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Tuberculosis Services Branch Incident Report

	Please mark check boxes with X

	Date of Report
	
	City of Incident
	

	County
	
	Region
	

	Local Contact Person 

	Name
	
	Title
	

	Phone Number
	
	Email
	

	Case/Suspect Information

	Name of Case/Suspect
	
	DOB
	

	Tuberculin Skin Test (TST)
	Date Placed
	
	Date Read
	
	Result in “mm”
	

	Specimen Type
	
	Date Collected
	

	AFB Smear Result
	
	AFB Culture or Rapid Test Results Indicate M. tuberculosis
	Yes
	
	No
	

	Date of Chest X-Ray
	
	Chest X-Ray Report Indicates Cavitation
	Yes
	
	No
	

	Symptoms
	

	Drug Start Date
	

	Was diagnosis at death?
	Yes
	
	No
	
	Was TB cause of death
	Yes
	
	No
	

	Facility Type (Please mark with X all that apply)
	Facility Name or Location

	Day Care
	
	

	School
	
	

	College
	
	

	Workplace
	
	

	Office
	
	

	Nursing Home
	
	

	Hospital
	
	

	Correctional Facility
	
	

	Airplane or Public Transportation
	
	

	Other Public Gathering Place
	
	

	Environment – Please describe


	

	Estimated number of persons exposed
	

	Timeline for Screening

	Family Members


	

	Friends


	

	Co-workers


	

	Others (explain)


	

	Other relevant information

	Action Plan



	Media Involvement
	Yes
	
	No
	
	

	If yes, provide name of media source and media contact person  (if available)


	

	Name of person at DSHS taking the report
	


Instructions:

Please complete this report for a suspected or confirmed case of TB that may generate media or political interest or has extended contacts in a congregate setting (e.g., day care, school, college, nursing home, hospital, correctional facility, airplane, worksite or other public gathering places).  Please call 512-533-3000 within 48 hours of reported incident and send this report via email or fax 512-533-3167 as directed. 
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