Nationwide cHILDREN’S HOSPITAL

Columbus OH

medical staff office

Annual Medical Staff Tuberculosis Surveillance


 PRINTED Name:
  


Section/department:
  

Quality Assurance Information Protected by Law ORC 2305.25, 2305.251, 2305.252


type or print clearly

Please read the following questionnaire carefully and complete the form accordingly. If the questionnaire is not completed as rquired, it will be returned to you.

Direct all Tuberculosis Related Questions to:

Jodi Vinsel, Epidemiology (722-4990) or Dennis Cunningham, MD (722-4404).

All members of Nationwide children’s hospital medical staff must attest to their tuberculosis status annually by completing  Section I or Section II and signing the following questionnaire.  Individuals with a previous negative skin test result must receive a PPD intermediate mantoux – 5TU test.  Individuals who have not been tested in the last five years should receive two-step testing.  Any individual demonstrating a new conversion to positive PPD status must undergo a clinical evaluation and chest x-ray AND Section III must be completed and signed by your physician.

SECTION I. 
Please provide the following information, including date and name individual/hospital/clinic/lab, etc., who administered and read the test.  If you converted from a negative to a positive skin test Section III must be completed.  You must also notify the Nationwide Children’s Hospital Epidemiology Department at 722-4990 or Dennis Cunningham, MD at 722-4404.

Date of last TB

skin test in right arm:


Administered By:


Date read:

Read by:

(must be within the last 12 months)
Interpretation:
      
(  )Negative
(  )Positive
If positive, what was induration/mm’s:           

SECTION II.  If you have had a history of positive PPD you must complete this section.  If you answer YES to any of the questions in II(B) and NO to II(C) Below, Section III must be completed and signed by your physician. 

A.
Have you knowingly had contact with a person whom had TB during the past year?

(  )Yes
(  )No

B.
Have you experienced any of the following symptoms during the past year?


1.  persistent cough








(  )Yes
(  )No


2.  cough producing bloody sputum






(  )Yes
(  )No


3.  fever, chills








(  )Yes
(  )No


4.  night sweats








(  )Yes
(  )No


5.  prolonged fatigue








(  )Yes
(  )No


6.  unexplained loss of appetite/weight loss





(  )Yes
(  )No

C.
If you experienced any of the signs/symptoms listed above, was it determined that they were
(  )Yes
(  )No


not related to active Tuberculosis? 

D.
What was done to prove that these symptoms were not related to active tuberculosis?

If any of the listed signs or symptoms of tuberculosis occur within the next twelve months, a physician must evaluate you. 

►practitioner’s  Signature 






Date

SECTION III.  If you have recently converted from a negative to a positive skin test OR if you answered Yes to any questions in Section II (B) and NO to II(C) of this questionnaire, this section must be completed and signed by the physician who treated you.  The physician must attest to one of the following statements:

Date of last TB evaluation: ________________________________

This individual has no evidence of active tuberculosis and is aware to report to the Nationwide Children’s Hospital Department of Epidemiology, if any symptoms develop.

This individual has active tuberculosis and is being treated with appropriate therapy.   This individual knows to notify Nationwide Children’s Hospital Epidemiology Department.

►Treating Physician’s Signature 




Date

Return this form to:

Nationwide Children’s Hospital

Medical Staff Office 
Ross Hall 1st Floor
700 Children’s Drive

Columbus OH 43205

Section IV.  FOR MEDICAL STAFF OFFICE USE ONLY

I have reviewed the requested information.  The medical staff member has attested to his/her Tuberculosis status as requested.  I recommend the following:

_____
No action 

_____
Referral to Epidemiology for further evaluation

_____
Summary Suspension due to documented active Tuberculosis

►Section/Department Chief’s Signature






Date

Return form to:

Nationwide Children’s Hospital
Medical Staff Office
Ross  Hall 1st Floor
700 Children’s Drive

Columbus OH 43205

