
 

DeWitt-Piatt Bi-County Health Department                           
Child’s Name:________________________________________________________________     Today’s Date: _____________________________ 

Date of Birth: ____________________     Age: __________      Gender:  □ Male   □ Female  

 
Tuberculosis (TB) is a disease caused by TB germs and is usually transmitted by an adult person with active TB lung disease.  
It is spread to another person by coughing or sneezing TB germs into the air. These germs may be breathed in by the child. 
 
A person can have TB germs in his or her body but not have active TB disease (this is called latent TB infection or LTBI). 
 
Tuberculosis is preventable and treatable. TB skin testing (often called the PPD or Mantoux test) is used to determine whether  
your child has been infected with TB germs. The skin test is not a vaccination against TB. 
 
Please answer the following questions to help us determine whether your child needs TB skin testing. 
 
Please check the appropriate box in response to these questions: Yes No Don’t Know 
Has your child lived with or spent time with anyone who possibly or definitely 
had TB? 

   

Were any household members, including your child, born in or have traveled 
to areas where TB is common (Africa, Asia except Japan, Latin America, 
Caribbean, Eastern Europe, Middle East)? If so, which countries? 

   

Does your child have regular (e.g., daily) contact with adults at high risk for 
TB (i.e., those who are HIV-infected, homeless, incarcerated, and/or illicit 
drug users? 

   

Has anyone living in your household had a positive skin test result for TB?    

Does your child have HIV infection? 
 

   

 
Has your child been tested for TB?      Yes _______ (if yes, specify date _______ / _______) 
      No   _______ 
 
Has your child ever had a positive TB skin test result?      Yes _______ (if yes, specify date _______ / _______) 
      No  _______ 
 
******************************************************************************************************************************************************************************** 
FOR HEALTH CARE PROVIDER USE ONLY 
******************************************************************************************************************************************************************************** 
PPD/Mantoux test administered:     Yes _______      No _______ 
 
Date administered ______/______/______     by ________________________________________   __________________________________________ 
Lot # ________________________                      Signature & Title                                                                    
 
Date read ______/______/______                  by ________________________________________   __________________________________________ 
                                                                               Signature & Title 
 
 
Result of PPD/Mantoux test:  _____ mm               Follow-up Plan: ______________________________________________________________________ 
 


