Internal TB Health Survey  
All information is voluntary

	Name:        
	Employee I.D.:       
	Date:      


Have you had any of the following within the past 12 months?

	
	Yes
	No
	Comments

	1.  Fatigue or general loss of energy lasting two weeks or more
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	
	
	
	

	2.  New, unexplained cough lasting three weeks or longer
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	
	
	
	

	3.  Loss of appetite for more than two weeks
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	
	
	
	

	4.  Unexplained weight loss of 10 lbs. or more of 10% of your normal weight
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	
	
	
	

	5.  Fever greater than 100 degrees F that lasted for at least two weeks
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	
	
	
	

	6.  Night sweats (drenched bed clothes with sweat) that lasted for at least one week
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	
	
	
	

	7.  Any significant change in your health.  If yes, please explain:
     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     


If you answer yes to any of the above questions, please call OHS at (301) 846-1096 to discuss further evaluation.
Employee Signature: ______________________________________Date:_______________

Clinical Signature ________________________________________Date:_______________
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