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INITIAL TUBERCULOSIS (TB) SKIN TEST

LAST Name: Pynsld o .lFIRSTNAME: ok o TSCCID #:
oL 1dligqu
JUBERCULIN (TB} 2 STEP MANTOUX SKIN TEST - TO BE COMPLETED BY PHYSICIAN, NURSE PRACTITIONER, OR NURSE.

STEP 1 -TEST#1:
NAME OF PERSON ApminisTERING: Yrtanda Btk ne) i

paresomisTerep (st #1: 1411GN0M ot C9809 AR expraTion oaTE: 211112013
Wfte oo

T2
DATEREAD: _/_‘; l 1 Z(MUST BE WITHIN 48-72 HRS AFTER DATE ADMINISTERED)

TEST 1 RESULTS: ____POSITIVE _&NEGATNE ___REDNESS {pieaseidentify resultswitha +*}
AUBURN UNIVERSITY MONTGNOMERY
S0 A cppy>  IRMAB.MOORE AL
, . <, RM. 102
PHYSICIAN/NURSE PRACTITIONER smumufﬁ P.O. BOX 244023
MONTGOMERY, AL 36124-4023
On the data read (48-72 hrs after itis administered), your provider will evaluate, measure, and interpret the area. Your provider will document the milimeters

{e.g.0mm, 4 mm, 12mm} and ifthe 151 TST is negative, you will retum forthe 2nd testin 7-21 days. ithe tstiestis positive, you should see your providerfor
additional evaluaionand treatment.

IF TEST #1 WAS NEGATIVE - WAIT 7-21 DAYS BEFORE COMPLETING STEP 2

mm  (pleaseprovide measure in milimeters)

STEP 2 -TEST#2 - 7 -21 DAYS AFTER STEP 1

nawe oF person aommisTerie: AIYanda Bt B

oateromiisTEReD(TEST 22 V[]109Y  ore: _LH H09AA exPraTION DATE: 3111 1023
.

DATEREAD__  ._(MUSTBE WITHIN 48-72HRSAFTER DATE ADMINISTERED)

TEST 2 RESULTS: POSITIVE X NEGATIVE REDNESS  (pleaseidentiy resultswitha v*)

Dmm (please provide measurein milimeters

/)] N

PHYSICIANNURSE PRACTITIONER SIGNATURE AUBURN UNIVERSITY MONTGOMERY
: STUDENT HEALTH CENTER
! Provider: l IRMA B. MOORE HALL RM. 102
! Please place office stamp P.O. BOX 244023
: here (if possible) for MONTGOMERY, AL 36124-4023

validation purposes.

On the date read (48-72 his afier TEST #2), your provider will evaluate, measure, andinterpret the TST. Document the midimeters (e.g. 0 mm, 4 mm, 12 mm}.
if the 2nd TST is negetive - you are done!

On the date read (48-72 hrs afier TEST #2, your providerwill evaluate, measure, and interpret the TST.Document the milimeters (e.9. 0 mm, 4 mm, 12 mm).
Ifthe 2nd TST is pogitive, you should see your providerfor addiionalinformation &  treatment.

IMPORTANT NOTE:
if a TB skin tes! cannot be performed due I past + testor BCG  vaccinalion:
1) Your provider will Ncely order @ chest x-ray and youwil provide the program with a Radiologist’s report - OR
2} Your provider {on provider ielterhoad) can document that you ere free from TB and do not need a 2-step T8 fest or chest x-ray
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Patient Name: (‘ WJ&@L ﬂ'rﬂ&d

AUM Student Health Services
Immunization Record

Birthdate: /L.l QU

Aliergies/Medical Alert:
immunization |Date Site Dose MFR |[Comments V.. S. Initials
Tdap
Td Boester
MMR
HEP A
HEP B
Other
N,
/ N .
Date Given: | Date Read: Rﬁsu!ts: MEFR LOT# comments initials
- ¢ . g 0 ‘1 1 Iy m
Puberculin Testing - ! 1§ EVTED cuna by LOBOSAR
PPD (MANTOU‘X) >
Initials Signature initials Signature
MR M(\&

STUDENT HEALTH CENTLR
IRMA B. MOORE HALI M. 102
P.O. BOX 24402 ¢
MONTC 3 RY, AL 36124-4023

STAMP ABOVE

AUBURN UNIVERSITY MO™ TGO ERY

_______________———-—-J
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WARHAWK
HEALTH SERVICES

TB Screening Questionnaire

Name: CM'SEOL (’(\Yﬂbld Date of Birth: Dl !OL”[G].OI (-0

Student Number:
Please mark “yes” or “no” to the following questions. YES NO
1. Do you have a cough that has lasied longer than 3 weeks? ~
2. _Have you coughed up blood or mucus? iy
3. Have you had fever, chills, or night sweats? v
4. Have you had unintentional weight loss? -
5. Have you been feeling very tired? A
6. Have you lost your appetite? s /
7. Have you ever had a positive TB skin test result or Positive
interferon gamma release assay (IGRA) resuit? /
If so, when? Pe
8. Have you ever had an abnormal chest x-ray? /]
9. Have you recently had the mucus coughed up tested for TB? P
10. Have you ever been told you had TB or latent TB? e
11. Have you ever taken medicine for TB? ey
12. Have you ever lived with or had close contact with someone who had s
TB? pd
13. Do you currently have a rash on either forearm? -/
14, Are you immunocompromised? (Steroids, chemotherapy, or other?) 7/
15. Have you received a live vaccine in the past 30 days? /

*All TB skin test and Chest x-rays must be performed in the U.S. to be valid.*

i attest the above Is true and accurate to the best of my knowledge.

Patient Signature:%%’ M pate: O /' / oY / DUV P

-
Provider Signature: .)0_4‘~A——->1@4 Date: || 'j“lﬂg,

06/2021



