[ REQUIRED IMMUNIZATIONS | REQUIREMENT (MM/DD/YYYY) [ REQUIRED FOR:

Page lof 3 Revised 12/21/21 LW



RECOMMENDED RECOMMENDED (MM/DD/YYYY) RECOMMENDED FOR
IMMUNIZATION

Page 2 of 3



TUBERCULOSIS RISK ASSESSMENT - TO BE COMPLETED BY A HEALTHCARE PROVIDER
Tuberculosis (TB) Screening
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	KSU ID#: 00                                           Cell Phone:                                                    Email:
	Name (Last, First, Middle):
	Address:                                                                                 City:                                        State:              Zip Code:
	Country of Birth:                                                                  Birth Date:
	Name (Last, First, Middle):
	TUBERCULOSIS RISK ASSESSMENT – TO BE COMPLETED BY A HEALTHCARE PROVIDER
	☐ Yes ☐ No  Birth, travel, or residence in a country with an elevated TB rate for at least 1 month
	 Includes any country other than the United States, Canada, Australia, New Zealand, or a country in western or northern Europe
	 If resources require prioritization within this group, prioritize patients with at least one medical risk for progression (see the California Adult Tuberculosis Risk Assessment User Guide for this list).
	 Interferon Gamma Release Assay is preferred over Tuberculin Skin Test for non-U.S.-born persons ≥ 2 years old
	☐ Yes ☐ No  Immunosuppression, current or planned
	HIV infection, organ transplant recipient, treated with TNF-alpha antagonist (e.g., infliximab, etanercept, others), steroids (equivalent of prednisone ≥15 mg/day for ≥1 month) or other immunosuppressive medication
	☐ Yes ☐ No  Close contact to someone with infectious TB disease during lifetime
	IF you checked YES to any of the previous TB screening questions, then the student needs a TB skin test or IGRA.
	Tuberculosis Screening
	☐No past hx of + PPD or IGRA:

	Name (Last, First, Middle):



