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Annual tuberculosis control clinical questionnaire

STUDENT SELF-REPORT
Student name ___________________________________
  UID _________________________  
	Have you had any 
unexplained change in your 
respiratory status?
	Yes
	No
	If yes, give details:

	Unexplained cough lasting 3 or more weeks that may produce discolored or bloody sputum
	
	
	

	Shortness of breath
	
	
	

	Chest pain
	
	
	

	Pain with breathing or coughing (pleurisy)
	
	
	


	Do you have any of the 
following symptoms?
	Yes
	No
	Comments?/Explanations

	Unintended weight loss
	
	
	

	Unexplained loss of appetite
	
	
	

	Unexplained fever
	
	
	

	Unexplained night sweats
	
	
	

	Unexplained chills
	
	
	

	Any other unexplained changes in personal health status?  If yes, please explain
	
	
	


I verify the above information is accurate.

Date                                          
Student Signature   ______________________________________
Please upload this form into the student compliance system.
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