Questionnaire
| for Tuberculosis

Name Date of Birth parent or guardian name
Yr. ,Mon. ,Date
Age year's old
Address
Phone
Name of school : Height cm
Elementary school Middle school . Weight kg
Grade , Class
Birth place
/ Japan / address, to-do-fu-ken ex; Ken
/ Out side of Japan / country

Has your child had asthma before?
No Yes

Has your child under the care of a physician taken medication long term or stayed

at Hospital?
No Yes When? name of disease
BCG Have your child had BCG vaccine before?
No Yes (B.C.G = Bacillus Calmette Guerin Vaccine)

BCG
If yes, Please write down date and country.

(shot date) BCG Where did your
Yr./ Month / date child have vaccine? (Country name)

Does your child have symptoms of Tuberculosis?

No Yes
If answer is yes, please complete the following questions.
Symptoms When did it What are the symptoms| Is your child under the
start? details? care of a Physician?
Coughing Yes No
Spitting, sputum Yes No
Fever Yes No
Yes No
Weight loss
Other Yes No
EXx;
Coughing Since around Coughing hard at Yes No
May 30th Night. Circle yes or no







