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_________________________AFH
Positive TB Skin Test Follow-Up:  Signs and Symptoms Evaluation

Employee Name: ____________________________________Hire Date:______________

	
For applicants with a positive TST (TB Skin Test), they will need to have a health care professional (MD, ARNP, RN, LPN) complete this form.  

If the employee had evidence of positive TST and a previous negative chest x-ray already in hand at hire date, then they must have a signs and symptoms evaluation within 3 days of hire- no further TST or chest x-ray is needed.  

If the employee gets a TST which has a positive result after being hired in this current AFH position, they must obtain a chest x-ray within 7 days and the employee must also have the signs and symptoms evaluation performed then.  


	WAC 388-76-10275
		
	

	Tuberculosis—No testing.


The adult family home is not required to have a person tested for tuberculosis if the person has:
(1) A documented history of a previous positive skin test, with ten or more millimeters induration;
(2) A documented history of a previous positive blood test; or
(3) Documented evidence of:
        (a) Adequate therapy for active disease; or
        (b) Completion of treatment for latent tuberculosis infection preventive therapy.


	WAC 388-76-10290
		Tuberculosis—Positive test result.


When there is a positive result to tuberculosis skin or blood testing the adult family home must:
(1) Ensure that the person has a chest X ray within seven days;
(2) Ensure each resident or employee with a positive test result is evaluated for signs and symptoms of tuberculosis; and
(3) Follow the recommendation of the person's health care provider.


	Signs and Symptoms Evaluation

Only for applicants who have a documented history of a positive TST.
	YES
NO
YES
NO

Loss of appetite:	Fever:YES
NO
YES
NO

Unexplained weight loss:	Night Sweats:YES
NO
YES
NO

Fatigue:	Productive Cough:
Other:

	Evaluator’s Notes

Please enter a brief description of the exam and your findings.

	Examination Notes
	

	
	





Health Care Provider Signature: 
___________________________________________Date:_____________

Health Care Provider Printed Name and Licensure Type: _________________________________________________
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