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INDEX CASE/SUSPECT INFORMATION 
(1) Last name  First   MI  
(2) DOB  / /  
(3) Period of infectiousness from / /  to / /  
(4) Case manager’s name:       
(5) Investigator’s name (if different from case manager):        
(6) Reason for investigation: Contact  investigation  Source case investigation  Administrative, no risk 
(7) Drug resistance (check all that apply):  INH RIF EMB PZA Other:  

CONTACT INFORMATION 
(8) Last name  First name  
(9) Address  Street  Apt #  
 City  State  Zip  
(10) Phone Home  - -  Pager/mobile - -  
(11) DOB / /  (12) Age at initial investigation months / years (circle one) 
(13) Gender Male Female (14) Social security #  - -  
(15) Parent/guardian name:       

EXPOSURE INFORMATION 
(16) Date first identified by index case as a contact  / /  
(17) Time frame of exposure: ______/______/__________ to ______/______/__________ 
(18) Exposure site(s): Home Work School Jail/Prison Shelter Other:  
(19) Relationship to case  
(20) Contact is Household Out of household 
(21) Was the contact interviewed?   Yes, if yes date / /   No 
(22) Cumulative hours of exposure* hours 
 • Frequency of exposure    times per day / week / month (circle one) 
 • Duration of exposure    minutes / hours (circle one) of exposure each time 
 • Time frame of exposure    days / weeks / months (circle one) during the infectious period 
(23) Area of exposure*  Size of a car Size of a bedroom Size of a house Larger than a house 
(24) Ventilation* Closed window Air conditioning  Re-circulated air Open window Completely open to outside 
*Calculate the client’s exposure to the TB case/suspect only during the infectious period 

DEMOGRAPHIC / EMPLOYMENT INFORMATION 
(25) Ethnicity  Hispanic/Latino Non-Hispanic/Non-Latino 
(26) Race American Indian or Alaskan Native Asian, specify  
 Black or African American Native Hawaiian/ Other Pacific Islander, specify  
 White 
(27)Country of birth  U.S.A.  Non-U.S., specify:_______________________ 
(28) Date arrived into U.S. ______/______/__________ 
(29) Country of residence or refugee camp prior to entry into U.S.  
(30) Primary language  (31) Interpreter used?  Yes  No 
(32) Employed?  Yes, employed at  
  No, reason why: Student Retired Unemployed, last date of employment / /  
(33) Health insurance  No   Yes, Health Insurance Plan  
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RISK FACTORS  (Check all that apply) 
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 (34) Yes, specify   Immunosuppressive therapy  Diabetes (  Insulin)  >10% below ideal weight 
  TST converter(documented)  Excessive alcohol use  Injecting drug use 
  Abnormal CXR, c/w old TB  History of prior TB disease  Non-injecting drug use 
  Dialysis/renal failure  Gastrectomy/intestinal bypass  Cancer (Site ) 
  Other   Silicosis 
  NO MEDICAL RISK FOR TB NOTED 
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x) (35) Yes, specify Homeless shelter resident Child exposed to high risk adult Migratory agricultural worker 

 Health care employee  Long-term care facility resident Homeless not residing in shelter 
 Foreign-born in U.S.<5 years Marginally housed Homeless shelter employee 
 Long-term care facility employee Prison/jail/juvenile hall inmate Prison/jail employee 
 Other  
 NO POPULATION RISK FOR TB NOTED 
(36)  Yes, specify   Child of mother infected or at risk Hemophilia 
  Unprotected sexual contact and/or multiple sexual partners Men having sex with men  
 Blood transfusion between 1980-1985 Other:  
 NO HIV RISK FACTORS REPORTED  
(37) Were HIV services and materials offered?  Yes  No 
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(38) Highest risk (< 6 years of age, at risk for HIV infection and/ or immunocompromised)  Yes  No 
CURRENT TB SYMPTOMS (Check all that apply) 

(39) TB symptoms reviewed?  Yes, date / /  No 
(40) Symptoms  Yes, type of symptom(s) Cough Hemoptysis Night sweats Weight loss 
 Fever Chills  Loss of appetite  Persistent fatigue/malaise 
 Hoarseness Chest pain Other:  
 Date of symptom onset:______/______/__________ 
 NO TB SYMPTOMS REPORTED 

MANTOUX TUBERCULIN SKIN TEST (TST) 
(If no documentation of prior positive TST is available, a TST must be done) 

(41) Documented prior TST  No 
  Yes, date / /  Result  (mm)  Positive Negative 
(42) Documented prior completion of LTBI treatment?  No  Yes, date / /  
(43) Received BCG vaccination? No  Yes, date / /  
(44) Documented history of TB disease?  No  Yes, date / /  
(45) Current TST Information (related to current contact investigation) 
 Was a TST done? 
 No, specify reason: Refused  Prior Documented +TST Other:  
 Yes Date TST Given Date TST Read Result (mm) Retest Required Retest Date 

