
Sample Contact Investigation in a Congregate Setting 
Summary Form

Note:  Form can be downloaded from:  http://www.umdnj.edu/ntbcweb/tbcontact_frm.html
Directions:  This form should be completed by the HCW conducting the CICS and reviewed by his 
or her supervisor.

Health Care Worker (HCW) Name: _____________________________

Date:
__________________________________________________

Supervisor Review    

Initials:___________________

If it is determined that the presenting patient was associated with a congregate setting during his or her infectious period, the following is to be completed by the HCW during the course of the congregate 
setting contact investigation:

Patient name (last, first): ___________________________________________

Patient ID #: __________________________________________________________

Infectious period:  Start date:  ______________________ End date: _________________

1.  Background

Name of congregate setting:  ________________________________________________

Address:  _______________________________________________________________

Telephone number:  ______________________________________________________

Contact person:  _________________________________________________________

Telephone number of contact person (if different from above): (____)_________________

Address of contact person (if different from above): _______________________________
______________________________________________________________________

Date management notified of potential exposure:  ______/______/______

Date of scheduled management meeting:  ______/______/______  

Date of scheduled on-site assessment of congregate setting (if different from above): ______/______/_____

2.  Findings (narrative format)

Please document the results of the following: 

Management meeting (with emphasis on the sharing of key information, who was present, was patient 
identity revealed, was education provided, etc?)    Date: ______/______/______

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

On-site assessment (attach drawings and/or photographs and list any other supporting evidence collected 
for the purpose of determining high-priority contact identification).    Date: ______/______/______

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

3.  Observations (narrative format)

Please document any problems or needs identified regarding this investigation (eg, uncooperative 
management staff, need for an interpreter or educational materials in other languages, assistance from 
TB program supervisor, etc):
_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

4.  Recommendations (narrative format)
Please document your recommendations as they relate to potential exposure and transmission, and 
the identification of high-priority contacts:

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

5. Outcomes

Please document results of screening and medical evaluation (if applicable) as indicated in the following:

	1.  Initial Outcomes
	Number

	Total: High-priority contacts identified
	

	Previously TST positive
	

	History of TB disease
	

	Refused TST
	

	TST administered
	

	1I.  Outcomes of Screening
	Initial Screening 
(Number)
	Post-Exposure Screening (Number)

	Total: TST administered
	
	

	Positive TST results
	
	

	Documented convertors
	
	

	Negative TST results
	
	

	Total: Chest x-ray provided
	
	

	Normal
	
	

	Abnormal, consistent with TB
	
	

	III.  Disposition of Patients
	Initial Screening 
(Number)
	Post-Exposure Screening (Number)

	Total: Diagnosed LTBI
	
	

	Prescribed LTBI treatment
	
	

	Total: Diagnosed TB case/suspect
	
	

	# Receiving treatment
	
	


Supervisor’s Comments:

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________








