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Tuberculin Skin Test (TST) Record Form


Patient Information

Name: _____________________________________________________________________
Address: ___________________________________________________________________
Skin Test Information
Administrator Name: __________________________________________________________
Date/time Administered: _______________________________________________________
Arm on which Administered: ___________________________________________________
Manufacturer of TST Solution: __________________________________________________
Expiration Date of TST Solution: ________________________________________________
Lot #: __________________
Results
Induration: ___________________mm Date/time of Reading: ____________________
Comments and Adverse Reaction(s), if any*: ______________________________________
__________________________________________________________________________
Name of Reader: ____________________________________________________________
Signature: _________________________________________________________________
[bookmark: _GoBack]***********If TST 15mm or greater a copy of a chest x-ray is required***********
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