
      
 

Undergraduate Student Health Forms: Form 4  Revised 11/17/25 

Student Health Forms                                                                      Today’s Date: _____/_____/_____ 

First Name:__________________ Last Name:__________________  D.O.B. _____/____/_____ 

D.D3prouj23r5D.O.B._____mkk_________________/_____/_____ 

TUBERCULOSIS (TB) QUESTIONNAIRE AND TESTING FORM 

Country of Birth: _______________________________________             Year Arrived in the US: __________________________________ 

 PART 1: TUBERCULOSIS SCREENING QUESTIONS: TO BE COMPLETED BY INCOMING STUDENT/PARENT/GUARDIAN YES NO 

#1 Have you ever had a positive Tuberculin Skin Test (TST), TB Quantiferon test or T-Spot?  If yes, when:____________________     

#2 Have you ever had close contact with persons known or suspected to have active TB disease? 

If yes, when? ______________________ 

  

#3 Were you born in, or have you lived, worked or visited for more than one month in any of the countries listed on the next 

page titled, Appendix 2: 2025 High Incidence Country List? 

a. If yes, what country? ___________________                How long? ____________________ 

b. Reason:              Born there                  Tourist                     Work                  School                  Other 

  

#4 Have you been a resident, volunteer, and/or employee of high-risk congregate settings (e.g., correctional facilities, long-term 

care facilities, and/or homeless shelters? 

  

#5 Have you been a volunteer or health care worker who served clients who are at increased risk for active TB disease?   

#6 Have you ever been a member of any of the following groups that may have an increased incidence of inactive TB infection or 

active TB disease: medically underserved, low-income, or using drugs or alcohol? 

  

 

• If the answer to ALL of the questions above is NO, SKIP the remaining sections of this form and upload it. 

         (No Health Care Provider Signature needed.) 

• If the answer is YES to question 1 above, no additional TB testing (TST, IGRA) should be performed. HOWEVER, your healthcare provider  

         must complete PARTS 2, 3, and 4 with documentation as needed for uploading. 

• If the answer is YES to any of the questions 2-6 above, Regis College requires that you receive TB testing within the last 6 months prior to 

         the start of the program.  Please see below for further instruction, depending upon your test result. 

→NEGATIVE TEST RESULT: You can skip the remainder of this form and upload your TB test result with this form. 

→POSITIVE TEST RESULT: Your healthcare provider must complete PARTS 2,3 and 4 with additional documentation as needed,  

AND you must upload all test results with this form. 

PART 2: TB TESTING: TO BE COMPLETED BY A HEALTH CARE PROVIDER 

• TST result: should be recorded as actual millimeters (mm) of induration, transverse diameter; if no induration, write “0”. The TST interpretation 

should be based on mm of induration as well as risk factors, see interpretation guidelines below. 

                  Date Planted: _____/_____/_____     Date Read: _____/_____/_____    Result: # of mm of induration:______ 

• QUANTIFERON-TB GOLD OR T-SPOT: 

Date of Test: _____/_____/_____  Type of Test:  QuantiFERON-TB Gold Plus        T-Spot          other 

Result:  Positive        Negative          Indeterminate        Borderline (T-spot only)        

Please attach a copy of the lab report. 

• CHEST X-RAY:   

Date of Chest x-ray: _____/_____/_____  Result:  Abnormal         Normal       Interpretation:________________________________________ 

Please attach a copy of the written chest x-ray report 

 PART 3: MANAGEMENT OF POSITIVE TST OR IGRA: MEDICATION SECTION:  
TO BE COMPLETED BY A HEALTH CARE PROVIDER 

YES NO 

#1 Was the patient educated and counseled on latent tuberculosis and advised to take medication because of the positive results?   

#2 Did the patient decline treatment at this time? 

If the patient declined treatment, please provide a TB symptom review done within the past year. 

Those with a history of a positive TB test, who have not been treated for latent TB must have an annual symptom review 
with a health care provider. 

  

#3 Did the patient agree to receive treatment at this time? 

• Indicate medication(s) prescribed:     Start Date: _____/_____/_____          End Date: _____/_____/_____ 

___________________________________________________________________________________________________ 

  

PART 4: SIGNATURE OF HEALTH CARE PROVIDER 

 

Signature of Health Care Provider                                                     Printed Name                                                                     Date 
 

Mailing Address                                                                                  Office Phone                                                 Office Fax Number                     
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