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Prevention Registry Form

       (Primary Use: Record information on Contacts and Targeted and Other Testing Clients)

DEMOGRAPHICS

Date Entered into Registry: ___/___/____    Provider Code _______    Provider Group ______________    Clinic Name ____________________________________




                 (see provider code list)        (generated by the software)            (only applicable in limited, special  investigation situations)

Event ID:___________   Local  ID/ ADC #: _________________   Other ID: ______________________________________  County:__________________________

(generated by Registry)        (ex: Medical Record # or Booking #)                          (for local information)


        (of current residence)

Last Name: ___________________________   First Name: ____________________  Initial  ____   A.K.A.: _______________________________________________

Street Address: ___________________________________________________________  City: _____________________   State:  ______  ZIP Code: _____________

Telephone (include area code): Home: ___________________________     Work: _______________________________    Other: _____________________________ 

Mailing Address (if different than Street Address): ______________________________________ City: _________________   State:  ______  ZIP Code: __________

Service Origin Date ___/___/_____  Date of Birth: ___/___/_____ 
         (  This Client  is/was a TB Suspect                   Start         Stop         Change / Update

     (1st date of initial contact)





	Gender
	Race
	Ethnicity
	Reason For Testing
	Population Risk
	Residence
	Country of Birth

	 Female

 Male
	 White

 Asian 

 Native Hawaiian or 

    Pacific Islander

 Black or African 

   American

 American Indian or 

   Alaska Native

Tribe ________________

 Other ______________
	 Hispanic or 

   Latino

 Not Hispanic

    or Latino

 Unknown
	These reasons should be considered sequentially.

 Contact Investigation

 Symptoms/Diagnostic

 Immigrant

 Refugee

 Day Care/School

 Screening

 Work Requirement

 Public Relations

 CDC Special Project

    _______________

   (CDC project code)

 Referred

 Reactor Associate

 Local Special Project
	 None

 Low Income

 Migrant Worker

 Foreign Born

 Health Care

   Worker

 Correction Facility

    Worker

 Frequent visitor to 

    a high risk country

 Other_________
	 Private residence

 Homeless/Shelter

 Jail/Prison 

    Inmate

 Nursing Home /

    Long Term Care

 Treatment Center

 Other _________
	 United States

 Mexico

( Other _____________

  Entered U.S.

  ___/___/___


MEDICAL HISTORY
	Diabetes
	Chemical Use
	HIV Status
	Lung Disease
	G.I./G.U.
	Cancer/Chemo
	Hepatitis
	Medications

	( None Known

( Diet Only

( Oral Meds

( Insulin

( Uncontrolled
	( None Known

( Injected Drugs

( Other Drugs

( Excess Alcohol

  ( >2 Drinks/Day

  ( Binge Drinking

( Current Tobacco

    Amt. ________   
	( Unknown

( Negative

( Positive

( Undetermined

( Result Pending

Test Offered:

( Yes

( No

( Refused
	( None Known

( Asthma

( Silicosis

( Pneumonia

( Other

   ___________
	( None Known

( Gastrectomy

( Intestinal Bypass

( Pregnancy

 EstDD ___/___/___

( Post-partum

( End stage renal

   disease

( Under Ideal Wt.
	( None Known

( Leukemia/

    Lymphomas/

    Malignancies

( Immuno-

    suppressive

    Therapy

( Other

    ___________
	( None

    Known

( Hep A

( Hep B

( Hep C

( Unknown

    Type
	( None Known

( Corticosteroids

( AntiConvulsants

( Immunosuppressants

( Birth Control

( AntiRetroviral

( Other ___________

( Allergies

    ________________


CURRENT CLINICAL STATUS
	Prior TB Therapy
	Symptoms
	Skin Test Results
	Chest X-Ray
	Laboratory Tests

	( None Known

( Prior Prevention

( Incomplete PT

( Undergoing PT

( Active TB

   Year _________

( Hx BCG

   Year _________
	( None

( Prod. Cough

( S.O.B.

