
Date:  ____________ 
 
Student Name:____________________________ 
 
University ID Number:______________________ 

 

                                      Date of Birth:   Month_____ Day _____ Year_____ 
History Of Positive TB Screening Results Form     
                            

Complete This Form If You Have Ever Had A POSITIVE Tuberculosis Skin or Blood Test 
 

If you are a NEW Health Science Student and this is your first time submitting this form complete Sections A & B. 
 

If you are a CURRENT Health Science Student and need an ANNUAL TB SCREENING complete ONLY Section B. 
 

If you are an NEW International Student complete Section A & Section B. 
 

 SECTION A:                

Have You Ever Received An BCG Vaccine?         NO   YES 
Have You Ever Had A Positive Tuberculosis Skin Test (TST)?       NO   YES 
Have You Ever Had A Positive Tuberculosis Blood Test?      NO   YES 
Have You Had A Chest X-Ray Due To A Positive Tuberculosis Test?     NO   YES 
Have You Been Treated For Either Latent Or Active Tuberculosis?     NO        YES  

If “YES” Please Provide Documentation Of The Following: 
 Positive TB Test Result Date(s) 
 Chest X-Ray Report Date(s) 
 Records Of Completed Treatment (If Applicable)With Medication & Dates Taken 

 

 SECTION B:  If Any Following Symptoms In The Past Few Month, See Your Healthcare Provider             
 

Chest Pain            NO   YES 
Cough For More Than 3 Weeks         NO   YES 
Coughing Up Blood           NO   YES 
Fever             NO   YES 
Loss of Appetite           NO   YES 
Night Sweats            NO   YES 
Unexplained Weight Loss          NO   YES 
Have You Ever Had Any Known Contact With Anyone With Active Tuberculosis Disease?  NO   YES 
Have You Ever Had Any High-Risk Exposures In Homeless Shelters Or Prisons?    NO   YES 
Have You Had Any Travel Out Of The Country In The Past Two Years?    NO   YES 

If “YES”: Where, When & Length Of Stay? ________________________________________________________ 

 
Student Signature:_________________________________________________________           Date:______________ 
 
Reviewed by Health Care Provider (print): _____________________________________     Credentials:____________ 
 

Reviewed by Health Care Provider (signature): _________________________________            Date:______________ 
 
Clinic Name, Address & Phone:    OR               Clinic Stamp: 
____________________________________ 
____________________________________ 
____________________________________ 
____________________________________ 
____________________________________ 
 
 

Submit this form/documentation (.pdf scan or photo) or questions to: immunizations@healthcare.uiowa.edu 
 
Written: 11/1819 Reviewed: 4/11/199 Revised: 7/21/20, 12/19/22, 8/1/24, 6/24/25 

mailto:immunizations@healthcare.uiowa.edu

