
 TB RISK ASSESSMENT FORM Updated 11.06.19 rfan 

De Anza College Student Health Services 
Part 1: TB Risk Assessment and Testing Form (Asymptomatic Adult) 

Name: _________________________________________________ DOB: ____________________________ 
       Last First 

Student ID #_______________________________  Assessment Date: ____________________________ 

This form must be reviewed and signed by a licensed health professional for TB Clearance Certificate 
PATIENT TO COMPLETE 

Check appropriate risk factor boxes below. 
LTBI testing is recommended if any of the boxes below are checked. 

If LTBI test result is positive and active TB disease is ruled out, LTBI treatment is recommended. 

 Country of Birth; travel or reside in a country for at least 1 month with elevated TB rate 
• List the country (other than the United States, Canada, Australia, New Zealand, or a country in western or northern

Europe): _____________________________
• If resources require prioritization within this group, prioritize patients with a least one medical risk for progression
• Interferon Gamma Release Assay (IGRA) is preferred over Tuberculin Skin Test for non-U.S born persons > 2 years old

 Immunosuppression, current or planned 
• HIV infection, organ transplant recipient, treated with TNT-alpha antagonist (e.g., infliximab, etanercept, others),

steroids  (equivalent of prednisone ≥ 15 mg/day for ≥ 1 month) or other immunosuppressive medication
 Persons at Higher Risk for Exposure to and/or Infection with M. tuberculosis 
• Close contacts of persons known or suspected to have active TB disease
• Residents and employees of high-risk congregate settings
• Health care workers; Child Care Center
• Populations defined locally as having an increased incidence of LTBI or active TB disease (medically underserved, low-

income populations, or persons who abuse drugs or alcohol)

FOR STAFF USE ONLY:  
Tuberculin Skin Test (TST/Mantoux/PPD)  
Lot #: _______________ Exp. Date: ___________ Site: __________ 
Administered by:__________________________________ 
Date & Time:________________________________ 

Induration _________mm 
Impression:                 Negative             Positive 
Read By: _____________________________________ 
Date & Time: _________________________________ 

Interferon Gamma Release Assay (IGRA) Blood test 
Date ________________ Ordered By:_______________________ 

Result Date: __________________Impression: 
 Negative        Positive       Indeterminate 

Chest X-Ray (required with positive TST or IGRA) 
Date: ____________________________ 

Impression: 
  Normal        Abnormal finding: 

 LTBI treatment (Rx & start date):  _________________  Prior TB/LTBI treatment (Rx & duration):_______________ 

Contraindications to INH, rifampin or rifapentine for LTBI  Offered but refused LTBI treatment 

FOR PROVIDER: Please check one of the boxes below and sign: 
  Patient has no TB symptoms, none of the above or other risk factors for TB and does not require a TB test. 
  Patient has a risk factor, has been evaluated for TB and is free of active TB disease. 

____________________________________________________                      _____________________ 
Health Care Provider Name, Title & Signature Date 
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ACHA Guidelines: Tuberculosis Screening and Targeted Testing for 
De Anza College Student Health Services 

  
If you’re born in one of the countries or territories listed below that have a high incidence of active TB disease,   

Please CIRCLE the country, below 

 
 

  

 

Source: World Health Organization Global Health Observatory, Tuberculosis Incidence 2017. Countries with incidence rates of ≥ 20 cases per 
100,000 population. For future updates, refer to http://www.who.int/tb/country/en/. 
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