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MISSOURI DEPARTMENT OF HEALTH AND SENIOR SEFIVICES
SECTION FOFI CHILD CARE REGULATION

MEDICAL EXAMINATION REPORT FOR CAREGIVERS AND STAFF

Patienl may: / Have contact with children (inlant through school-age) in care away lrom their own homes.
/ Be responsible for children's physical care and social development during day and/or nighttime hours
/ N6ed to lift children.

BIRTHDATENAME

ADDAESS (STREFI1 C Y STATE, ZIP COOE) TELEPHONE NUMBEB

( )

NAME AND ADDFESS OF CHILD CAFE FACILITY WHEFE EMPLOYED

PHYSICAL
EXAMINATION

(date), I examined this patient. I certify that to the best of my knowledge, this patient

is in good physical and emotional health and free of contagious disease

On

EYes ENo

TB CLEARANCE

(Check on6.)

n TB Risk Assessmenl Form attached (required)

E A chest x-ray or appropdate written lollow-up of a previous examination that indicates the individual is tree of

conlagion dated

The above dated physical examination indicates this patient has the following physical or mental conditions that might
endanger the health of children or might prevent the patient lrom providing adequate care of children:

U None

n

RESTFICTIONS

This patient has the following restrictions, e.9., cannot litt children who weigh more than 20 pounds, etc.

n ruone

n

OATE PHYSICIAN'S OR NURSE'S NAME (PLEASE PBINT.)

BEUARKS

SIGNATURE OF PHYSICIAN OR REGISTERED NURSE UNDER
SUPERVISION OFAPHYSICIAN

IF NURSE IS SUPEFVISEO BY PHYSICIAN. INDICATE PI.]YSICIAN'S NAME
(PLEASE PBINT)

NAME AND ADDRESS OF CLINIC, GROUP PRACTICE, OTHER
(PLEASE USE STAMP IF AVALAALE)

TELEPHONE NUMBER

( )

IDENTIFYING INFOBMATTON (To be completed by patient.)

MEDICAL REPORT (To be completed by a licensed physician or advance practice nurse; by registered prolessional nurse or
registered nurse lvho is under the supe/vision ol a licensed physician.)

SIGNATURES

MO 5a0'1379 {6-14) IHIS FORM IS TO AE XEPT ON FILE AT TIIE CHILD CABE FACILITY BCC.4

LIMITATIONS

I

I

I



Missouri Department of Health and Senior Services
Bureau of Communicable Disease Control and Prevention

Tuberculosis (TB) Risk Assessment Form

Patient's Name:
Add ress: Phone Number:

I hcrcby ..rtiry ftal lhis eplicafioll contains no misrepresentation or fa.lsification and lhat the information given by me is true atd complete to lhe
best ofmy hrc\I,ledge aod belief

Palient Signaturc (Returred)

A. Please rns*er the folloring questions (Sections A & B to be completed by Prtient):

Have you ever had a positive Mantoux tuberculin skin test (TST)? []ves ! No
Have vou eve. been vaccinated with BCG? lYcs ! No
Have you ever had a positive Interferon Camma Release Assay (IGRA) test? Dves E No
Have you ever been diagnoed with or treated for TB Disease? Dves E uo

B, TB Risk Assessment

Have you ever had closc contact with anyone who was sick with tuberculosis? lves E No

Have you ever traveled to one or more ofthe countries listed below? Ifyes, plerse CHECK the courtries. lYes fl No

Were you bom in one ofthe countdes listed beloW? Ifyes, please list the country:
What year did you arrive in the United States?

Eves E No

Afghanjsbn
AtSeria
AnSola
AnSurlla
Argentina

Bahrain
B3ngladesh
Belarus
Belize
B€nio
Bhu!.n
Bolivia
Bosnfu & Herzegoviru

Brunci Daluslalam
B'ngaria
Burtnla Faso
Butrudi
Cambodia

Cenrml Afiicrn Rep.

