Saint Martin’s
UNIVERSITY

International Student Medical History Record
THIS FORM IS REQUIRED FOR ATTENDANCE

Name: Birth Date (Mo/Day/Yr)
Last First MI

SMU Student ID # Telephone: (___)

Tuberculosis (TB) Screening Questionnaire

SERER R R
Please answer the following questions:
TR 1 LT )t
1. Have you ever had a positive TB skin test? 1 Yes [ No
IR P i A5 1 R 38 B Pl ge s 2 v
2. Have you ever had close contact with anyone who was sick with TB? 1 Yes No
IR 22 G- K0 B A T G ek <2 v

3. Is the student a member of a high risk group? If yes, tuberculin skin test is required. [1 Yes [J No
(See explanation of high risk population below) P

PR R TR R NRE 2 A, A5 258 16 32 BRI
(S5 i R NRERE SR LT 30)

Categories of high risk students include those students who have arrived within the past five (5) years
from countries where TB is endemic. It is easier to identify countries of low rather than high TB prevalence.
Therefore, students should undergo TB screening if they have arrived from countries EXCEPT those on the
following list:

FITE = R AR RAR IR S AR TR B S5 BR A TIE SR 24, Sl b, MRECT Koy — A Eii M
WIEIZE, SO — MERRRME SO A A S 0, I, BRTSRE TAIEZ, KR4S, KA
DR AR A6 552 S5 KR R R T B

Canada, Jamaica, Saint Kitts and Nevis, Saint Lucia, USA, Virgin Islands (USA), Belgium, Denmark,
Finland, France, Germany, Greece, Iceland, Ireland, Italy, Liechtenstein, Luxembourg, Malta, Monaco
Netherlands, Norway, San Marino, Sweden, Switzerland, United Kingdom, American Samoa, Australia,
New Zealand.
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Other high-risk students include:

Those with HIV infection.

Those who inject drugs.

Those who have resided in, volunteered in, or worked in high-risk congregate settings such as: prisons,
nursing homes, hospitals, residential facilities for patients with AIDS, or homeless shelters.

Those who have clinical conditions such as: diabetes, chronic renal failure, leukemias or lymphomas, low
body weight, gastrectomy and jejunoileal by-pass, chronic malabsorption syndromes, prolonged corticosteroid
therapy (e.g. prednisone 15 mg/d for one month) or other immunosuppressive disorders.
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If the answer is NO, no further testing or further action is required.
I BB PSRN T, WIJE TR SR — 2 I e

If the answer is YES to any of the above questions, Saint Martin's University requires that a health care
provider complete a tuberculosis risk assessment (to be completed within 6 months prior to the start of classes).
R AR — A R E Ry R, WE S T RS EOR AR SRR TP AT B 53t A A 45 AR . Y
ZERE R VRAG i T (A BT i o BESRAE TF 2R 75 H R 5ERK)

If the answer is YES to any of the above questions, please have a Licensed Healthcare Provider fill out
and sign Page 2 of the “International Only Student Form” completely and accurately.
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TO BE FILLED OUT BY LICENSED HEALTH CARE PROFESSIONAL
HAETERRNTLESARRE

1. Have you ever had a BCG inoculation? O Yes 0O No
IREEmd A g 2 = M

2. Tuberculin Skin Test:
ZERL I R R

Date Given Date Read
A THSE] (Mo H /Day H /YearfF) Rz ik £ i (8] (Mo A /Day H /YeartF)

Result (in mm) Record actual mm of induration, transverse diameter;
(OREERES (if no induration, write “0."”)  BEALFREE, K/NERERAH R BLRORS A B 22K
(s EiEdR, NIEE “07)

Interpretation: Positive fH Negative FHM:
54518 (based on mm of induration as well as risk factors)

(B T B LR EE R fE FS AL TR 3R)

3. Chest x-ray (required if tuberculin skin test is positive)

RSN E ( MRERHEEENEYE , NitREHLEW )

Date of chest x-ray

R H

Result: Negative BAME:
o Ay 2%

Positive [H:

4. Quantiferon TB Gold Test:
gE IR AR A

Date of Test
M B H# (Mo A /Day H /YearfF)

Result: Negative [H 1 Positive A"
o B 4k 5 (Mo A /Day H /Year4F)

5. Have you had INH prophylaxis treatment? JYes [ No
IREE sz I INH RS Ab B, < p

If yes, duration of treatment:

AR, 1657 A
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Number of months From To

167 A% H (MoH/DayH/Years:) =% (MoH /DayH /YearsF)
6. Last Follow Up: Result

T —WRIE &  (Mo/Day/Year) Rt
Licensed Healthcare Provider’s signature Date
PR E S N %54 H
STUDENT SIGNATURE (Please print and sign your name) DATE
A 3
PARENT OR GUARDIAN SIGNATURE (Required if student is under 18 years of age) DATE
FAFRKAM T AZES (IZARKH18)4 %) H
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