( Weight Loss

( Night Sweats

( Hemoptysis

( Fever

( Other

 ____________

Wt.(lb)______

Wt(kg)______
	At Current Evaluation:

Date PPD1 placed: ___/___/____

Date PPD1 read: ___/___/____ 

Results PPD1:_____ mm

(record results in millimeters only)

Date PPD2 placed: ___/___/____

Date PPD2 read: ___/___/____ 

Results PPD2:_____ mm

(record results in millimeters only)

Last Known Neg. Test  ___________

Known Positive Reactor:    

( KPR    Date​​​___/___/____ Results(mm)______      

Quantiferon Testing:
Date Blood Drawn ___/___/____

Final Results: 

             ( Positive    

             ( Negative

             ( Indeterminate

             ( Conditionally Positive 
	At Current Evaluation:

Date X-Ray ___/___/____

( Normal

    ( Within Normal Limits

    ( Limited to calcified granuloma

( Abnormal

    ( Perihilar adenopathy

    ( Evidence of old inactive TB

    ( Suspect active tuberculosis

        Status: ( Stable  ( Worsening

                     ( Improving

( Other ___________________

( Not Done/Refused

Additional Chest X-Ray:

Date X-Ray ___/___/____

Results: ( Normal    ( Abnormal        

 If abnormal, Status: ( Stable  

                                  ( Worsening  

                                  ( Improving

( Other ___________________
	Source of specimen: __________________

          Date            Smear          Culture

1) ___/___/____   ( Pos ___+   ( Pos   

                             ( Neg            ( Neg 

                             ( Not done    ( Not done

                             ( Pending      ( Pending

2) ___/___/____   ( Pos ___+   ( Pos 

                             ( Neg            ( Neg

                             ( Not done    ( Not done

                             (Pending      ( Pending

3) ___/___/____   ( Pos ___+   ( Pos 

                             ( Neg            ( Neg 

                             ( Not done    ( Not done

                             ( Pending      ( Pending

Other _______________________

Blood Work

date: ___/___/____  results: ____________

date: ___/___/____  results: ____________

date: ___/___/____  results: ____________

date: ___/___/____  results: ____________

date: ___/___/____  results: ____________


Questions about this Form?  






        Arizona Department of Health Services

Call: (602) 364-4750 or Fax: (602) 364-3267





        Tuberculosis Control Program
ASSOCIATED CASES/SOURCE CASE INVESTIGATIONS
	Information about the TB Case/Suspect
	Source Case Investigation

	Complete this section if the reason for testing is Contact Investigation:

For non AZ cases, complete the following: ( Non AZ Case    

For AZ cases, complete the following:

TIMS # (State Case #)______________  Year Counted________ 

TB Case’s Last Name:______________________________________

TB Case’s First Name:______________________________________  

TB Case’s D.O.B.___/___/____     Date TB Case was Interviewed ___/___/____

Date TB Case was Reported to the LHD ___/___/____

Type of Contact: ( Close    ( Casual  

Relationship of Contact to TB Case: ( Household  ( Work  ( Social  ( Other:___________

Last date contact was exposed to TB case (may differ with each contact): ___/___/____

Sputum Smear (TB case)    Sputum Culture (TB case)         
             ( Positive                        ( Positive                                  ( TB Ruled Out
             ( Negative                      ( Negative

             ( Not Done                     ( Not Done

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

TIMS # (State Case#):_____________  & Name: ________________________________
	Complete this section if the reason for testing is Reactor Associate (which includes child converters and other source case investigations):

Record below information about the person for whom the source case investigation is being done:

Last Name:_____________________________________

First Name:_______________  D.O.B.___/___/____

Reason for source case investigation: __________________________________________________________

__________________________________________________________

__________________________________________________________

__________________________________________________________

__________________________________________________________


CURRENT THERAPY

	Reason for Therapy
	Therapy 
	Duration
	Therapy Started

	Select choice from a or b but not from both.

a. For the choices listed below, complete at least the Therapy, Duration, and Therapy Started Sections:

   These reasons should be considered sequentially.

