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Risk Assessment Questionnaire
(for pre-K, K-12 schools and community college employees, volunteers and contractors)

o Use of this questionnaire is required by California Education Code sections 49406 and 87408.6, and Health and
Safety Code sections 1597.055 and 121525-121555.

» The purpose of this tool is to identify adults with infectious tuberculosis (TB) to prevent them from spreading
disease.

¢ Do not repeat testing unless there are new risk factors since the last negative test.

¢ Do not treat for latent TB infection (LTBI) until active TB disease has been excluded:
For individuals with signs or symptoms of TB disease or abnormal chest x-ray consistent with TB disease, evaluate for active TB disease
with a chest x-ray, symptom screen, and if indicated, sputum AFB smears, cultures and nucleic acid amplification testing.
A negative tuberculin skin test (TST) or interferon gamma release assay (IGRA) does not rule out active TB disease.

Name of Person Assessed for TB Risk Factors:

Assessment Date: Date of Birth:

History of Tuberculosis Disease or Infection (Check appropriate box below)

If there is a documented history of positive TB test or TB disease, then a symptom review and chest x-ray (if none performed in
the previous 6 months) should be performed at initial hire by a physician, physician assistant, or nurse practitioner. If the x-ray
does not have evidence of TB, the person is no longer required to submit to a TB risk assessment or repeat chest x-rays.

No (Assess for Risk Factors for Tuberculosis using box below)

TB testing is recommended if any of the 3 boxes below are checked

One or more sign(s) or symptom(s) of TB disease
TB symptoms include prolonged cough, coughing up blood, fever, night sweats, weight loss, or excessive fatigue.

‘:I Birth, travel, or residence in a country with an elevated TB rate for at least 1 month
Includes countries other than the United States, Canada, Australia, New Zealand, or Western and North European countries.

Interferon gamma release assay (IGRA) is preferred over tuberculin skin test (TST) for non-US-born persons.

Close contact to someone with infectious TB disease during lifetime

Treat for LTBI if TB test result is positive and active TB disease is ruled out

AThe law requires that a health care provider administer this questionnaire. A health care provider, as defined for this purpose, is any
organization, facility, institution or person licensed, certified or otherwise authorized or permitted by state law to deliver or furnish health
services. A Certificate of Completion should be completed after screening is completed (page 3).
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Concenfra Concentra Occupational Med Ctrs-CA TBRSK -1

22840 Soledad Canyon Rd Saugus, CA 91350
Phone: (661) 799-1776 Fax: (661) 799-1775 Service Date:

TB Risk Assessment / Evaluacion de riesgo de TB

Patient Name:

Date of Birth: Employee IDIAlternative ID:

Nombre del paciente; Fecha de nacimiento; 1D del empleadofalternativa:

Please indicate reason for visit / Indigue el motive de la visita:

[] New Hire / Nuavo empleadc [} Annual Screening / Evaluacién anual

YES/ NO/ Please answer the questions helow for your TB Risk  Responda las preguntas de abajo para su evaluacién de
st NO Assessment, riesgo de TB ({tuberculosis).
1. Do you currently have ANY of the following symptoms? ¢ Tiene actualmente ALGUNOQ de estos sinfomas?
|:| O +  Cough lasting for more than 3 weeks + Tos que dura mas de 3 semanas
O O +  Coughing or spitting up blood +« Sangre al toser o escupir
| |:| +  Unexplained weight loss + Pérdida de peso inexplicable
|:| | » Drenching night sweats or fever for more than 2 +  Sudoracién nocturna intensa o fiebre durante mas
weeks de 2 semanas
O O = Loss of appetite for more than 2 weeks = Pérdida del apetito durante mas de 2 semanas
o O « Hoarseness « Ronquera
O 0O = Chesl pain = Dolor en el pecho
[ 0O 2 Haveyouhada prior POSITIVE TB Skin test or POSITIVE s Alguna vez ha tenido un resultado POSITIVO en una
TB Blood test? prueba culdnea o un andlisis de sangre de deteccién de TB?
If YES, please provide us with a copy of that Si respondid que si, denos una copia de esa
documentation and the following information: decumentacién y la siguiente informacién:
O O If YES, have you completed treatment for TB Si respondié que si, ;completd el tratamiento para la
infection? infeccién de TR?

