
ADHS PREVENTION REGISTRY FORM 
DEMOGRAPHICS 
Date Entered into Registry: ____/____/_____Provider Code_____ Local ID/ADC#:_____________ Other ID:________ County:____________________ 
                                                                                                                                        
Last Name: _______________________________________________   First Name: __________________________________________    Initial  ____    

Date of Birth: _____/_____/________ 

Date Reported to Public Health:  _____/_____/________  
 

Street Address: 
______________________________________ 

City:  
__________________________    

State:   
_________   

ZIP Code:  
____________ 

Telephone: Home (        )__________________  Work: (        )__________________ Other: (        )__________________ 
Mailing Address (if different than Street Address): 
______________________________________ 

City: 
__________________________    

State:    
_________   

ZIP Code: 
____________ 

 
Sex at Birth: 
� Female 
� Male 

Race (select one or more): 
� American Indian or Alaska Native 
� Asian, Specify _________________  
� Black or African American 
� Native Hawaiian or Pacific Islander 
    Specify_______________________ 
� White 

Ethnicity (select one): 
� Hispanic or Latino 
� Not Hispanic or Latino 
 

Country of Birth: 
� United States 
� Mexico 

 Other  
    _______________________ 
   
Date Entered U.S.___/___/____ 

Reason For Evaluation: 
� Contact Investigation 
� Symptoms/Diagnostic 
� Targeted Testing  
� Immigrant/Refugee 
� Day Care/School 
� Employment 
 

 
RISK FACTORS 
HIV Status: 

 Negative 
 Positive 
 Indeterminate 
 Refused 
 Not Offered 
 Test Done, 

   Result Unknown 
 Unknown 

 

Residence: 
� Homeless/Shelter 
� Correctional Facility 
    Type of Facility: 
       Federal 
       State 
       Local  
       Juvenile  
       Other 
       Unknown 
� Nursing Home / 
    Long Term Care 
� Treatment Center 
� Other  
   ________________ 

Substance Use (past year): 
 None Known 
 Injecting Drug Use 
 Non-Injecting Drug Use 
 Excess Alcohol     

Primary Occupation (past year): 
� Health Care Worker 
� Migrant/Seasonal Worker 
� Retired 
� Not Seeking Employment  
    (student, homemaker, disabled  
    person) 
� Correctional Facility Employee 
� Other Occupation 
� Unemployed 
� Unknown 

Additional Risk Factors: 
� None 
� Contact of MDR-TB Patient  
    (2 years or less) 
� Contact of Infectious TB Patient  
    (2 years or less) 
� Missed Contact  
    (2 years or less) 
� Incomplete LTBI Therapy 
� Post-organ Transplantation 
� Diabetes mellitus 
� TNF-α Antagonist Therapy 
� End-Stage Renal Disease 
� Immunosuppression  
    (not HIV/AIDS) 
� Other 
    _________________________ 

 
CURRENT CLINICAL STATUS 
TB History  
(select all that 
apply): 

 None Known 
 Complete LTBI  

   therapy 
 Incomplete LTBI  

   therapy 
 Active TB 

   Year _________ 
     Complete TB   
       therapy 
     Incomplete    
       TB therapy 
 

 History of BCG 

   Year _________ 

Symptoms 
(select all that 
apply): 

 None 
 Productive   

   Cough 
 Shortness of 

   Breath 
 Weight Loss 
 Night   

   Sweats 
 Hemoptysis 
 Fever 
 Other 

 ___________ 
 

Screening: 

Date TST1 placed ___/___/___ 

Date TST1 read ___/___/____  

Reading _______ mm 

Result  Positive    Negative 
            Not Done  Unknown 
 
Date TST2 placed ___/___/___ 

Date TST2 read ___/____/____  

Reading _______ mm 

Result  Positive    Negative 
            Not Done  Unknown 
 
Known Positive Reactor:     

 Yes                 No 

Date ____/____/_____ 

Result ______ mm      
 
IGRA Testing: 
Date Collected ____/____/____ 
Result  

 Positive             Negative          
 Indeterminate    Unknown 
 Not Done 

Diagnostic Imaging: 

Date ____/___/_____ 
Type:  