Chad
Chil€
Chn|'
Colombia

Congo
Congo DR
Core d'lvoirc
Cmatia
Djibouti
Dominicg
Dormnicnn Republic
Ecuador
Egvpr
El Salvador
Equabnal Guin€a
ErirEa
Estonia
Ethiopi6
rti
French Polynesia

Gabon
Gambia
Georga
Gh,8a

Gualernala
Guin€a
Guinea-Bissau
Guam
Guyana
Haiti
Honduras
Hungey
India
Indonesia
Iran
I'aq

Kazlhst n
Kenya
Kiribdi
Korea-DPR
Korea-Republic

Kuwait
Kyr$zltan
t o PDR
t tvia
Iisodlo
Lib€rie
Libyrn AIab Jamihirya
Lithuania
Maccdonia-TFYR
Madagasaar

Malaysia
Mildiv6
Mali
Marsholl Islands
Maurilania
M3rrilius

Moldova-R€p.
Mongolia

Mozambique

Namibir
Nauru
N.p6l
Nic€r"Aua
Niger
Nig€ria
Niut
Northcm Mariana
lslands

Palau

Prpua New Guioca
Parl8uay

Philippincs
Polsnd
Ponugal

Qtar
Rornania

Th€ GEnadines
Sao Tome & Principc
Saudi Arrbia
Senegal
Se6ia
Seychelles Siena

Singaporc
Solomon Islands
Somalia
Sodlt Aftica
Sri knka
Sudan
Sudan - Sorxh

Syriatr Arab Republic

rajihstan
Tanznia-UR
Th.ilald
Timor-t€sle
ToCo

Tokclau
Tonga
Trinidad & TobaCo
Turisia
Tutey

Tu*s & Caicrs
Islonds
Tuv.lu
UgBnda
uklain€
Uruguay
Uzbchstdr

Viet N,rn

lslrnds

Z,unbta
Zimbabw€

Source: world Heal6 Organization Globol Tuberculosis Cootrol, WHO Repo( 2013, Comtnes wth Tuberculosis mcidenc€ rates of> 20 cas€s per 100,000
population. For future updates, refer (o hnt $\r\\|orntroli(srlh.rruo\s,cf.

Have you ever had an abnormal chest x-ray suggestive ofTB? Eyes E No E No Response

Are you HIV positive? EYes fl No D No Response

Arc you an organ transplant recipient or donor? EYes E No Ll No Response

Are you immunosuppressed (taking an equivalent of > l5 mg/day of prednisone for - I month, or lyes ENoE No Response

cunently taking prescription arthritis medication)?
Are you a resident, employee, or volunteer in a high-risk congregate setting (e.g., correctional
tbcilities, nursing homes, homeless shelters, hospitals, and other health care facilities)?

Eves E No ! No R*pon-

Do you have any medical conditions such as diabetes, silicosis, head, neck, or lung cancer,
hematologic o. reticuloendothelial disease such as Hodgkin's disease or leukemi4 end stage
renal dis€ase, intestinal bypass or gastrectomy, chronic malabsorption syndrome, low body

)?weight (i.e., l0oZ or more below ideal

EYes ! No ! No Response

Do you have a cough lasting 3 we€ks or longer, chest pain, weakness or fatigue, weight loss,
chills, fever and,/or night sweats?

trt;E N;E No Response

Are you coughing up blood or phlegm? No ResponseNo

MO s80-3015 [03-14]

Date:

Date of Birth:_ Date: _



Missouri Department of Health and Senior Services
Bureau ofCommunicable Disease Control and Prevention

Tuberculosis (TB) Risk Assessment Form

Health Care Provider: lf the strswer to aDy of the TB Risk Assessmetrt questions itr S€ctiotr B is YES or NO RESPONSE,
proce€d with additiotral medic.l evrluatiotr as appropriate. Additiotral evsluatiotr msy itrcludc one or more ofthe following:
TST, IGRA, sign a[d symptom review, chcst x-ray, or sputum collection. lf thc prtietrt is immutrosuppressed rtrd no
previous TB test is documented, an IGRA is recommeDded.

