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TUBERCULOSIS TESTING 
 
EMPLOYEE NAME ______________________________________ DATE OF BIRTH (MM/DD/YYYY) ______________________  
 
Health care facilities staffed by STAT Staffing Medical Services, Inc. require the 2-Step Tuberculosis (MANTOUX) skin test 
be implemented for all employees. If a TB skin test is given with negative results, a second test must be repeated within 1-
3 weeks after initial skin test. The second step should be placed in the opposite arm of the first test site. Negative test 
results must be made available prior to assumption of job responsibilities.  If both steps are negative, one yearly follow-up 
TB test is needed each subsequent year. 
 
 

HAVE YOU HAD A POSITIVE TB SKIN TEST REACTION?   YES   NO 

 
 

TB ONE-STEP METHOD __________________  __________________  _____________________________________ 
    DATE GIVEN                        SITE ADMINISTERED    ADMINISTERED BY (PRINT NAME) 
 

__________________  __________________  _____________________________________ 
    DATE READ                        RESULTS IN MM      READ BY (PRINT NAME) 
 

 
 

TB TWO-STEP METHOD __________________  __________________  _____________________________________ 
    DATE GIVEN                        SITE ADMINISTERED    ADMINISTERED BY (PRINT NAME) 
 

__________________  __________________  _____________________________________ 
    DATE READ                        RESULTS IN MM      READ BY (PRINT NAME) 

 
 

___________________________________________________________________________________________________________________________ 
FACILITY NAME            TELEPHONE   NUMBER 
 

___________________________________________________________________________________________________________________________ 
STREET ADDRESS                  CITY              STATE   ZIP CODE 
 
 
 

PHYSICAL EXAMINATION 
 
EMPLOYEE NAME ______________________________________ DATE OF BIRTH (MM/DD/YYYY) ______________________  
 

I certify that the patient named above was examined by me and found to be in good physical and mental health without 
evidence of communicable disease and is able to perform the essential functions of a health care professional. 

DATE OF PHYSICAL EXAM (MM/DD/YYYY) _____________________________ WORK RESTRICTIONS   NO   YES, EXPLAIN 

 
___________________________________________________________________________________________________________________________ 
 
___________________________________________________________________________________________________________________________ 

 
 
___________________________________________________________________________________________________________________________ 

PHYSICIAN’S SIGNATURE                                                                                                                                                            DATE 

 
___________________________________________________________________________________________________________________________ 

PHYSICIAN’S NAME PRINTED            TELEPHONE   NUMBER 
 
___________________________________________________________________________________________________________________________ 

STREET ADDRESS                  CITY              STATE   ZIP CODE 
 
___________________________________________________________________________________________________________________________ 

EMPLOYEE’S SIGNATURE                                                                                                                                                            DATE

 


