
Tuberculosis Screening Documentation 2009

The registrar and student services dean will be notified of students who are not in compliance with State Health  
Division Requirements.

____________________________________________________________________________ 	 _________________________
  LAST NAME	 FIRST 	 MIddle	 date of birth

___________________________________________________
  country

Tuberculosis screening is not required for students born in the United States or low-incidence countries, as designated by the 
Oregon State Health Division, which include:

Canada, Jamaica, Saint Kitts and Nevis, Saint Lucia (USA), Virgin Islands (USA), Belgium, Denmark, Finland, France, Germany, 
Greece, Iceland, Ireland, Italy, Liechtenstein, Luxembourg, Malta, Monaco, Netherlands, Norway, San Marino, Sweden, Switzer-
land, United Kingdom, American Samoa, Australia, or New Zealand.

Students born outside the above countries, or students who have arrived within the past five years from countries where TB is 
endemic, are at higher risk of being infected with tuberculosis. A tuberculosis skin test within the past six months is required 
for these students. Students who have a new positive TB skin test (TST) must have a chest x-ray.  Consider Interferon Gamma 
Release Assay (IBRA) to rule out latent TB infection (LTBI).

Any student who has had a documented positive TB test (TST) in the past should not be retested. These students should have 
a chest x-ray (documented negative chest x-ray within a year at another facility may be used in lieu of repeat film at Reed). 
Please provide documentation of previous TB skin tests and a copy of the x-ray report within the past year. 

TUBERCULIN SKIN TEST (TST)

Date given: __________________________________________ 	D ate read: _______________________________

mm induration:_______________________________________ 	

Has patient ever taken INH for a positive TB skin test?   no    yes  date/specifics_ ________________________

Has patient ever had a BCG inoculation?   no    yes  if yes, when?  date_ _______________________________

Has patient ever had Interferon Gamma Release Assay (IGRA) test done ?    no     yes

     If yes, specific method:   QFT–G   QFT–GIT    other
     Result:  positive _________  negative  _________  intermediate ________
     Date obtained: _____________________

CHEST X-RAY

Required for those with a positive TST or IGRA or a history of tuberculosis infection.

      Date of x-ray: _____________________        Results of reading: ___________________

      (must be within the past year)			 

_____________________________________________________________________________________________
Signature of Health Care Provider
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