l. Tuberculio Skin Test CIST) - Pleas€ prcvide a 2-step TST for thos€ at high risk that have no documentation ofa previous
TST: Administer I st step TST today and read in 48-72 hrs, if the I st step TST is positive, document the results in
millimeters (mm)of induration and follow the evaluation steps for a positive TST. lfthe lst step TST is negative document the
results in mmof induration. Results of mm ofinduration, transverse diameter; ifno induration w te"0"mm. The TST
interpretation* should be based on mm of induration as well as risk factors. Place a 2-step TST in ore to three weeks after t}le
first TST was read and recorded. The 2-step should be read in 48-72 hrs and then follow the documentation procedures as

outlined above .

Date Civen Date Read:

.TST ht€mr€lrtior Grid€lines (Pl€$e check all thrt roplv\

>5 ,roi Lt Poddve: lii"""nt 
"1o." 

*nt 
"t. 

ofan individual wirh
infectiolrs lB

Bersons with fibrotic changes on a prior chest x-my
sistent wlth past TB disease

ransplant r€cipients

uppressed persons: tahng Z t 5 mgd of
prednisone for > I montlr taking a TNF-a
anlasonist

EeJns wrrh HIviAIDs

>t 5 Ntr is Pottttw: fuersons with no knorar risk factoB for TB dis€ase

2. Ilterferon G

3. Chest X-ray: (Required if TST or IGRA
Date ofchqst X-r8y: _ Result:

IS

*ltrterpretation: Positive Negative
Date Rerd:

rlDterpretation: Positive_ Negative_

L-iersons bom in a high prevalence country or *ho resided in one for
ignificanl amount of time

of residen! *orker or volunteer in high-risk congregate settings

*rth the following clinical conditions: silicosis, diabetes

inate

mellitus, chronic renai f&ilure, leukernias and lynphomas, head, neck or
lung carcer, Iow body w€ight (>l e/o below ideal), gastrEctomy or

-_-lnkstrnal blpass. chronr mslabsorptron syndromes

Lilthrtaren < I veas or aee

Elnrtaren anaiotescen-rs exposed to adults rn hrgh-nsk categones

Result: mm oflnduration
Date Given: _
Rcsult: mm oflnduration

amma Rqlqase Assay (Plers€ check rhe IGRA lhal is used)

FT-Cl I L-bate obtained:

esponsive (TB Infecrion Likely) F*""ponri r" iro hfec.io, unlikety)

Date Obtrined:

egative
Date Obtained:

ve Gorderline/Equivocal
Result:

ormal bnormal
Abtrormrl Chest X-ray lntcrpretation:

,1. Sputum Collectiotr: lfthe patient hrs 8 positive TST or IGRA and a productive cough > 3w€cks, with or without
hemoptysis, please collect three (3) consecutive sputunL one early moming and all must bc at least eight (8) hours apart with a
minimum of2 milliliters ofspecimen per tube.

l. Drte Obtrined Sme.r Rcsult: Culture Re3ult 2. Dete Obtrincd: Sm..rResult: Cullurc Rcsull:

3. Dste Obtrined: Sm€.r R€sult: Culture Rcsult:

An isolate on any positrve mycobacterium cultures should be sent to the Missouri State Public Heallh t aboratory
I hrve review.d the above informalion with the patient and deemed: E No Furth.r [vrlurtioo Nccdcd E Furthcr [vtlurtion is Nccdcd

Health Care Provid€r Signature (Requircd) Date:

All posilive TST, IGRA, chest x-my, sn€ar and culturc results suggestive oftuberculosis discase or latent tuberculosis infection should be reponed to the Missouri
Department of Health and Senior Servic€s (fax number: 573-526{235) or your local public health agency using th's form. lf you have any questioos, ple3se contact
the Bureau ofcommunicable Dis€ase Control and Prevention at 573-751{l 13.

C. Medical Evaluation (Sc{tioD C to be completed by Herltb Crre ProvidGr- if rced€d)

MO 580-3015 [03-14J

QFT-G
Resulti

T- Spot

Result:
Other:


