TUBERCULOSIS / PPD RECORD

Wellness Institute | Street Address | City, State Zip | 202-555-1212

A. Please complete the following information:

YOUR NAME SOCIAL SECURITY NUMBER

B. Please answer ALL questions:

1. Have you ever been tested for TB? [ YES [0 NO
2. Have you ever had a positive reaction? [ YES [ NO
a. If"YES", please specify the approximate date of positive reaction:
b. If"YES", did you receive and complete treatment? [ YES [0 NO

C. Please sign and date below:

YOUR SIGNATURE TODAY'S DATE

To be completed by HEALTH PRACTITIONER

| hereby certify that the individual listed above has had a PPD planted on his / her:

[0 Right Forearm LOT NUMBER:
ON
O Left Forearm DATE EXPIRATION DATE:
HEALTH PRACTITIONER'S SIGNATURE DATE

To be completed by WELLNESS STAFF - For the most accurate results, PPD's should be read 48 - 72 hours Post Plant

[0 NEGATIVE Reaction

DATE PPD READ
[0 POSITIVE Reaction

BY (Print Name)

mm induration

SIGNATURE mm redness

Refuse / Declination of PPD / TB Program

| understand that due to my occupational exposure to tuberculosis, | may be at risk of acquiring TB without knowledge. | have
been given the opportunity to be tested for TB to determine my current health status, and am hereby refusing this service.

YOUR SIGNATURE TODAY'S DATE

PART OF THE MEDICAL RECORD
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