Date of positive TB test / Fecha de la prueba de deteccién de TB positiva:
Date of last chest X-ray/ Fecha de 1a tltima radiografia de torax:

. Have you lived or traveled for more than 1 monthin a ¢ Ha vivido o estado durante mas de 1 mes en un pais que
country with a high TB rate? tenga una tasa aita de TB?
{(Any country other than United States, Canada, Australia, New {Cualquier pais que no sea Estados Unidos, Canadd, Austraia,
Zealand, and countries in Northem or Western Europe). Nueva Zelanda a un pais del narte u ceste de Europa)
If annuat Risk Assessment, onlymark YES if you have Si se trata de una evaluacién de riesge anual, solo
traveled since your last TB test. marque la opcién “Si” si ha viajado después de su itima

prueba de deteccion de TB,

. Are you currently immunosuppressed 2 Esta actualmente inmunodeprimido o fiene algidin
{immunocompromised) or have planned tratamiento inmunosupresor planificado?
Immunosuppression? Esta incluye tener una infeccidn por VIH, ser receptor de un

This includes HIV infectian, argan transplant recipient, treatment  trasplante de drgana, o recibir tratamiento con antagonistas del TNF-
with TNF-alpha antagonist {e.g., infliximab, etanercept, or other) alfa (par ejemplo, infliximab, etanercept u otros), estercides crénicos

chronic steroids {equivalent of pradnisone 2 15 mg/day for 2 1 (equivalente a 15 mg o més de prednisone al dia durante 1 mes o
manth) or other immunasuppressive medication. mas iempa) U atro medicamento inmunosupresor.

If annual Risk Assessment, only mark YES if this 5i se trata de una evaluacion de riesgo anual, sole
happened since your last TB test. marque la opcion “SI” si esta condicién se dio después

de su Gltima prueba de deteccion da TB.

. Have you had close contact with semeone who has had ¢, Ha tenido contacto estrecho con alguien que haya tenido la

infectious TB disease since your last TB test? enfermedad infecclosa de TB desde su Uliima prueba de
if annual Risk Assessment, only mark YES if this detecclon de TB?
happened since your last TB test. Si se trata de una evaluacion de riesgo anual, solo

marque la opcion “S[” si fue después de su Gltima
prueba de deteccion de TB.

Signature of Patient/Guardian: Date:

Firma del pacienteftutor Fecha

TBRSK -1
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Certificate of Completion
Tuberculosis Risk Assessment and/or Examination

To satisfy job-related requirements in the California Education Code, Sections 49406 and
87408.6 and the California Health and Safety Code, Sections 1597.055, 121525, 121545 and
121555,

First and Last Name of the person assessed and/or examined:

Date of assessment and/or examination: mo./ day/ yr.

Date of Birth: mo./ day/ yr.

The above named patient has submitted to a tuberculosis risk assessment. The patient
does not have risk factors, or if tuberculosis risk factors were identified, the patient has
been examined and determined to be free of infectious tuberculosis.

X

Signature of Health Care Provider completing the risk assessment and/or examination

Please print, place label or stamp with Health Care Provider Name and Address (include
Number, Street, City, State, and Zip Code):

5/06/20
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Concenira
Employer Services Patient Information

About You
Reason for Today’s Visit

f Injury care f Physical exam f DOT (CDL) certification f Drug screen E Other:

TB Risk Assessment

Last name: First name: Middle initial: _
Address: Apartment number: City: State: ZIP:

Home phone: Work phone: Cell phone:

| Male [ Female | Single | Married

Email address: Concentra may send a detailed email: f Yes f No

For security of your records, all emails containing protected health information (PHI) are sent encrypted.

About Your Employer
Employer Requesting Services

College of the Canyons Location/store number:

Suite number: _______ City: Valencia State:

Company name:

26455 Rockwell Canyon Rd.

CA 91355

Address: ZIP:

Is your employment arranged through a temporary hire agency? f Yes E No

Name of agency: Agency phone:

Notice of Privacy Practices

Your name and signature below indicates that you have been made aware of Concentra’s Notice of Privacy Practices (NOPP) on the date
indicated. You understand that the NOPP is posted in the center and a copy will be provided to you if you request it. If this is your first date
of service with Concentra, please indicate this to the front desk receptionist and he/she will provide you a copy of the NOPP. If you have
any questions regarding the information in Concentra’s Notice of Privacy Practices, contact Concentra’s Privacy Office at 800-819-5571 or
privacyoffice@concentra.com.

Name: (please print) Date notice received:
Signature: Date:
Consent

(If you are ONLY here for a Department of Transportation drug screen or breath alcohol test, skip this section. For all other
services, please complete.)

The information provided is correct to the best of my knowledge. | will not hold Concentra, its health provider, or its employees responsible
for any errors or omissions that | may have made in completing the information on this form.

Signature: Date:

| give permission to Concentra to perform the following services that the physicians and other non-physician providers and assistants may
deem to be necessary: (a) medical, surgical, and diagnostic (e.g., including but not limited to x-rays, blood draws, and laboratory tests)
processes, treatments, and procedures; (b) administration of injections, medications, and immunizations (with immunizations to occur
after my receipt of any applicable vaccine information statements (“VIS” or “VISs”); and (c) completion of medically appropriate tests for
communicable and other diseases.

