
SOUTH RIVER PUBLIC SCHOOLS 
South River, NJ 08882 

 
 

TUBERCULIN / MANTOUX ADMINISTRATION 
 
 
Date: ___________________ 
 
 
A Mantoux Test (5TU of Tuberculin Purified Protein Derivative) 
 
 
Was administered to _______________________________________. 
                                    (Name of Patient) 
 
 
Date administered: ______________________________ 
 
 
Date read: _____________________________________ 
 
 
Results: _______________________________________ 
 
 
Read by _________________________________________________ 

                              (Signature) 
 
 
Name of Physician / Nurse___________________________________ 
 
 
Address __________________________________________________ 
 
 
Telephone ________________________________________________ 

 



 