( Contact, to recent TB case/suspect

( Converter (only if documented negative 

   TST within last 2 years)

( Medical High Risk

( Old TB Disease

( Reactor

( Suspect Active TB

( Transferred in for completion of therapy

b. If this choice is selected, do not complete the Therapy, Duration, and Therapy Started sections:

(  Not a candidate for  therapy
	Select choice from a or b but not from both.

a. Medication:

Also complete the Duration and Therapy Started Sections

( Isoniazid (INH)

( Rifampin (RIF)

( RIF/PZA (LTBI therapy, only)

( Pyrazinamide (PZA)

( Ethambutol (EMB)

( Other  ____________

Is this a Change in Therapy?

( Change in Therapy

               OR

b. Medication was not started because:

( Not Recommended

( Therapy Refused

( Therapy Deferred-Also enter the Anticipated Start Date
	Select the recommended duration of therapy only if medication was started.

         ( 2 Months

         ( 4 Months

         ( 6 Months

         ( 9 Months

         ( 12 Months

Method(s) used to deliver Therapy:

( DOPT (LTBI)

( DOT (Suspects)

( Self Admin.

( Both

For suspects, only, is suspect improving on therapy for TB disease?

( Yes       ( No
	Enter medication start date only if medication was actually started.

Initial Start Date: ___/___/____ 

Provider: ___________________

                        OR

If medication was recommended but deferred, enter the anticipated medication start date here. 

Anticipated Start Date: ___/___/____

Signature: _______________________

case manager: ____________________

ordering 

physician:   _________________________


OUTCOME
	Classification
	ReStart and Stopped Therapy Date(s) and Reason(s) for Stop
	Comments:

	All contacts/clients/suspects must be classified; please select the choice that best describes the outcome of the evaluation. 

( 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)

Please enter the date that the classification became final.

Date Classification final: ___/___/____


	 Use these field(s) only if the client has a break in therapy. 

   Start Date          Stop Date               Reason                Provider

___/___/____    ___/___/____   _______________    __________

___/___/____    ___/___/____   _______________    __________  

___/___/____    ___/___/____   _______________    __________   

Enter the final therapy stop date and reason below.

Final Therapy Stop Date: ___/___/____  Provider: ___________

Final Reason Therapy was Stopped: 

( Completed Therapy 

( Patient Choice (AMA) 

( Moved 

( Adverse Reaction 

( Lost 

( Died of TB Disease 

( Died / Other 

( Not Infected 

( Provider Decision 

( Active TB Disease

( Released from prison

( Transferred to another prison 

If the Client leaves from your jurisdiction, please complete the following:

Address Moved/Released/Transferred to: 

__________________________________________

__________________________________________

__________________________________________

Date moved/released/transferred ____/____/______
	__________________________________________________

__________________________________________________

__________________________________________________

__________________________________________________

__________________________________________________

__________________________________________________

__________________________________________________

__________________________________________________

__________________________________________________

__________________________________________________

__________________________________________________

__________________________________________________

__________________________________________________

__________________________________________________

__________________________________________________


Signature:____________________________________________

                                          

             (Chart Format ADHS Rev 5A: 8/03)

Optional Information

Last Name: ___________________________   First Name: ____________________  Initial  ____  Date of Birth: ___/___/_____ Local  ID/ADC #: _______________

Telephone: ______________   Mailing Address: ______________________________________  City: ________________   State:  ______  ZIP Code: _____________