Signature: Date:

©Concentra® 2020. All rights reserved. Page 1 of 1



Concenira

Employer Services-Authorization For Disclosure

of Protected Health Information (PHI) HIPAA Release

SERVICIOS DEL EMPLEADOR: AUTORIZACION PARA DIVULGAR INFORMACION PROTEGIDA DE
SALUD (PHI) CONFORME A LA PUBLICACION DE LA HIPAA

| authorize Concentra to use and disclose protected health information (PHI) from the record(s) of (Autorizo a Concentra a utilizar y divulgar
la informacion protegida de salud (PHI) de los registros de):

Patient’s Name: Birthdate:
Nombre del paciente: Fecha de nacimiento:

Purpose of Disclosure (PROPOSITO DE LA DIVULGACION)
[=] Other/Otro

Confirmation of Who May Receive Copies of Your Records (CONFIRMACION DE QUIEN PUEDE RECIBIR
COPIAS DE SUS REGISTROS)

Employer or Entity Name (Nombre del empleador o entidad): College of the Canyons
Address/Direccion: 26455 Rockwell Canyon Rd.  city/Ciudad: Valencia  state/Estado: CA  zIPICédigo postal: 91355

Fax Number: -~ - Confirmation Telephone Number:
Numero de fax: Numero de teléfono de confirmacion:

In Connection With This Authorization (RELACIONADO CON ESTA AUTORIZACION):

* | understand that if the person or entity that receives the above information is not a health care provider or health plan covered by
federal privacy regulations, the information described above may be re-disclosed by such person or entity and will likely no longer be
protected by the federal privacy regulations.

Entiendo que, si la persona o entidad que reciba la informacién anterior no es un proveedor de atencién médica o un plan de salud cubierto por las
regulaciones federales de privacidad, dicha persona o entidad puede volver a divulgar la informacion descrita anteriormente y esta ya no estara
protegida por las regulaciones federales de confidencialidad.

» lunderstand that | may revoke this authorization at any time, except to the extent that action has already been taken by Concentra, by
providing a written request to the Center where my care was provided.
Comprendo que puedo revocar esta autorizacion en cualquier momento, excepto hasta donde Concentra ya haya implementado esa medida, al
proporcionar una solicitud por escrito al Centro donde recibi atencién médica.

« | understand that Concentra may not deny treatment if | do not complete this authorization form but may deny services when the
services are only to create PHI for disclosure to a third party.
Entiendo que Concentra no puede negarme el tratamiento si no completo este formulario de autorizacion, pero puede denegarme los servicios
cuando estos solo sirvan para generar PHI y compartirla con un tercero.

« | have a right to not sign this authorization or to limit the information | authorize to be disclosed to the minimum necessary, however,
refusal to sign this authorization or to limit disclosure of my PHI may violate a condition of employment or prospective employment.
Tengo derecho a no firmar esta autorizacion o a limitar al minimo necesario la informacién que autorizo a divulgar; sin embargo, si me rehdso a
firmar esta autorizacién o limito la divulgacién de mi PHI, puedo infringir una condiciéon de empleo o de empleo potencial.

* | may revoke this authorization at any time, but | must do so by submitting a written notice to the Concentra center where | received
services. However, if | am here for a work-related visit that is subject to Workers’ Compensation, under some state laws | am not
allowed to revoke this authorization.

Puedo revocar esta autorizacién en cualquier momento, pero debo hacerlo mediante el envio de un aviso por escrito al Centro de Concentra
donde recibi los servicios. Sin embargo, si estoy aqui por una visita relacionada con el trabajo, esta se encuentra sujeta a la Compensacion de
trabajadores, bajo algunas leyes estatales, y no se me permite revocar esta autorizacién.

©Concentra® 2020. All rights reserved.
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Employer Services-Authorization For Disclosure of Protected Health Information (PHI) HIPAA Release

Concenira

| have a right to receive a copy of this authorization (Tengo derecho a recibir una copia de esta autorizacion.)

Patient’s Signature/Date: or/o Signature of Patient’s Representative/Date:

Firma del paciente/Fecha Firma del representante del paciente/Fecha

Printed Name of Patient’s Representative Explanation of your legal right to sign for the patient
Nombre en letra de molde del representante del paciente Explicacion de su derecho legal para firmar por el paciente

* For HIPAA questions related to this form, please contact the Concentra Privacy Office at 1-800-819-5571.
Para hacer preguntas de la HIPAA relacionadas con este formulario, comuniquese con la Oficina de privacidad llamando al 1-800-819-5571.

©Concentra® 2020. All rights reserved.
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