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CONSULTATION

IN DIAGNOSTIC RADIOLOGY
Tuberculosis (TB)

Examination requested: LUNGS

Posteroanterior Lateral Lordotic

Expected date of CXR (yyyy/mm/dd):

Notes by nurses:

] Yes [0 No
[J Emergency [ External
1 Wheelchair [ Stretcher

Previous examination
1 Hospitalized

L] Outpatient I In bed

Please read quickly |Pregnant patient (1 Yes [ No

Comments from Doctor:

Last TST: mm Date (yyyy/mmirdd) :
L] Previous active TB Year(s):
] Previous LTBI Year:

Signature: License #:

Date of request (yyyy/mm/dd):

Specification: Check only one of the following protocols:

[J Suspicion of active TB without known TB contact
L] Investigation of asymptomatic TB contact

L1 Investigation of symptomatic TB contact
L1 Active TB treatment in progress: months of tx

[1 Pre-prophylaxis evaluation

o g~ w N

[ Populational/targeted testing

7. [ Clinical-radiological follow-up (CRF):
CXR # of a series of adyear
a) [ CRF for post-treatment LTBI/Active TB
b) [ CRF for inadequate prophylaxis

¢) L[ CRF for postexposure (close contact) to a
smear-positive TB case
Date of last contact (yyyy/mmrday:

RADIOLOGY PROTOCOL (Section reserved for radiology technologist)

Number of images:

Signature :
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