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 PPD TUBERCULOSIS SKIN TEST 

 

 
PATIENT’S NAME:  __________________________________________________ 

 

DATE OF BIRTH:     __________________________________________________ 

 

 

 

PPD 
 

Date Given:____________________ 

Date Read:_____________________ 

□ Negative (non-reactive) 

□ Positive (reactive) __________mm 

 

 

 

Chest X-Ray 
 

Chest Xray Date:_________________ 

Chest Xray Findings: 

□ Negative 

□ Positive 

 

 

 

 

________________________                                                       ________________ 

Physician/CNP Signature           Date 



 

StaffingEtc. 

EMPLOYEE NAME: (Print) 

EMPLOYEE HEALTH 
TUBERCULOSIS (TB) SCREENING 

DATE:  
SECTION EMPLOYEE COMPLETES THE FOLLOWING QUESTIONS: 
Do you currently have any of the following  
that has lasted three (3) weeks or longer? 

Yes No                          

1. Unexplained productive cough?             

2. Unexplained weight loss?                      

3. Unexplained appetite loss?                   

4. Unexplained fever?                               

5. Night sweats?                                         

6. Shortness of breath?                               

7. Chest pain?                                            

8. Increased fatigue?                                    

9. Bloody sputum?                                        

Employee Signature:  

Have you:                                                 Yes         No 

1.   Ever been told you have TB?    

2. Lived with anyone with TB?    

3. Had a positive TB skin test?                                    

4. Had a BCG vaccination?                                         

5. Date of  last negative PPD skin test result:  ___ 

6. Do you have documentation of a negative TB skin 

test within the last 12 months?              

D a t e :  

 

                   Physician’s Signature: ____________________________________________________   Date: ___________________ 

 
SECTION II OFFICE COMPLETES: Check the appropriate statements below) 

Signs and Symptoms Suggestive of TB: 

The above questionnaire indicates symptoms suggestive of infectious tuberculosis. A statement of a 
medical evaluation is required prior to resumption of work indicating the employee is free from infectious 
TB. Refer employee for a medical evaluation. (Send a copy of this form to the health care practitioner.) 

Previous TB Infection OR  

Prior Positive Reaction: 

 Presents documentation of previously reacting (+) positive to a TB skin test on: / / or the  
employee reports having previously been infected with TB and has a medical statement that they were treated 
and free of infectious TB at this time. The employee does not report any signs and symptoms suggestive of TB. 
Do not administer PPD skin test. Schedule the employee in a tickler system indicating when the next periodic TB 
screening needs to be administered. A chest x-ray for TB is not indicated at this time. 

 The employee reports a previously reacting (+) positive to a TB skin test or reports having previously been infected 
with TB and has no medical documentation that they are free of infectious TB at this time. The employee must 
provide medical documentation that they are free of infectious TB prior to any work assignment. 

Prior BCG Vaccination: 

 If the employee has had a BCG vaccination, the BCG vaccination may produce a PPD reaction than cannot be 
distinguished reliably from a reaction caused by infection with M. tuberculosis. During the initial evaluation, employees 
with a history of BCG vaccination and no prior positive reaction have a baseline PPD Mantoux TB skin test 
performed and periodically thereafter..  -  

Negative TB Skin Test in the Last Three (3) Months: 

 The employee has documentation of a negative TB skin test within the last 3 months. Schedule the employee in 
a tickler system that indicates the next periodic time point that TB screening needs to be administered. 

 Upon hire, the employee does not have or is not able to produce documentation of a negative TB skin test within 
the last 3 months. Administer the PPD skin test. 

Negative TB Skin Test in the Last Twelve (12) Months: 

 Upon hire, the employee has documentation of a negative TB skin test within the last 12 months but not within 
the last 3 months. Administer the PPD TB skin test. 

 The employee does not have or is not able to produce documentation of a negative TB skin test within the 
last 12 months. Administer the PPD two-step method TB skin test. 
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SECTION III EMPLOYEE CONSENT 

I understand that if I am pregnant, I will consult with my physician who will determine if it is safe for me (and the 

fetus) to receive the tuberculosis skin test. If my physician decides or I refuse to have a PPD TB skin test while 

pregnant, I will submit a medical statement indicating that I am free of infectious TB. 

I understand that if I am immunosuppressed, l must make my own educated decision as to the acceptance of an 
assignment where there may be exposure to TB. I understand that I may be unable to react to skin test antigens due to 
a suppressed immune system. Instead of a PPD TB skin test, I can be referred to the local health department for 
testing and evaluation. 

I do not have known hypersensitivity to the PPD skin test or its components. 

I understand that vesiculation, ulceration, or necrosis may occur at the test site in highly sensitive persons and will 

report such adverse events to my usual healthcare provider immediately and will also notify Staffing Etc. 

I understand that pain, pruritus, and/or discomfort may occur at the test site. 

 

I______________________________,   consent to have a PPD tuberculosis skin test.  I will return to have the test  

          Employee Name (Print) 

read on  ____________ at__________.  I understand if I do not return at this time , I must have the test repeated. 

                                               Date                     Time 

  

  Employee Signature:___________________________________  Date:_______________________ 

 

  Witness:_____________________________________________  Date:_______________________ 

 

 
SECTION IV PPD TUBERCULOSIS SKIN TEST 

 This employee reacted (+) positive to his/her PPD TB skin test. This is a new reaction. Prior to resumption of 
work, written documentation of a medical evaluation stating the employee is free of infectious TB is required. 

 

 This employee reacted (-) negative to his/her TB skin test. No further follow-up is required for this TB screening. 

 

 This employee reacted (-) negative to his/her TB skin test. Because this employee did not present documentation 
that they had a negative TB skin test in the last 12 months, a two-step PPD TB skin test is required The employee 
is scheduled for the next PPD TB skin test in one to three (1 - 3) weeks on / / 

SECTION V 

Other: (e.g.,State specific health requirements)  
 

 

           Date and Time Given:       Left Forearm             Right Forearm 
 

 Administered By:________________________________________  Title__________________ 

 

 

 Lot#_____________________________  Expiration Date: ________________________ 

 

 Date and Time Read: ____________________________________________________ 

 

 Read By:_________________________________________________ 

 

 Reading Results: 

 

     Negative (non-reactive)   Positive (reactive) ________________ mm 

 

 

Description:_______________________________________________________________________ 

             READ 48 -72 HOURS AFTER INJECTION 
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