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Tuberculosis (TB) Skin Test Form 

Applicant Name: _______________________________  Date of Birth: ____________________ 

 

Form is to be completed by a Healthcare Professional only. Complete ALL fields on this form.  

TB test that are read before 48 hours or after 72 hours from 

administration will NOT be valid.  

TB Test Placement: 

Date test was administered: ________________________ Time test administered: ________________ 

Site:  _________ Right Forearm __________ Left Forearm 

Administered by: _________________________________________ Title: ________________________ 

 

TB Test Results: 

Date test was read: ___________ Time test was read: ______________TB Test Induration: ________mm 

Final Results (Interpretation based on mm of induration, as well as, risk factors): ____Negative ____ Positive  

Read by: _________________________________________________ Title: _______________________ 

Does this Patient need to have a chest x-ray?  __________ Yes  ___________ NO 

Date of chest x-ray? ____________          Results of chest x-ray: ________Positive _______Negative 

Please attach x-ray results if one was needed to confirm results.  

Date Latent TB medications were started:___________________________________________________ 

Name of Physician’s Office / Clinic:_______________________________________________________ 

Address: _____________________________________________________________________________ 

City: ____________________________________ State: _____________  Zip:  ____________________  

Phone: ____________________________________ Fax: ______________________________________ 

Place Stamp Here: 
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