
Facility TB Profile

1. Name of facility__________________________________________Phone: (_____)_____________

2. Facility Address_____________________________________________________________

3. Site Manager’s Name: __________________________________________

4.  Hours of Operation: _______(_______(_______(_______(_______(_______(_______

(Enter Times)        Mon.        Tues       Wed        Thur        Fri            Sat          Sun

5. Type of Facility (complete a separate questionnaire for each type of facility and site location)

( Substance Abuse Treatment Facility (SATF): Methadone Maintenance

( SATF: Therapeutic Community/Residential Long Term

( HIV Early Intervention Service (Title III)

( Federally Qualified Community Health Center

( Other (Specify:_____________________________________)

6. Total number* of clients served in treatment setting checked above during year 20___:_______ 

7. Number* of clients newly admitted during 20___: ________.   Of these:     
	Condition
	Number

	7a.  Clients receiving a Mantoux tuberculin skin test (TST) by facility staff
	

	7b.  Clients with TST reading by facility staff
	

	7c.  Clients with positive TST reading by facility staff
	

	7d.  Clients with a documented history of a prior positive TST (not tested by staff)
	

	7e.  Clients with a verbal history of a prior positive TST (not tested by staff)
	

	7f.  Clients with a positive HIV test (include those with a prior positive HIV test)
	

	7g.  Clients with a history of injection drug use
	

	7h.  Clients with a history of non-injection drug use
	

	7i.  Clients born outside the US and arriving in past 5 years
	


8. Which newly admitted clients routinely receive a TST?

( All
    ( Selected (specify__________________________________________)
9. At what facilities do clients with a positive Mantoux TST receive follow up TB services?

	Service
	Facility If Client Insured
	Facility If Client Not Insured

	8a. Chest X-Ray
	
	

	8b. Medical 
       Evaluation
	
	

	8c. Treatment for Latent
      TB Infection (TST +)
	
	


10. Estimated percentage of newly-admitted clients expected to be seen for following time periods:

	% to be Seen for 4+ Months
	% to be Seen for 6+ Months
	% to be Seen for 9+ Months

	
	
	


*Note: Individuals seen multiple times during the year should be counted only once

11. Distribution of clients newly-admitted during 20___ by race and ethnicity:

	Race/Ethnicity
	Number

	White, Non-Hispanic
	

	Black, Non-Hispanic
	

	Hispanic
	

	Asian/Pacific Islander
	

	Other (Specify_______________
	


12. Distribution of clients newly admitted during 20___ by expected payment source:

	Payor Source
	Number

	Private Insurance
	

	Medicaid/Medicare 
	

	County/State Fund
	

	Self-Pay
	

	Other (_____________________)
	


13. Number of full-time equivalent (FTE) health-related staff (use fractions, e.g., 0.5, if appropriate):

	Service Category
	# FTEs

	Physicians
	

	Nurses
	

	Other (_____________________)
	


Yes      No

14. Does facility have radiology equipment on site?    


  
   (       (
15. Does facility have a licensed pharmacy on site?



   (       (
16. Does facility have a locked area in which to store medication?


   (       (
17. Does facility provide on site treatment for latent TB infection (LTBI)?   
   (       (
   If yes, unduplicated* number of clients treated during 20___:______

18. Does facility provide on site medical care and anti-retroviral drug therapy 

       for HIV-infected individuals?

   




   (
 (
19. Name of person completing form: _________________________  Phone:_____________

Fax completed questionnaire to (Profile Coordinator)  at (###-###-####)
Questions – Call (Profile Coordinator) at (###-###-####) or contact by e-mail: ________________
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