
 
 

Tuberculosis Test Form 
 

 
Name:  _________________________________________________  D. O. B.:____________________ 
 
 Date test was administered:  _____________________________ 
  
 Site:  ________________________________________________ 
 
 Facility where test was administered:  _______________________________________________ 
  
 Manufacturer:  ____________________  Lot/Exp. Date:  ________________________________ 
 
 Administered by:  _______________________________________________________________ 
 
 Date test was read:  ____________________________________ 
 
 Test results:  __________________________________________ 
 
 Read by:  ____________________________________________ 
 
 Facility where test was read:  ______________________________________________________ 
 
 Additional follow-up needed?  Y   N    
 
 If yes please describe:  ___________________________________________________________ 
 
 Chest X-ray date (if applicable):  ___________________________________________________   
  
 Chest X-ray results:  _____________________________________________________________ 
  
 Chest X-ray results reviewed by:  ___________________________________________________ 
 
 Further follow-up needed: (if applicable) _____________________________________________ 
 
 ______________________________________________________________________________ 
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