent a copy of the completed form to the WV TB Elimination Program




WV Department of Health / WV TBEP
TB-104
Nurse Director / TB / 10.30.2025
