RHODE ISLAND DEPARTMENT OF HEALTH

ke

SLE DIVISION OF DISEASE PREVENTION AND CONTROL
SNy TB PROGRAM, Cannon Building, 3 Capital Hill, Room 106, PROVIDENCE, Rl 02908
R TEL: (401) 222-2577 FAX: (401) 222-2478

CONFIDENTIAL REPORT FOR ACTIVE AND SUSPECT TUBERCULOSIS CASES
Mail or fax fully completed report on confirmed and suspected cases of TB within 4 days of recognition

DEMOGRAPHICS

Name (Last, First, Middle):

Street/Apt: DOB (mm/dd/yyyy)

City: Phone 1:

State/Zip: Phone 2:

Ethnicity: Race: (select one or more)
[ Hispanic or Latino [0 American Indian or Alaska Native
[J Not Hispanic or Latino O Asian: Specify

Country of birth: [ Black or African American

dus [0 Native Hawaiian or Other Pacific Islander: Specify

O Not U.S.: Specify O White

Month-Year arrived in U.S.: (mm/yyyy) / Sex at birth: [0 Male [ Female

Country of birth for primary guardian(s):
Guardian 1
Pediatric TB patients (<15 years old) Guardian 2

Patient lived outside the U.S. for >2 months? [ Yes O No O Unknown

If YES, list countries:

DISEASE INFORMATION

O TB Symptoms [0 Employment/Administrative Testing

Primary reason

. [ Contact Investigation [ Incidental Lab Result
evaluated for disease

[ Targeted Testing [0 Unknown
[ Health Care Worker

[0 Abnormal Chest Radiograph (consistent with TB) [0 Immigration Medical Exam

Previous TB diagnosis [ Yes O No If YES, enter year of previous TB diagnosis (yyyy):

If DEAD, enter date of death: (mm/dd/yyyy) / /

Status at TB diagnosis [ Alive [ Dead

If DEAD, was TB a cause of death? (select one) [ Yes O No

O Unknown

Site of TB disease (select all that apply)

[ Pulmonary [ Lymphatic: Axillary [0 Bone &/or joint O Other:

[ Pleural [0 Lymphatic: Other [0 Genitourinary

[0 Lymphatic: Cervical [0 Lymphatic: Unknown [0 Meningeal
[J Lymphatic: Intrathoracic [J Laryngeal [ Peritoneal

Sputum smear [0 Positive [ Negative O Pending [ Not Done

Sputum culture [ Positive [ Negative O Pending [d Not Done

Smear/pathology/cytology of

tissue and other body fluids [ Positive [ Negative O Pending [J Not Done

Site of specimen(s):
Type of exam: [] Smear

[ Cytology

Culture of tissue and other
body fluids

O Positive [ Negative [ Pending [J Not Done Site of specimen(s):

Nucleic acid amplification

test results [0 Sputum

[ Indeterminant O Other:

O Positive [ Negative [J Pending [ Not Done Site of specimen(s):

Initial chest radiograph and other chest imaging study

Initial chest radiograph (select one):
[0 Normal [ Abnormal* (consistent with TB) [0 Not Done [0 Unknown
* For ABNORMAL initial chest radiograph: Evidence of a cavity (select one): [ Yes
Evidence of miliary TB (select one): [J Yes

O No
[ No

O Unknown
[ Unknown

Initial chest CT scan or other chest imaging (select one):
O Normal [ Abnormal* (consistent with TB) [0 Not Done [0 Unknown
* For ABNORMAL initial CT scan or imaging: Evidence of a cavity (select one): [ Yes
Evidence of miliary TB (select one): [ Yes

O No
[ No

O Unknown
[ Unknown
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Name of Case/ Suspect (This is so we can match the second page of the report to the first page for the reports that are faxed to the TB Program)

Last Name:

First Name:

Tuberculin skin test at diagnosis

O Positive

[0 Negative [ NotDone [ Unknown
Date Tuberculin Skin Test (TST) Placed: (mm/dd/yyyy) / /
Millimeters (mm) of induration:

Interferon gamma release assay [ Positive [ Negative [1NotDone [ Unknown [0 Indeterminant
for Mycobacterium tuberculosis Date Collected: (mm/dd/yyyy) / /
at diagnosis Test type:
RISK FACTOR INFORMATION
Resident of correctional facility [ No If Yes: O ACI [ Training School [0 Wyatt Detention Facility
at time of diagnosis O Yes
O No If Yes: O Nursing Home [ Residential Facility O Alcohol/Drug Treatment

Resident of long-term care

facility at time of diagnosis O es Facility Facility
y B [ Hospital-based ] Mental Health [J Other Long-Term Care
Facility Residential Facility Facility
Homeless within past year O No O Yes Non-injecting drug use within past year O No O Yes
Excess alcohol use within past year O No O Yes Injecting drug use within past year O No O Yes

Primary occupation within the
past year (select all that apply)

[ Health Care Worker
[0 Correctional Facility Employee
[J Migrant/Seasonal Worker

[ Other Occupation
[J Unemployed
[ Retired

[J Not Seeking Employment (e.g. student,
homemaker, disabled person)

Additional TB risk factors (select all that apply)
[ Contact of MDR-TB Patient (2 years or less)

[ Contact of Infectious TB Patient (2 years or less)

[J Missed Contact (2 years or less)
[ Incomplete LTBI Therapy
[0 TNF-o Antagonist Therapy

[ Post-organ Transplantation

[ Diabetes Mellitus

[J End Stage Renal Disease

[0 Immunosuppression (not HIV/AIDS)
[ Other Specify
[ None

Immigration status at first entry to the U.S. (select one)

[0 Immigrant Visa [J Refugee [J Not Applicable
[0 Student Visa [0 Asylee or Parolee e  “U.S-born” (or born abroad to a parent who was a U.S. citizen)
[0 Employment Visa [ Other Immigration Status e Bornin 1 of the U.S. Territories, U.S. Island Areas, or U.S. Outlying
[ Tourist Visa [J Unknown Areas
[J Family/Fiancé Visa
MEDICATION INFORMATION
Comments/Clarifications on Patient, Diagnosis, Meds
Date therapy started (mm/dd/yyyy) / /
Isoniazid ONo [OYes: Dose mg.
Rifampin ONo [OYes: Dose mg.
Pyrazinamide ONo [OYes: Dose mg.
Ethambutol ONo [OYes: Dose mg.
Streptomycin O No [ Yes: Dose mg.
Other: Dose mg.
Other: Dose mg.
Other: Dose mg.
REPORTING INFORMATION
Reported by: Telephone number of reporter:

Physician caring for patient:

Telephone number of physician:

Reporting facility:

Date of report: / /
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