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DOTAZNIK K DEFINICI RIZIKA
TUBERKULOZY

QUESTIONNAIRE TO DEFINE THE RISK OF TUBERCULOSIS INFECTION

Name and surname of the child

Date of birth Insurance number (if insured)

Name/code of insurance company
PART | - THE CHILD’S GUARDIAN FILLS IN

One or both of parents of the child, or it’s sibling, or member of the household, where the child lives has/had
an active tuberculosis. Put a tick:

[]Yes [ ] No/I'm not aware

One or both of parents of the child, or it’s sibling, or member of the household, where the child lives was born,
or lives/had lived outside Czech republic for more than 3 months continuously. Put a tick:

|:| Yes If yes, in which state (name all of them) |:| No/lI'm not aware

The child has been in contact with a person, who had tuberculosis. Put a tick:

[ ] Yes [ ] No/I'm not aware

Tuberculosis investigation has been carried out by person the child had been in contact with. Put a tick:

|:| Yes |:| No/I'm not aware

Name and surname of the child’s guardian

Date Guardian’s signature

PART Il - PHYSICIAN FILLS IN

The child has an indication for vaccination against tuberculosis according to the annex No.3 to decree
No0.537/2006 about vaccination against infectious diseases. Put a tick:

|:| Yes |:| No/I'm not aware

Physician’s name and surname

Date Physician’s signature

Stamp of medical institution

TISKNETE OBOUSTRANNE
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DOTAZNIK K DEFINICI RIZIKA
TUBERKULOZY

DOTAZNIK K DEFINICI RIZIKA TUBERKULOZY

Jméno a pfijmeni ditéte

Datum narozeni ditéte Cislo pojisténce (bylo-li pridéleno)

Nazev/kod zdravotni pojistovny:

1. CAST - VYPLNUJE ZAKONNY ZASTUPCE DITETE

Jeden nebo oba z rodicl ditéte nebo sourozenec ditéte nebo ¢clen domacnosti, v niz dité zije, mél/ma aktivni
tuberkulézu. Zaskrtnéte:

[ ]Ano [ ] Ne/neni mi znamo

Dité, jeden nebo oba z rodi¢l ditéte nebo sourozenec ditéte nebo clen doméacnosti, v niz dité Zije, se narodil
nebo souvisle déle nez 3 mésice pobyva/pobyval mimo Ceskou republiku. Zaskrtnéte:

[ ]Ano Pokud ano, v jakém staté (vyjmenujte vSechny staty) [ ] Ne/neni mi znamo

Dité bylo v kontaktu s nemocnym s tuberkul6zou. Zaskrtnéte:

|:| Ano |:| Ne/neni mi znamo

Bylo provadéno setreni ohledné TBC u osob, se kterymi bylo dité v kontaktu. Zaskrtnéte:

|:| Ano |:| Ne/neni mi zndmo

Jméno a pfijmeni zakonného zastupce ditéte

Datum Podpis zakonného zastupce ditéte

Il. CAST - VYPLNUJE LEKAR
Dité ma indikaci k oc¢kovani proti tuberkul6ze podle pfilohy ¢. 3 k vyhlasce ¢. 537/2006 Sb.,
o ockovani proti infekénim nemocem, ve znéni pozdéjsich predpisd. Zaskrtnéte:

|:| Ano |:| Ne/neni mi zndmo

Jméno a prijmeni lékare

Datum Podpis |ékare

Razitko zdravotnického zarizeni

TISKNETE OBOUSTRANNE