1st TST / /  / /   Yes  No / /  
2nd TST / /  / /   Yes  No / /  
3rd TST / /  / /   Yes  No / /  
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INTERFERON GAMMA RELEASE ASSAY (IGRA) 
(46) Was IGRA done? No  Yes, date collected:______/______/__________ 
 If IGRA  done, result :   Positive Negative Indeterminate Not done Unknown 

CHEST X-RAY 
(Record only CXR information relevant to current contact investigation) 

(47) CXR Performed? 
 No, specify:  Not Applicable  Client refused  CXR done within 3 months, record date and result under 1st CXR 
 Yes Chest X-Ray Date Chest X-Ray Result 

1st CXR ____/____/________ Normal Abnormal, cavitary Abnormal, non-cavitary consistent w/ TB 
 Abnormal, non-cavitary not consistent w/ TB 

2nd CXR ____/____/________ Normal Abnormal, cavitary Abnormal, non-cavitary consistent w/ TB 
 Abnormal, non-cavitary not consistent w/ TB 

BACTERIOLOGY 
(Record only bacteriology information relevant to current contact investigation) 

(48) Bacteriology Performed? 
 No, specify Not Applicable  Client refused 
 Yes Date Collected Specimen Type Smear Result Culture Result 
1st  Specimen ____/____/_______ Sputum  Other Positive, grade:_____  Negative Positive  Negative 
2nd  Specimen ____/____/________ Sputum  Other Positive, grade:_____  Negative Positive  Negative 
3rd  Specimen ____/____/________ Sputum  Other Positive, grade:_____  Negative Positive  Negative 

NUCLEIC ACID AMPLIFICATION TEST (NAAT) RESULT 
(49) Was a NAAT test done? No   Yes, date collected:______/______/__________ 
 If NAAT done, result:   Positive Negative Indeterminate Not done Unknown 

COMPLETION OF EVALUATION 
(Evaluation is complete when results of TST’s, CXR’s and cultures (if indicated) are final, and a decision has been made regarding whether or not treatment for LTBI will be offered.) 

(50) Evaluation completed? 

 Yes, Date completed / /  
 Indicate TB class:  (0) No TB exposure, not infected (1) TB exposure, not infected 
 (2) LTBI, no disease (3) Active TB disease, current (4) Old TB disease 
 No, why did not complete evaluation? 
   Refused interview Refused sputum collection Investigation d/c by TB Controller, date / /  
 Refused TST/IGRA Refused CXR Moved Lost to F/U Other  
(51) Contact Investigation discontinued: index case/suspect determined not to be active TB, date  / /  
(52) Evaluation provided by:  Health Department Private Medical Provider** Both 

TREATMENT FOR LATENT TB INFECTION (LTBI) / WINDOW PROPHYLAXIS 
(53) Treatment for LTBI / Window Prophylaxis recommended? 
 Yes, Medical management to be provided by:  Health Department  Private Medical Provider** 
 No, reason: Prior adequate Rx for LTBI Prior adequate Rx for TB Disease PMD** refused 
  Medically not indicated Prior Hx of adverse reaction 
 Pregnant (Defer until / / ) 
**Record the name of the PMD under Nursing Notes at the end of the form 
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LATENT TB INFECTION (LTBI) / WINDOW PROPHYLAXIS DRUG REGIMEN 
(54) Was treatment for LTBI/ Window Prophylaxis initiated? 
 No, reason:  Patient refused Died Lost Moved, records referred Other:  
 Yes, record treatment information below 
(55) Drug Dosage Frequency Duration  Start Date End Date 

INH  mg  daily bi-weekly months ____/____/________ ____/____/_______ 

RIF  mg  daily bi-weekly months ____/____/________ ____/____/_______ 

Other:_________  mg  daily bi-weekly months ____/____/________ ____/____/_______ 

CLOSURE OF TREATMENT FOR LATENT TB INFECTION (LTBI) / WINDOW PROPHYLAXIS 
(56) Directly observed therapy (DOT): 
 No Yes, specify DOT site(s): Clinic Home School Other:  
(57) Was Treatment for LTBI / Window Prophylaxis completed? 
 Yes, Reason LTBI treatment complete Final TST negative, window prophylaxis ended 
 No, Reason Contact chose to stop Adverse Reaction- contact chose to stop MD chose to stop 
 Adverse Reaction- MD advised to stop Contact moved (f/u unknown) Lost Died 
   Active TB developed Other  
(58) Number of doses taken   

NURSING NOTES 
(59) TB Clinic/Other Health Care Provider  
 **MD Name  
 MD Phone # - -  
Letters/Consults to MD 
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