
Check if the above named has had any of the following: Yes No 

NLHS0231FEB26

Previous TB skin test. If Yes, most recent date and results: DD/MM/YYYY 

Previous Posi�ve TB skin test 

Bacillus Calme�e-Guérin (BCG) Vaccine and/or scar? 

History of Ac�ve TB disease. If Yes, when?

Are you currently taking Immunosuppressing or high dose steroid medica�on? 

Tuberculosis (TB) Screening  

Employee Number:

Comments: 

Complete the following: 

Treatment for TB Infec�on/Latent TB. If Yes, when?        

Contact with a person with ac�ve TB disease within the past 2 years? 
• If yes, was any tes�ng done and/or review of symptoms?
• Describe any TB follow-up that has been done in the past:

Country of Origin/Birth Country: 

Date of Immigra�on to Canada: 

List all countries where you have traveled, length of travel, and date last traveled: 

Has the person named above experienced any of the following symptoms*: 
Bad cough for more than 2 weeks 

Coughing up blood and/or thick sputum 

Chest Pain 

Fever and/or chills  

Lack of appe�te 

Night sweats (unrelated to menopause) 

Weight loss  

Weakness or �redness 

*If any symptoms are present, the Occupa�onal Health Nurse (OHN) risk factors are present, the Occupa�onal Health Nurse (OHN) must  discuss them
with the health care worker and provide details below.  Any risk factors or symptoms must be discussed with the Occupa�onal  Health Physician (OHP).

Date:   
Employee/Student Print Name Employee/Student Signature 

OHN / Health Prac��oner Print Name OHN / Health Prac��oner Signature 

FOR OFFICE USE ONLY: 
Reason for Comple�ng:  ☐ Contact Tracing     ☐ New Hire/Rehire  ☐ New Hire/Rehire with previous posi�ve TST 

DD/MM/YYYY

DD/MM/YYYY

DD/MM/YYYY

Yes No 

DD/MM/YYYY

Date:   DD/MM/YYYY

Name:

HCN:

Date of Birth:

Occupational Health/Employee Wellness

ZONE:     Eastern  Urban   Eastern Rural Central Western Lab-Grenfell 
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