
California School Employee Tuberculosis (TB)
Risk Assessment Questionnaire 

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

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) 

 Yes
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.

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

^The 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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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): 
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Employer Services Patient Information

About You 
Reason for Today’s Visit
       Injury care	        Physical exam	      DOT (CDL) certification	        Drug screen	        Other: �

  Date of birth (MM/DD/YYYY): 

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:	      Yes	        No

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

About Your Employer 
Employer Requesting Services
Company name: 	   Location/store number: 

Address: 	   Suite number: City: 		    State: 	   ZIP:  �  

Is your employment arranged through a temporary hire agency?	        Yes	        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. I will not hold Concentra, its health provider, or its employees responsible 
for any errors or omissions that I may have made in completing the information on this form.
Signature:   Date: 

I 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: 

✔ TB Risk Assessment

College of the Canyons

26455 Rockwell Canyon Rd. Valencia CA 91355

✔



� � � � � � � � � � 	 
 � 
 � � 
 � � � � � � � � � � � � � � � � �� � � � � � � � � � � �
HIPAABLNG 1 

� � � � � �  ! � " # $ � % & ' ( ) * + , - # # . # # / . � 0
1 2 3 4 5 6 5 7 1 8 2 9 2 : ; 9 2 < 8 7 3 = < > ? 7 3 5 @ < 6 5 A B ; < 3 < 8 5 4 > 9 C < 3 5 B D 7 3 : < 6 5 A B ; 3 7 ? 2 C 5 8 < 8 21 < 9 > 8 E ; F 5 G 6 7 B D 7 3 : 2 < 9 < ; > H 9 5 6 < 6 5 A B 8 2 9 < F 5 ; < <I J K L M N O P Q R S N T U R T L O J L N K V R J T W W P V U X N V R Y O N L R U L R W M R J X L M P T Z N O [ J L P N T \ ] ^ X _ Z O N [ L M R O R U N O W \ V _ N Z \ ` a b c d e f c g h c i j k i b d g g a b e l e f g d m n e o a l p g dl g e i q c d r g j e s i t d c b k p e n g n k u g l a n v w x y z n k l c u d k p e u b d c u n k z {| } ~ � � � ~ � � � } � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � ~ � � } ~ � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � �� � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � �� � �   ¡ ¢ £ ¡ ¤ ¥ ¦ ¢ § ¨ ¡ ¢ � � £ © ª « ¬ ª ­ ® ¯ ° ¬ ± ² ³ ´ ± ¯ µ ¶ ³ · ´ ¸ ¯ ­ ¹ º» ~ � � � ¼ » ~ � ½¾ ¡ ¿ ¤ ¦ � À Á Â ¦ ¡ ¿ ¡ ¤ Ã Ä ¡ Å Á Æ Ç £ § £ ¦ È £ ¾ ¡   ¦ £ ¢ ¡ ¤ É ¡ � � Ç £ § ¡ � Ê ¢ © ¸ ¬ ¹ Ë ¯ « Ì ´ ¸ ¯ ­ ¹ ± ² Í ¶ ¯ Î ¹ ª ¶ ² ± ² « ² ¸ ¯ Ï ¯ «¸ ¬ ª ¯ ´ ® ± ² ® ¶ ® « ² · ¯ ® ° « ¬ ® ºÐ � Ñ Ò ½ Ó � � ½ � Ð � ~ � ~ Ó � } � � Ô � � � � � � � � � � � � � � � � � � � � � � � � � � Õ �Ö � � � � � � ¼ × � � � � � � Ø � � Ù � ~ Ó ¼ Ú � Û � � � � Ü ~ } ~ � ¼ Ý Þ � � � � � ß à | ¼ Ú Ø � � á � � � Þ � � � �â } ã � ä � å � � � Ù ½ � æ � � � } ~ � ½ � ç � Ò � Ñ � ½ � � � ä � å � � �� è � � � � � � é � ê � � è � � � � � � � � � ë é � � � � � � � � é � � � � � � Ø � �ì 3 2 9 < 6 5 7 B < 8 7 6 7 B 2 1 ? < < > ? 7 3 5 @ < 6 5 A B G =í I K T W R O V L J T W L M J L P Z L M R Y R O V N T N O R T L P L î L M J L O R U R P ï R V L M R J ð N ï R P T Z N O [ J L P N T P V T N L J M R J X L M U J O R Y O N ï P W R O N O M R J X L M Y X J T U N ï R O R W ð îZ R W R O J X Y O P ï J U î O R ñ K X J L P N T V ò L M R P T Z N O [ J L P N T W R V U O P ð R W J ð N ï R [ J î ð R O R ó W P V U X N V R W ð î V K U M Y R O V N T N O R T L P L î J T W ô P X X X P õ R X î T N X N T ñ R O ð RY O N L R U L R W ð î L M R Z R W R O J X Y O P ï J U î O R ñ K X J L P N T V ö÷ ø ù ú û ø ü ý þ ÿ û � � ú � � � û � � ý ø � ý û ø ù ú ü � ü þ ÿ û � û � ú � � � � ú ø � ý � 	 � � ú 
 ø � ø ù û � ú ý � ø ý û � ÿ ø � � ý � û û ü ý � ü û � ù û ø � ú 
 ø 	 � ü ú � � ý ÿ ø � � � ø ü û � � � ÿ ü � ÿ � ú û � ù ý � ý � � � �� û 
 ÿ � � � ú ý ø û � � û ü û � � � û � ü û � � ú � � � ú ü � ü � ü ú � � � � û � � ý ø � ý û ø ù ú ü � ü � ÿ û ü û � ý � � û � � ü ú � ÿ � 
 � � � � ú ø � ý � 	 � � ú 
 ø ü û � � � ú ù � � ø ù û � ú ý � 	 û ø ù û � û � ù � � � ø ý û � ù � � �� � ý ù û 
 ú ü � � ý � � � � � û 
 ÿ � � � ú ý ø û � � û ü û � � � û � ü û � ý ø � ú ü û ø � ú � � ú ü � ü �í I K T W R O V L J T W L M J L I [ J î O R ï N õ R L M P V J K L M N O P Q J L P N T J L J T î L P [ R ò R � U R Y L L N L M R R � L R T L L M J L J U L P N T M J V J X O R J W î ð R R T L J õ R T ð î S N T U R T L O J ò ð îY O N ï P W P T ñ J ô O P L L R T O R � K R V L L N L M R S R T L R O ô M R O R [ î U J O R ô J V Y O N ï P W R W ö� ý 	 � � û ø ü ý þ ÿ û � ÿ û ü ý � û � ý � � � û � ù � � ÿ ù ý � ú � � � ú 
 ø û ø � ÿ � � þ ÿ ú û � 	 ý 	 û ø ù ý � û � � û � ù ý � � � ù � ü ý ø ü û � ý ø � û ø ù � � � � � � � � ú 	 � � û 	 û ø ù � ü ý û � � 	 û ü ú ü � � � �� � ý � ý � � ú ý ø � � ÿ ø � � ý � ú � ú ù ÿ ü � ý � û � � � ú ù ý � � � û ø ù � ý ü ý ø ü û � û � ú � � � ù û ø � ú 
