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Date___________________________________________ 

Patient Name_____________________________________ 

Have you had any of the following Aerosol Transmissible Diseases? 

Please check “yes” or “no”. 
1. SARS yes__ no__ 
2. Meningitis yes__ no__  
3. Pharyngitis yes__ no__  
4. Pneumonia yes__   no__ 
5. Diphtheria yes__ no__ 
6. Rubella yes__ no__ 
7. Parvovirus B19 yes__ no__ 
8. Haemophilus Influenzae Type b (HIB) yes__ no__ 
9. Viral Hemmorrhagic (VHFs)  yes__  no__ 
10. Pertussis or Whooping Cough  yes__   no__ 
11. Group A Streptococcus (GAS)  yes__  no__ 
12. Mycoplasmal Pneumonia yes__ no__ 
13. Avian Flu yes__ no__  
14. Any Novel Flu  yes__ no__ 
15. Anthrax yes__ no__ 
16. Shingles yes__ no__ 
17. Smallpox yes__ no__ 
18. Chicken pox yes__ no__ 
19. Seasonal flu yes__ no__ 
20. Measles yes__ no__  
21. Novel H1N1 flu yes__ no__ 
22. Tuberculosis  yes__ no__ 
 
Are you suffering from any of the following signs or symptoms of Aerosol Transmissible 
Diseases? 
1. Have you had a cough for more than 3 weeks that is not explained by non-infectious 
conditions? yes__ no__ 
2. Have you had coughing fits that interfere with eating, drinking or breathing? Yes__  no__ 
3. In addition to cough, have you experienced: __unexplained weight loss (more than 5 lbs) 
__night sweats, __fever, __chronic fatigue or malaise,  __coughing up blood. 
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4. Have you had fever, headache, stiff neck, chills, cough, runny nose, or watery eyes 
associated with the onset of an unexplained rash(diffuse rash or blister-type skin rash), or 
possibly mental status changes?  __yes __no 
 
5. Do you show signs and symptoms of a flu-like illness during March through October, (the 
months outside of the typical period for seasonal influenza in the USA), or do you show the 
signs and symptoms of flu for longer than 2 weeks at any time during the year? These signs 
and symptoms generally include combinations of the following: coughing and other 
respiratory symptoms, fever, sweating, chills, muscle aches, weakness and malaise. __yes 
__no 
 
6. Have you been exposed to anyone with an infectious aerosol transmissible illness other 
than seasonal influenza? __yes __no 
 
 
Name____________________________Signature__________________________________ 
 
 

 
 