 Chest radiograph  
 Chest CT scan 

Result:  
 Normal 
 Abnormal          

   (consistent with TB) 
     Evidence of a cavity 
     Evidence of miliary 
       TB 

 Not Done/Refused 
 Unknown 

 
Additional: 
Date ___/____/_____ 
Type:  

 Chest radiograph  
 Chest CT scan  

Result:  
 Normal      
 Abnormal 

   (consistent with TB) 
     Evidence of a cavity 
     Evidence of miliary 
        TB 

 Not Done/Refused 
 Unknown 

Laboratory Tests:  

Specimen type: _________________________ 
Date Collected AFB Smear MTB Culture

1) ___/___/____  Positive   Positive 
  Date Reported  Negative  Negative 
1) ___/___/____  Not done  Not done 
  Unknown  Unknown 

Specimen type: _________________________ 
Date Collected AFB Smear MTB Culture

2) ___/___/____  Positive   Positive 
  Date Reported  Negative  Negative 
2) ___/___/____  Not done  Not done 
  Unknown  Unknown 

Specimen type: _________________________ 
Date Collected AFB Smear MTB Culture

3) ___/___/____  Positive   Positive 
  Date Reported  Negative  Negative 
3) ___/___/____  Not done  Not done 
  Unknown  Unknown 

      
 



                                             
 

CONTACT INVESTIGATIONS 

Information about the Index TB Case:  

 Non AZ Case     AZ Case     

    State Case #__________________________  Year Counted_____________ MEDSIS ID _______________ 

    Index Case’s Last Name:_________________________________________ 

    Index Case’s First Name:_________________________________________   

    Index Case’s D.O.B._____/_____/_______      

    Exposure Category:  Household   Work   Social   Airline   Healthcare Facility   Correctional Facility   Food Establishment   Sexual   

                                      Congregate Setting   Petting Zoo/Farm   Unknown   Other:_____________________________ 

    Last date contact was exposed to TB case: _____/_____/_______ 

If contact to a second TB case within the same year, list that second TB case’s  

    State Case#:________________ Name: ______________________________ 
 
CURRENT THERAPY 
Therapy:  

Therapy Start Date ___/___/____  
Anticipated Start Date (If therapy deferred) ___/___/____ 

Provider ___________________________ 
Medication:                  OR Medication was not started because: 

 Isoniazid                                           
 Rifampin                                           
 Pyrazinamide                                    
 Ethambutol  
 Other _____________________    

 Not a candidate for therapy 
 Therapy Refused 
 Therapy Deferred 

 
 

 

Recommended Duration of Therapy: 
          
                  ________ Months      OR           ___________ Weeks 
 
 
Method(s) used to deliver Therapy: 

 Directly Observed Only 
 Self Administered Only 
 Both Directly Observed and Self-Administered 

 
 

 
OUTCOME 

Classification: 

 0 (Not Exposed, Not Infected) 
 1 (Exposed, Not Infected) 
 2 (Newly Infected, No Current Disease) 
 2K (Known Positive Reactor, No Current Disease) 
 2P (Infected, Provider Diagnosed) 
 3 (TB Clinically Active) RVCT Required 
 3M (Disease, not Tuberculosis)  

    If MOTT:_________________________ 
 4 (TB Not Clinically Active) 
 5 (Tuberculosis Suspected) 
 6 (Client did not Return to Complete Evaluation) 

 
 
Date of Classification  ____/____/_______ 

Therapy Stopped: 

Final Therapy Stop Date ___/___/____   

Provider _________________________________ 
 
Breaks in Therapy 
   Start Date          Stop Date               Reason            

___/___/____    ___/___/____   _______________    

___/___/____    ___/___/____   _______________    

___/___/____    ___/___/____   _______________    
 
Reason Final Therapy was Stopped:  

 Completed Therapy 
 Lost  
 Moved/Transferred  

   (Interjurisdictional Notification Form Required) 

    Specify new jurisdiction___________________ 
 Patient Choice (AMA) 
 Provider Decision   
 Adverse Treatment Event  
 Not Infected/Not TB 
 Died  
 Other__________________________________  

Comments: 
 

 
 
 
 
 
Questions about this form?           Arizona Department of Health Services 
Call: (602) 364-4750 or Fax: (602) 364-3267          Tuberculosis Control Program 
               
             Revised 06/12 