 ø 	 � ü ú � � �í I K T W R O V L J T W L M J L S N T U R T L O J [ J î T N L W R T î L O R J L [ R T L P Z I W N T N L U N [ Y X R L R L M P V J K L M N O P Q J L P N T Z N O [ ð K L [ J î W R T î V R O ï P U R V ô M R T L M RV R O ï P U R V J O R N T X î L N U O R J L R ] ^ I Z N O W P V U X N V K O R L N J L M P O W Y J O L î ö÷ ø ù ú û ø ü ý þ ÿ û � ý ø � û ø ù � � ø ý � ÿ û ü û ø û 
 � � 	 û û � ù � � ù � 	 ú û ø ù ý � ú ø ý � ý 	 � � û ù ý û � ù û � ý � 	 ÿ � � � ú ý ü û � ÿ ù ý � ú � � � ú 
 ø � � û � ý � ÿ û ü û ü û ø û 
 � � 	 û � ý � � û � � ú � ú ý �� ÿ � ø ü ý û � ù ý � � ý � ý � ú � � � ø � � � � 
 û ø û � � � � � � � � ý 	 � � � ù ú � � � � ý ø ÿ ø ù û � � û � ý �í I M J ï R J O P ñ M L L N T N L V P ñ T L M P V J K L M N O P Q J L P N T N O L N X P [ P L L M R P T Z N O [ J L P N T I J K L M N O P Q R L N ð R W P V U X N V R W L N L M R [ P T P [ K [ T R U R V V J O î ò M N ô R ï R O òO R Z K V J X L N V P ñ T L M P V J K L M N O P Q J L P N T N O L N X P [ P L W P V U X N V K O R N Z [ î ] ^ I [ J î ï P N X J L R J U N T W P L P N T N Z R [ Y X N î [ R T L N O Y O N V Y R U L P ï R R [ Y X N î [ R T L ö� � � � �  � ! � " # � $ � � % & ! ' $ ! � ( ) $ $ * ) � ! & + $ " & , � � $ - & ' & ) $ ! $ - ' . � & ' � � � " � ( $ ! & � - $ & � % � ! ' $ " & , � / * � $ * ) � ! & + � $  & 0 * - � $ ! 1 ( & � � ' 2 $ ! � � 3 ( & ' � ! � # 4 ( � $% & ! ' $ ! � ( ) $ $ * ) � ! & + $ " & , � � - & ' & ) � - $  & 0 * - � $ " & , �  � ' & 5 6 7 3 8 * �  � & � % ! & � � & ! * � $ " � �  & " & , �  � � ' 8 - � � �  � � ' 8 - � � 8 � ) � � " & $ - 9í I [ J î O R ï N õ R L M P V J K L M N O P Q J L P N T J L J T î L P [ R ò ð K L I [ K V L W N V N ð î V K ð [ P L L P T ñ J ô O P L L R T T N L P U R L N L M R S N T U R T L O J U R T L R O ô M R O R I O R U R P ï R WV R O ï P U R V ö ^ N ô R ï R O ò P Z I J [ M R O R Z N O J ô N O õ ó O R X J L R W ï P V P L L M J L P V V K ð : R U L L N ; N O õ R O V < S N [ Y R T V J L P N T ò K T W R O V N [ R V L J L R X J ô V I J [ T N LJ X X N ô R W L N O R ï N õ R L M P V J K L M N O P Q J L P N T ö5 * �  � ! � 0 � " $ ! � ( ) $ $ * ) � ! & + $ " & , � � � " * $ - / * & � ! ' � ' � � ) � 3 8 � ! �  � 2 � # $ " � ! - � ' �  & $ � ) � � - � � 0 . �  � * � $ 0 & ( � 8 � ! � ( " ! & ) � $ - = � � ) ! �  � = � � " � � ) ! $ � �  � ! � " & 2 . - � ( ( � ! 0 & " & � ( 9 > & � � ' 2 $ ! � � 3 ( & � ( ) � ? $ / * . 8 � ! * � $ 0 & ( & ) $ ! � - $ " & � � $  $ " � � � - ) ! $ 2 $ @ � 3 � ( ) $ ( � � � " * � � ) ! $ ( * @ � ) $ $ - $ = � ' 8 � � ( $ " & , �  �) ! $ 2 $ @ $  � ! � ( 3 2 $ @ � $ - � * � $ ( - � ? � ( � ( ) $ ) $ - � ( 3 ? � � ( � ' � 8 � ! ' & ) � ! � 0 � " $ ! � ( ) $ $ * ) � ! & + $ " & , � 9

