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Facility ______________________  Name of Employee _____________________





Please take this form to your doctor to complete below:





To Doctor:  The above named employee agrees to share the tuberculosis interpretation with DIHS employee health personnel (HR/HSA). Any FDA approved test can be used (e.g., PPD, QuantiFeron Gold) Please provide the following information:





1. Interpretation     	___ Positive	___Negative





2. Conversion		___Yes	___No		___Unknown








_________________________	_________________________ _____________


Name of Physician			Signature of Physician		Date
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