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Missouri Valley College  

Athletic Training Program 

Tuberculin (TB) Testing  

Record Information Form 
 
 

Name ________________________________  Student Number _______________  
 
Address ________________________________________________________________ 
 
Phone _______________________________  Date of Birth __________________ 
 
 

Tuberculin PPD Mantoux Test 
 
Date Administered (Month/Day/Year) ________________________________________ 
 
Date Read (Month/Day/Year) _______________________________________________ 
 
Results (in mm) __________________________________________________________ 
 
Additional Recommendations & Follow-up Results (i.e, chest x-ray results) 
_______________________________________________________________________________________________ 
_______________________________________________________________________________________________
_______________________________________________________________________________________________ 
 
 

Attending Health Care Provider/Reported By 
 

Print Name __________________________  Signature _____________________ 
 

Facility Name & Address ___________________________________________________ 
 

Phone __________________ Date __________________  Phone __________________ 
 


