
EOU Student Health Center       
1 University Blvd, La Grande, OR 97850 

 
Tuberculosis (TB) Screen and Test Form 

 
PATIENT NAME: _______________________________________________________  DATE OF BIRTH: _____/_____/________ 
 
REASON FOR SCREENING?    Work/School    Travel    Exposure to TB    Symptoms    Routine Check    (please circle one) 
 
CURRENT MEDICATIONS:  _______________________________________________________________________________________________ 
 
HISTORY: (please circle all that apply)        EXPLANATION 
 

Allergy to TB testing material?    Yes No Unknown  _______________________________________ 
Known history to TB exposure?    Yes No Unknown  _______________________________________ 
History of positive PPD?     Yes No Unknown  _______________________________________ 
History to treatment for TB?     Yes No Unknown  _______________________________________ 
Have you received any vaccines in the last 6 weeks?  Yes No Unknown  _______________________________________ 
History of BCG Vaccine?     Yes No Unknown  _______________________________________ 
Have you ever had a Chest X-ray?    Yes No Unknown  _______________________________________ 
Known Immunosuppression?     Yes No Unknown  _______________________________________ 
Females Only: Pregnant /Nursing or thinking of becoming pregnant? Yes No Unknown  _______________________________________ 
Current Symptoms of:      
 Persistent Fever?     Yes No Unknown  _______________________________________ 
 Chronic unexplained Cough?    Yes No Unknown  _______________________________________ 
 Night Sweats?     Yes No Unknown  _______________________________________ 

Coughing up Blood?    Yes No Unknown  _______________________________________ 
Unexplained Weight Loss?    Yes No Unknown  _______________________________________ 
Other?      Yes No Unknown  _______________________________________ 

 
* Up to 20% of people infected with tuberculosis may not have a reaction on the PPD skin test. In addition, certain conditions that affect the immune system 
(cancer, recent chemotherapy, late-stage AIDS) may cause a false-negative test result. 
 
PATIENT SIGNATURE: ______________________________________________________  DATE: _________________________ 
 
I authorize EOU Student Health Center to communicate these test results with ________________________________________ 
Patient Signature: _____________________________________________________________  Date: __________________________ 
 

----------  CLINIC USE ONLY  ---------- 
                        

 

                    
PPD Test 
#1           
            

Product:   Mfg:   Location of Test: L R forearm Date given:   
            

Exp Date:   Lot #:   
Test administered 
by:       

Date to be 
read:   

            
                    

RESULTS:  Induration ____________mm     Test Read by: ___________________________________________     Date ____________________ 
 

                    
PPD Test 
#2 Not Needed          
            

Product:   Mfg:   Location of Test: L R forearm Date given:   
            

Exp Date:   Lot #:   
Test administered 
by:       

Date to be 
read:   

            
                    

RESULTS:  Induration ____________mm     Test Read by: ___________________________________________     Date ____________________ 
 

 
PLAN: 
 

_____ Negative: Evaluation Complete    _____  Equivocal: Physician referral made 
 
_____ Positive: Chest x-ray ordered and physician referral made  _____  Failed to return for reading 

Student ID # 910- 


