
 

Los Angeles County Confidential Morbidity Report of Department of 
Phone: (213) 745-0800 Tuberculosis Suspects & Cases Public Health 
Fax: (213) 749-0926 

Under California law, all Outpatient TB suspects and cases must be reported within one working day 
Patient’s Last Name First Middle Date of Birth Age Sex Patient’s SS# 

Patient’s Address City State Zip County Phone Number 

Occupation Country of Birth Date Arrived in U.S. Medical Record Number 

Race: ☐White ☐Black  ☐Asian spec. ☐Pacific Islander spec.  ☐Alaska Native ☐American Indian 
Ethnicity: ☐Hispanic  ☐Non-Hispanic 

Previous TB Skin 
Test: Date:   mm of induration 
Current TB Skin Test: 
Date:    mm of induration 

Chest X-Ray/CT Date:   
☐ Normal ☐Cavitary ☐Non-Cavitary 
Impression:   

IGRA Test: Test Type: ☐Positive ☐Negative ☐ Indeterminate 
Date:   QFT: Mitogen   Nil   Antigen   

Active Disease    Site of Disease                                                         History of NTM (Atypical) Yes/No  
☐ TB Suspect          ☐ Pulmonary TB                                                         Type:_________________________ 
☐ TB Case               ☐ Extra-pulmonary Specify Site:___________    (ex: M. avium or M. fortuitum etc.) 

Cough and/or Sputum production Date of Onset Date of Diagnosis 
☐ Yes ☐No 

Bacteriology ☐Not Done Treatment ☐Not Started 
 
 
 
 
 
 
 

MTB PCR Result:   

Lab Name:   Phone:   

Remark: ______________________________________________________________________________________________ 
______________________________________________________________________________________________________ 
______________________________________________________________________________________________________ 
______________________________________________________________________________________________________ 

  Reasons for reporting: ☐ Reporting Mandate      ☐Request Consultation      ☐Request Patient Management  
  For DPH Clinic Services Referral Criteria please see Section 5: http://ph.lacounty.gov/tb/docs/523AttachmentGuidelines.pdf 

 

 

Attach clinical notes, radiology, IGRA/TST, microbiology including microbiology (AFB 
sputum with smear and culture results, Mtb PCR), or pathology reports, and insurance 
face sheet
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Date Collected Specimen Type Smear AFB Culture MTB 
    

    

    

 

Drug Dose Start Date 

INH   
Rifampin   
EMB   
PZA   
Rifabutin   

B6   

 

Reporting Health Care Provider Telephone Number Fax Number 

Reporting Health Care Facility Address Submitted By Date Submitted 

 

http://ph.lacounty.gov/tb/docs/523AttachmentGuidelines.pdf
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