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[bookmark: _GoBack]TB SCREENING QUESTIONNAIRE
	
Name of Client:	_________________________________
	
Gender:	_________________________________

Age:	_________________________________

Employee Number:	_________________________________

Date:	_________________________________



	
Please Tick [ √ ] the Applicable Box	
	
Yes
	
No

	
Do you have a cough?
	
	


	
Do you have a fever (When you touch your forehead, does it feel hot?)
	
	


	
Are you sweating more than usual at night?
	
	


	
Have you been losing weight without trying?
	
	


	
Are you at high risk of TB: (Do you live with someone who has TB, or you had TB in the last two years?)
	
	


	If you had TB in the last 2 years, did you complete treatment?
	
	

	
Do you have chest pains, fast breathing and/ or difficulty in breathing
	
	


	
Are you struggling with tiredness
	
	


	Do you agree that the answers you provided are correct and you give Unisa Campus Health Clinic permission to contact you if needed for either referral of for follow up
	
	



                   SELF-SCREENING NUMBER TO DIAL IN LINE WITH (NDOH) IS:
                                *134*832*5#
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