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Ohio Mental Health and Addiction Services
Symptom Evaluation for Persons with Positive TB Skin Test Reaction (sample)
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Was a chest x-ray done to rule out active TB?
Did this individual receive isoniazid (INH) or other treatment for latent TB infection (prevention of active TB)?
If the answer is yes to Question 2, how many months did this individual take treatment?
Does this individual have any of the following symptoms:
Persistent cough (longer than three weeks)?
Night sweats?
Hemoptysis (coughing up blood)?
Unexplained weight loss?
Persistent cough (longer than three weeks)?
Does this individual understand that if any of the symptoms listed in question #5 develop before this questionnaire is completed again, facility management must be notified without delay?
5.)
1.)
2.)
3.)
4.)
Resident/Staff Member Signature
Facility Management Signature
Physician Signature
5122-33-13(I)(2)(e) General Staffing Requirements.
5122-33-18(C)(3)(a) Resident Assessments; mental health plan of care
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