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TB Document G: State of Hawaii TB Risk Assessment for Adults and Children  
Hawaii State Department of Health 
Tuberculosis Control Program 

 
 

1. Check for TB symptoms 
x If there are significant TB symptoms, then further testing (including a chest x-ray) is required 

for TB clearance. 
x If significant symptoms are absent, proceed to TB Risk Factor questions. 

□ Yes  

□ No      

Does this person have significant TB symptoms? 
Significant symptoms include cough for 3 weeks or more, plus at least one of the following: 

□ Coughing up blood  □ Fever  □ Night sweats 

 □ Unexplained weight loss □ Unusual weakness  □ Fatigue 
 
 

2. Check for TB Risk Factors 
x If any “Yes” box below is checked, then TB testing is required for TB clearance  
x If all boxes below are checked “No”, then TB clearance can be issued without testing 

□ Yes   

□ No      

Was this person born in a country with an elevated TB rate? 
Includes countries other than the United States, Canada, Australia, New Zealand, or 
Western and North European countries. 

□ Yes  

□ No      

Has this person traveled to (or lived in) a country with an elevated TB rate for four weeks 
or longer? 

□ Yes   

□ No      

At any time has this person been in contact with someone with infectious TB disease? 
(Do not check “Yes” if exposed only to someone with latent TB) 

□ Yes  

□ No      

Does the individual have a health problem that affects the immune system, or is medical 
treatment planned that may affect the immune system? 
 

(Includes HIV/AIDS, organ transplant recipient, treatment with TNF-alpha antagonist, or 
steroid medication for a month or longer) 

□ Yes  

□ No      

For persons under age 16 only:  Is someone in the child’s household from a country 
with an elevated TB rate?  

Provider Name with Licensure/Degree: 
 
 
 
Assessment Date: 

 Person's Name and DOB: 
 

 Name and Relationship of Person Providing 
Information (if not the above-named person): 
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E
arly C

hildhood Pre-K
 H

ealth R
ecord Supplem

ent* 
 

 
 

N
am

e of Child:                                                                    N
am

e of Child Care Facility: 
Child’s D

O
B:                                                                        To Be Com

pleted By The Physician 
1. Type Screening 

2. D
ate 

Com
pleted 

3. Results 
4. Recom

m
endations/Follow

 up  

H
ead Circum

ference (up to 2yrs old) 
 

 
 q

 N
orm

al 
q

 Abnorm
al 

 
 

H
gb/H

ct 
 

 q
 N

orm
al 

q
 Abnorm

al 
 

Lead  
 

 
 q

 N
orm

al 
q

 Abnorm
al 

 
BM

I (≥
 2 years old) 

 
 q

 N
orm

al 
q

 C
ounsel 

 
D

evelopm
ental Screening 

Tool:  □  PED
S                □

 ASQ
           

□ O
ther  _________________________ 

 

 
  q

 N
o C

oncern 
q

 Concern  
 

 

5. M
edical Conditions                             

6. Special Care 
Plan N

eeded 
7. R

ecom
m

endations 
  8. EC Provider  

Use O
nly 

Allergies/Sensitivities  q
 N

one 
• 

List: 
   

 q
  Y

es 
q
 

N
o 

 
 

 
q

 Special Care 
Plan com

pleted 
 

M
edications/Treatm

ents  q
 N

one 
• 

List: 
 q

  Y
es 

q
 

N
o 

 
 

 
q

 Special Care 
Plan com

pleted 

 Special D
iet prescribed by physician   q

 N
one 

• 
List:  

 

 q
  Y

es 
q
 

N
o 

 
 

 
q
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Plan com

pleted 
 Behavioral Issues/Social Em

otional Concerns  q
 N

one 
• 

List:  
    

 q
  Y

es 
q
 

N
o 
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Plan com

pleted 
M

edical Conditions/Related Surgeries    q
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one 
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  Y

es 
q
 

N
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q

 Special Care 
Plan com

pleted 
 

9. Physician/N
P/APR

N
/PA or Clinic N

am
e, Address, Zip, Phone, Fax 

 
11. I give m

y consent for m
y child’s H

ealth C
are Provider to discuss the inform

ation on this form
 

w
ith m

y E
arly C

hildhood Provider 
_____________________________________________________________________________ 
                                                    Early Childhood Provider N

am
e  

 12. Parent/G
uardian N

am
e 

  
10. Physician/N

P/ APR
N

/ PA or Clinic Signature (Signature or stam
p)             D

ate 
 

13. Parent/G
uardian Signature                                                          D

ate 
 

*Supplem
ent to the STATE O

F H
AW

AI‘I, D
EPARTM

EN
T O

F ED
U

CATIO
N

, FO
R
M

 14, R
ev. 2010, R

S 09-1051 (Rev. of R
S 06-0698) 
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Instructions for Com

pleting the Early Childhood Pre-K H
ealth R

ecord Supplem
ent 

 To Be Com
pleted by the Physician (Please print) 

   1. Type of Screening:  Check all that apply. 
• 

H
ead Circum

ference, H
gb/H

ct, Lead, BM
I 

• 
D

evelopm
ental Screening:  The screening tools listed are: 

 
 

 
PED

S
:  Parent’s Evaluation of D

evelopm
ental Status  

 
ASQ

:    Ages and Stages Q
uestionnaire 

        
O

ther:  Print the nam
e of screening tool used. 

