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TB SKIN TEST FORM 
 

Name:____________________________________________DOB:_______________________Age: _______________ 
 
Address:__________________________________City:_____________________  State:_________Zip: ____________ 
 
Phone:__________________________Reason for TB Skin Test: ____________________________________________ 

 
1. Have you ever had a reaction to a previous tuberculin test (skin test or blood test)?         Yes            No 

  
                

2.  Have you had any of the following live vaccines within the past 4 to 6 weeks?                       Yes            No  
Chickenpox vaccine, MMR Vaccine, Shingles Vaccine                                                                         

   
3. Have you ever had a BCG vaccine?                Yes             No 

 
4. Are you currently taking any oral or IV steroid medication including cortisone?                                Yes            No 

 
5.  Are you currently experiencing any of the following symptoms:             

 Persistent cough, weight loss of 10 pounds or more in last month, lethargy,                                    Yes             No 
 night sweats or coughing up blood?      
 

6. Do you have health insurance from an employer or privately             Yes            No 

     

7. Do you have Medicaid or insurance through Job and Family Services?             Yes           No 
 
I hereby acknowledge I have been offered a copy of the Auglaize County Health Department’s Notice of Privacy Practices.  I understand this document provides 
information on how my health information may be disclosed by Auglaize County Health Department and my rights with respect to my information.  I or person 
authorized to make the request (parent or guardian) give the Auglaize County Health Department permission to perform the Tuberculin skin test. 
 

Signature:___________________________________________________________Date_____/______/______ 
________________________________            OFFICE USE ONLY ______________________________________________ 
              

         Payment:________________________________Check/  Cash/  CC   ____1-Step Needed____2-Step Needed 
 

1-STEP:  Tubersol Lot#__________________Mfg:  Sanofi Pasteur   Exp.Date:__________Use By Date:___________ 

Dosage: ___________________Site of Test:_____________________________Route: Intradermal_________________           

Date Given:________________Time Given:____________________________ Given By:________________________ 

Date Read:________________ Time Read:_____________Results:______mm Read By:________________________ 

Adverse Effects:____________________________________________________________________________________ 

 

 

2-STEP:  Tubersol Lot#__________________Mfg:  Sanofi Pasteur   Exp.Date:__________Use By Date:___________ 

Dosage: ___________________Site of Test:_____________________________Route: Intradermal_________________ 

Date Given:________________Time Given:____________________________ Given By:________________________ 

Date Read:________________ Time Read:_____________Results:______mm Read By:________________________ 

Adverse Effects:____________________________________________________________________________________ 

           


