
                                                                                              
  Volunteers 

             
        

CENTRAL BAPTIST HOSPITAL 
EMPLOYEE HEALTH  

BIOGRAPHIC INFORMATION 
 
 

Date:  _______________    Department:  _______________________________ 
 
 
     Agency_____________________________________ 
 
SS # ______________________________________________ 
 
 
Date of birth: ____________________________ 
 
 
Sex: _________ 
 
 
 
Full Name: ______________________________________________________________ 
   
 
_______________________________________________________________________ 
  Address 
 
 ______________________________      __________     __________________ 
   City                                                              State.                   Zip 
  
 
Phone #___________________________________________ 
 
 
 
ALLERGIES: 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



VOLUNTEER 

CENTRAL BAPTIST HOSPITAL 

EMPLOYEE HEALTH SERVICE 

TUBERCULOSIS SKIN TESTING-INTERMEDIATE MANTOUX 
 

Name: ______________________________________EMPID#_______________________ Dept_________________ 
 
_____Pre-employment ___2-step ____ Annual _____  Q6M        _____ Post exposure  
    It is the policy of Central Baptist Hospital to provide Tuberculosis Screening to all employees.  Compliance with TB screening is important to the safety and  
well-being of all employees and patients and is a condition of continued employment.   
 
Results may be faxed to 260-4127.  If faxing please call office 6503 to make sure fax was received. 
Contact  the Employee Health Nurse with any health questions or concerns 

If results are not received by the Employee Health Office, you will be considered not in 
compliance and will not be allowed to report for work  

 

Your TB skin test needs to be read on      MON TUE WED THUR  FRI SAT SUN          Time_______________       
Come to the Employee Health office between  7:30am-6pm M-F for TB reading 
Tb skin test can be read by the following staff only: Employee Health; Infection Control;  
Nurses in ER and Radiology; Nurse Educators; Clinical House Supervisors; Directors of Clinical Units 
---------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------- 
Immunosuppressed or on Steroid therapy?     Yes  No  

  
Date Given:___________________ Test  Given by:________________________________ Title_________ Dept______________________  
 
Location :        ( ) Right Forearm  ( )  Left Forearm  Lot  #___________________________________ 
 

*******************************************TB skin test must be read at 48 to 72 hrs*********************************************** 
 

Date Read: ___________________ Test Read By:_____________________________________   Title_________ Dept____________________ 
 
Test results ___________mm of induration     Next due date____________________________ 
 
Comments___________________________________________________________ 
________________________________________________________________________________________________________________________ 
If you have had a documented positive TB skin test, or have been medically deferred from taking the TB skin test, 
please complete this section and return the form to the Employee Health Office.\ 
 

ANNUAL TB SYMPTOM QUESTIONNARE 
 

I have taken INH in the past    YES  NO 
Since you cannot be tested, it is important for you to recognize and report the following symptoms of active tuberculosis infection.  Please check any 
symptoms you have experienced below 
 
Prolonged Loss of Appetite   φ YES  φ NO 
Unexplained Weight Loss   φ YES  φ NO 
Unexplained Fever/Chills   φ YES  φ NO 
Night Sweats    φ YES  φ NO 
Shortness of Breath    φ YES  φ NO 
Persistent New Cough Longer Than 3 Weeks φ YES  φ NO 
Coughing Up Blood    φ YES  φ NO 
Unexplained Chest Pain   φ YES  φ NO 
Unusual Fatigue or Weakness   φ YES  φ NO 
Chronic Hoarseness    φ YES  φ NO 
I understand that if I develop any of the above symptoms, I will promptly report  to the Employee Health Nurse. 
 
Employee Signature:______________________________________________ Emp ID #___________________     Date:______________________  


