
Name: _________________________ 
DOB: ______________________ 
Company: ______________________

OCCUPATIONAL MEDICINE 
       5070 International Blvd, Ste 131 
         North Charleston, SC 29418 

Ph: (843) 402-5053 

s100744
Cross-Out



Name: _________________________ 
DOB: ______________________ 
Company: ______________________



Name: _________________________ 
DOB: ______________________ 
Company: ______________________

sandbr
Typewritten Text
Covid Vaccine

sandbr
Stamp



Name: _________________________ 
DOB: ______________________ 
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Past Surgical History and Date:  
___________________________________ 
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TB Screening

What was the result of your last PPD skin test?             □Neg    □Pos
Have you ever been exposed to anyone with TB?          □ Yes   □ No
Do you have leukemia, lymphoma or another cancer? □Yes    □No
Have you experienced an unexplained weight loss?      □Yes    □No
Have you had a recent fever?                                             □Yes    □No
Do you have night sweats?          □Yes    □No
Do you have a persistent cough (dry,wet or bloody)?   □Yes    □No
Are you immunosuppressed?          □Yes    □No
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