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TB Screening
Employee Name: __________________________________________________
     Date:___/___/_____




First

        Middle

      Last

Consolidated Medical Staffing requires all employees to supply proof of this screening annually. (We will accept alternate physician statement forms if they include the information as required below.)

	TB Verification

	Type
	Results
	Date

	TB/PPD Shin Test:
	
	

	Chest X Ray:
	
	

	Symptom Screening:
	
	


Please Attach all copies of Test Results

The above named individual has been screened by me and documentation is enclosed.

___________________________

 _____________________________                   ______________

Physician Name                            

                  Physician Signature                                                            Date

___________________________                                ___________________________________________

License Number                                                                                                                             Address

___________________________       

Phone Number
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