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school program which requires tuberculosis clearance as follows:
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PHYSICIAN’S REPORT OF TUBERCULOSIS CLEARANCE

Name:
Birthdate:
TST/P.P.D. Date: Result:
X-Ray Date: Result:
QuantiFERON Date: Result:
Recommendations: INH mg/daily for 9 months.
Date Started: Date Completed:
Remarks:
Not Valid Unless Signed, Stamped & Dated

Date form completed: NAME:

ADDRESS:

PHONE:

Signature of Physician/Clinic
PLEASE STAMP/AFFIX NAME, ADDRESS, AND CONTACT INFORMATION

Health Office review/approval Date:
Signature of Health Aide or Health Services Form #603/12.12.23 AH