A � � � B � C 


D E F F G H G E I J K G D L M N E M OP Q R S S T E U V W G F F D L M N E M T X Y Z L F G M U [ L D \ ] ^ _ S S` ` ` `



� � � � � � � � � � 	 
 � 
 � � 
 � � � � � � � � � � � � � � � � �� � � � � � � � � � � �
HIPAABLNG 2 

a / b c � d . � e . �  ! f . # ) - " 0 g � � ! h � 0 ! � � i � � ( ! # f c � # " � . � j k � � 0 . f 0 . l m . � c 0 g ' � j � � / � 0 ! � � $ k m ' , m ' k - - n . c . � # .I M J ï R J O P ñ M L L N O R U R P ï R J U N Y î N Z L M P V J K L M N O P Q J L P N T v o k i p c n k d k j p c g d k j e q e d a i g j c t e g n k k u b g g a b c d e f g j e s i r z| } ~ � � � ~ � � Ü � s � } ~ ä � � ¼ t } ~ � � u u u u u u u u u u u u u u u u u u u u u u u u u u � ! v � Ü � s � } ~ ä � � ½ æ | } ~ � � � ~ � � w � Ñ � � � � � ~ } ~ � x � ¼ t } ~ � � u u u u u u u u u u u u u u u u� � � � � � � � � � � � � � � � y � � � � � � � � � � � � � � � � � � Þ � � � � � � � � � � � � � � � � � � y � � � � �u u u u u u u u u u u u u u u u u u u u u u u u u u u u u u u u u u u u u u u u u u u u u u u u u u u u u u u u u u u u u u u u u u u u u u u u u u u u u u u u u u u u u u u u u u u u u u u u u u u u u u u u u u u| � � � ~ � � � } � � ½ æ | } ~ � � � ~ � � w � Ñ � � � � � ~ } ~ � x � Ð ã Ñ Ò } � } ~ � ½ � ½ æ Ó ½ ä � Ò � s } Ò � � s � ~ ~ ½ � � s � æ ½ � ~ � � Ñ } ~ � � � ~� � � � � � � � � � � � � � � � � � � � � � � � � � � � Þ � � � � � � � � � � � � � � � � � � Ý ê � � � � � � � Ø � � � Þ Û � � � � � � � � � á � � � � � � é � � � � � � � � � � � � � � � � � �z { N O ^ I ] | | � K R V L P N T V O R X J L R W L N L M P V Z N O [ ò Y X R J V R U N T L J U L L M R S N T U R T L O J ] O P ï J U î } Z Z P U R J L ~ ó � � � ó � ~ � ó � � � ~ ö� � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � �   ¡ ¡ �   � ¢ � £ £ ¤ � ¥

A � � � 
 � C 



	TB Questionnaire Fillable
	TB Questionnaire Concentra Fillable
	TB Questionnaire Fillable

	Name of Person Assessed for TB Risk Factors: 
	Check Box1: Off
	Check Box2: Off
	Check Box3: Off
	Check Box4: Off
	Check Box5: Off
	Service Date: 
	Patient Name: 
	Date of Birth: 
	Date of positive TB test Fecha de la prueba de detecci6n de TB positiva: 
	Date of last chest Xray I Fecha de la ultima radiografia de t6rax: 
	Check Box8: Off
	Check Box9: Off
	Check Box10: Off
	Check Box11: Off
	Check Box12: Off
	Check Box13: Off
	Check Box14: Off
	Check Box15: Off
	Check Box16: Off
	Check Box17: Off
	Check Box18: Off
	Check Box19: Off
	Check Box20: Off
	Check Box21: Off
	Check Box22: Off
	Check Box23: Off
	Check Box24: Off
	Check Box25: Off
	Check Box26: Off
	Check Box27: Off
	Check Box28: Off
	Check Box29: Off
	Check Box30: Off
	Check Box31: Off
	First and Last Name of the person assessed andor examined: 
	Date of Birth_2: 
	mo_2: 
	day_2: 
	Date of birth MMDDYYYY: 
	Middle initial: 
	Address: 
	Apartment number: 
	City: 
	State: 
	ZIP: 
	Home phone: 
	Work phone: 
	Cell phone: 
	Email address: 
	Name please print: 
	Date notice received: 
	Date: 
	Date_2: 
	Date_3: 
	Print Name 4: 
	DOB 4: 
	First name: 
	Last Name: 