CLIENT MANAGEMENT

	date

____/____/____

____/____/____

____/____/____

____/____/____

____/____/____

____/____/____

____/____/____

____/____/____

____/____/____

____/____/____

____/____/____

____/____/____

____/____/____

____/____/____

____/____/____

____/____/____

____/____/____

____/____/____


	medications/comments

________________________________________

________________________________________

________________________________________

________________________________________

________________________________________

________________________________________

________________________________________

________________________________________

________________________________________

________________________________________

________________________________________

________________________________________

________________________________________

________________________________________

________________________________________

________________________________________

________________________________________

________________________________________
	adverse reactions reported

____________________________

____________________________

____________________________

____________________________

____________________________

____________________________

____________________________

____________________________

____________________________

____________________________

____________________________

____________________________

____________________________

____________________________

____________________________

____________________________

____________________________

____________________________
	Next Clinic Appointment    Reason for next Appt.

date: ____/____/______      ____________________

date: ____/____/______      ____________________

date: ____/____/______      ____________________

date: ____/____/______      ____________________

date: ____/____/______      ____________________

date: ____/____/______      ____________________

date: ____/____/______      ____________________

date: ____/____/______      ____________________

date: ____/____/______      ____________________

date: ____/____/______      ____________________

date: ____/____/______      ____________________

date: ____/____/______      ____________________

date: ____/____/______      ____________________

date: ____/____/______      ____________________

date: ____/____/______      ____________________

date: ____/____/______      ____________________

date: ____/____/______      ____________________

date: ____/____/______      ____________________


ANNUAL SKIN TESTS  


In order for clients who receive annual skin tests to be counted in the Standard Reports, the following must be done. Change the Service Origin Date (located in the Demographics Section on page 1) to the date of the current service. Move the skin testing information currently in the Skin Test Results Section (located in the Current Clinical Status Section on page 1) to this Section. Enter the current skin testing information into the now empty Skin Test Results Section (located in the Current Clinical Status Section on page 1).

	TB Skin Test #1

Pt. Signature: ___________________

( Copy of Informed Consent to Pt.

( Screening Questionnaire Completed

Date PPD placed: ___/___/____

Lot #: ________ Initials: __________

Date PPD read: ___/___/____ 

Results PPD:_____ mm

Initials: __________

TB Skin Test #2

Pt. Signature: ___________________

( Copy of Informed Consent to Pt.

( Screening Questionnaire Completed

Date PPD placed: ___/___/____

Lot #: ________ Initials: __________

Date PPD read: ___/___/____ 

Results PPD:_____ mm

Initials: __________


	TB Skin Test #3

Pt. Signature: ___________________

( Copy of Informed Consent to Pt.

( Screening Questionnaire Completed

Date PPD placed: ___/___/____

Lot #: ________ Initials: __________

Date PPD read: ___/___/____ 

Results PPD:_____ mm

Initials: __________

TB Skin Test #4

Pt. Signature: ___________________

( Copy of Informed Consent to Pt.

( Screening Questionnaire Completed

Date PPD placed: ___/___/____

Lot #: ________ Initials: __________

Date PPD read: ___/___/____ 

Results PPD:_____ mm

Initials: __________
	TB Skin Test #5

Pt. Signature: ___________________

( Copy of Informed Consent to Pt.

( Screening Questionnaire Completed

Date PPD placed: ___/___/____

Lot #: ________ Initials: __________

Date PPD read: ___/___/____ 

Results PPD:_____ mm

Initials: __________

TB Skin Test #6

Pt. Signature: ___________________

( Copy of Informed Consent to Pt.

( Screening Questionnaire Completed

Date PPD placed: ___/___/____

Lot #: ________ Initials: __________

Date PPD read: ___/___/____ 

Results PPD:_____ mm

Initials: __________
	TB Skin Test #7

Pt. Signature: ___________________

( Copy of Informed Consent to Pt.

( Screening Questionnaire Completed

Date PPD placed: ___/___/____

Lot #: ________ Initials: __________

Date PPD read: ___/___/____ 

Results PPD:_____ mm

Initials: __________

TB Skin Test #8

Pt. Signature: ___________________

( Copy of Informed Consent to Pt.

( Screening Questionnaire Completed

Date PPD placed: ___/___/____

Lot #: ________ Initials: __________

Date PPD read: ___/___/____ 

Results PPD:_____ mm

Initials: __________


EDUCATION FOR CLIENTS WITH POSITIVE TB SKIN TEST

Please check all educational information presented/given to client (initial and date each item presented/given, if desired)

( Information on “What Having a Positive TB Skin Test Means”

( Need for medical evaluation, including a Chest X-Ray

( TB disease vs. TB infection

( Risk Factors for progression to TB disease

( Need for treatment of latent TB infection

( Medication(s), length of treatment, and side effects

( Need for monthly face-to-face evaluation

( Completion of Treatment for Latent TB Infection card given
Questions about this Form?  






        Arizona Department of Health Services

Call: (602) 230-5936 or Fax: (602) 263-4956





        Tuberculosis Control Program

County/Nation Specific Information
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