  
2.  D

ate Com
pleted 

W
rite the date m

m
/dd/year the screening w

as perform
ed. i.e., 

06/01/2006. 
 3.  R

esults 
M

ark (X) to indicate “N
orm

al” or “Abnorm
al”, “N

o Concern” or 
“Concern”, “N

orm
al” or “Counsel”.    If the box is m

arked 
abnorm

al, concern or counsel, please com
plete Box 4. 

R
ecom

m
endations/Follow

 up. 
 

4.  R
ecom

m
endations/Follow

 up 
Please com

plete if abnorm
al, concern or counsel is selected.   

  5.  M
edical Conditions 

M
ark (X) “N

one” box for each item
 if the child has no 

Allergies/Sensitivities, M
edications/Treatm

ents, Special 
D

iet prescribed by physician
, Behavioral Issues/Social 

Em
otional Concerns, M

edical Conditions/ R
elated 

Surgeries.  List type of m
edical condition, e.g., M

edical 
Condition/Related Surgeries List: Asthm

a  
 

 
6. Special Care Plan N

eeded  
If child has a m

edical condition and the Early Childhood Provider 
should develop a special care plan, m

ark (X) Yes, next to the 
appropriate category.  If child does not need a special care plan, 
m

ark (X) N
o
.  

7. R
ecom

m
endations   

W
rite your recom

m
endations, e.g., “M

edications m
ust be 

adm
inistered by the parent before or after school hours.”  

 
8.  Early Childhood Provider U

se O
nly 

This section is designated for the early childhood provider to 
com

plete if physician has m
arked (X) Yes in Box 6.  Sam

ple form
s 

of the Special Care Plans can be requested from
 D

epartm
ent of 

H
um

an Service (D
H

S) office, phone or dow
nloaded from

 the 
D

epartm
ent of H

um
an Service w

ebsite.  
 9. Physician/N

P/APR
N

/PA or Clinic N
am

e 
Type or print legibly physician, nurse practitioner, advanced 
practiced registered nurse, physician assistant or clinic nam

e, 
address, zip, phone, and fax. 

 10.  Physician/N
P/ APR

N
/ PA, of Clinic (Signature or Stam

p) and 
D

ate:  Physician, nurse practitioner, physician assistant m
ust sign his/her 

nam
e or stam

p and w
rite in the date of child’s exam

ination.   
 11. “I give m

y consent for m
y child’s Health Care Provider to 

discuss the inform
ation on this form

 w
ith m

y Early Childhood 
provider.”   

The Early Childhood program
 is encouraged to type, print legibly, 

or stam
p the program

 nam
e here prior to parent signature.  

 12. Parent/G
uardian N

am
e 

Print the nam
e of the Parent or G

uardian  
 13. Parent/G

uardian Signature   
The Parent or G

uardian m
ust sign his/her nam

e and w
rite the 

date signed.  
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  To be used as part of a cover letter to the preschool, parent or physician. 
 

 
The purpose of the H

aw
aii D

epartm
ent of H

um
an Services (D

H
S) Early Childhood Pre-K H

ealth R
ecord Supplem

ent (EC-Pre-K H
R
S) is to provide 

developm
entally appropriate inform

ation on the child’s health, grow
th and developm

ental status for (Pre) school entry.  The EC-Pre-K H
R
S is to be used in 

conjunction w
ith the H

aw
aii D

epartm
ent of Education (D

O
E), Student’s H

ealth R
ecord Form

 14 2010. 
 The D

H
S EC Pre-K H

ealth R
ecord can be dow

nloaded from
 the H

aw
aii D

epartm
ent of H

um
an Services w

ebsite, http://hum
anservices.haw

aii.gov/ and 
search for Form

 908.  The D
O

E Student H
ealth R

ecord Form
 14 can be dow

nloaded at D
epartm

ent of Education w
ebsite: 

http://w
w

w
.haw

aiipublicschools.org/Pages/hom
e.aspx, click on Parents and Students, click on Enrolling in School, click on H

ow
 to Enroll, look for R

elated 
D

ow
nloads and click on Student H

ealth R
ecord. 

 The child’s physician is requested to com
plete the D

O
E Student H

ealth R
ecord Form

 14 and D
H

S EC Pre-K H
ealth R

ecord Supplem
ent.  The follow

ing are 
directions for com

pleting the D
H

S EC Pre-K H
ealth R

ecord Supplem
ent.  
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SPECIAL CARE PLAN FOR A CHILD WITH ALLERGY 

 
 

CHILD’S NAME:____________________________             Date of Birth: ___________ 
 
FACILITY NAME: _______________________________________________________ 
 
Parent(s) or Guardian(s) Name: ______________________________________________ 
 
Emergency Phone Numbers: Mother _________________    Father _________________ 
 
Primary Health Provider Name: __________________ Emergency Phone: ___________ 
 
Specialist’s Name (if any): ______________________ Emergency Phone: ___________ 
 
Description of Allergy: ____________________________________________________ 
_______________________________________________________________________ 
 
Describe what signs/or symptom look like:_____________________________________ 
_______________________________________________________________________      
 
Describe known triggers: ___________________________________________________ 
_______________________________________________________________________ 
 
Describe treatment:________________________________________________________ 
________________________________________________________________________     
 
Possible side effects: i.e.:  no peanut products allowed____________________________                          
_______________________________________________________________________  
 
Program modification:   ____________________________________________________ 
________________________________________________________________________  
 
When to call parent/health provider regarding symptoms or failure to respond to treatment: 
________________________________________________________________________ 
 
When to consider what condition requires urgent care or reassessment:  ______________ 
________________________________________________________________________ 
 
Physician’s Name: __________________    
 
Physician’s Signature: ___________________________   Date: ____________   
 


