
 

Your Health Care Provider must complete and sign below as proof of test:

 
TB (PPD) Skin Test 
 
 
Date Administered: 
 
_______________________ 
 
Date Test Read: 
 
_______________________ 

 
Skin Test Result 
(size of induration) 
 
 
 
_______________________ 
Mm 
 
_______________________ 
Signature of Health Care 
Provider 

 
Chest X-Ray 
Required if TB skin test is Positive 
 
 
 
_______________________ 
Date of X-ray 
 
Result: NEG POS 
(attach copy of written 
report) 

 
Health Care Provider 
 
_______________________ 
Signature 
 
 
 
_______________________ 
Treatment 
(if any)


