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I,               MD/NP/PAC       MD/NP/PAC 
 Type or print provider name:  _____________________________ 

Provider signature: _____________________________________ 
Provider address: ______________________________________    

Provider contact: _______________________________________ 

 

have examined                     Name of student: ______________________________ 

on                                               





315 Falls Ave. PO Box 1238 Twin Falls Idaho 83301    Phone (208)732-6700   Fax (208) 736-4743 Page 3 
 

 

 

     HEALTH IMMUNIZATION RECORD 

 
What if I get a positive TB test result? 

¶ If you receive a positive TB skin test, you will need a Chest X-ray to determine whether or not you have active TB.  

¶ If you have previously tested positive for TB and have a Chest X-ray that is completed within the last 4 years, you may 

turn in that documentation 

 

Note: Once you test positive for TB you will always test positive.  Therefore, from that point on you will need to get a Chest 

X-ray every 4 years 

2-Step TB Skin Test and Chest X-ray Documentation 

 

Complete the following section, type or print clearly. 

 

First Name (in box below)               Middle Initial                            Last Name 

                                        DOB 

    

Prior positive TB skin test 

Date: 

 

Induration __________mm 

Treated for latent TB 

infection (circle one) 

 

Yes             No 

Prior TB disease (circle 

one) 

 

 

Yes, date________     NO 

Received BCG vaccine 

(circle one) 

 

Yes                   No 

If prior positive provider will 

follow CDC protocol for 

further testing 

If yes provider will follow 

CDC protocol for further 

testing 

If yes provider will follow 

CDC protocol for further 

testing 

If yes provider will follow 

CDC protocol for further 

testing, TB blood tests are 

the preferred method of TB 

testing for people who have 

received the BCG vaccine. 

 

TB blood test date and 

results: 

 

 

Date PPD #1 administered Date PPD #1 read Results  

Positive             Negative 

________mm       0mm 

PPD read by print and sign 

 

 

 

Date PPD #2 administered Date PPD #2 read Results  

 

Positive             Negative 

________mm       0mm 

PPD read by print and sign 

 

 

 

Chest X-ray (only if performed for positive PPD)      Print evaluator name: 
CXR needed 

CXR on file 

(circle one) 

CXR results (circle all that apply) 

Negative       Abnormal 

Consistent with TB 

 

Comments (circle one) 

Referred for follow up medical 

evaluation. 

Provided written notification of results. 

Date and evaluator 

signature 

 

 
 


