Lubna Isho D.O. Inc.

TB QUESTIONNAIRE

Patient Name Date of Birth

Today’s Date

1. Have you ever had TB (Tuberculosis)?

2. Have you been living with anyone in the past 2
years who has been diagnosed with TB?

3. Have you had a persistent cough and night sweats
for more than 2 weeks?

4. Have you had a persistent cough and fever for
more than 2 weeks?

5. Have you had a persistent cough and loss of
appetite for more than 2 weeks?

6. Have you been coughing up or spitting up bloody
sputum (saliva)?

OYes

OYes

OYes

OYes

OYes

OYes

O No

O No

O No

ONo

O No

ONo



	1128459
	1307479.pdf
	1307673.pdf
	1307483
	1307484
	1307485
	1307486
	1307487
	1128459
	1307488

	Blank Page
	Blank Page
	Blank Page
	Blank Page
	Untitled
	Blank Page

	PATIENT_NAME: 
	PATIENT_DOB: 
	CURRENT_DATE: 
	TB_HAD: Off
	TB_LIVING_WITH: Off
	TB_NIGHT_SWEATS: Off
	TB_FEVER: Off
	TB_APPETITE: Off
	TB_SPUTUM: Off


