UNITED INDEPENDENT SCHOOL DISTRICT
*\: CERTIFICATE OF EXAMINATION OF SCHOOL PERSONNEL
FOR TUBERCULOSIS

CAMPUS/DEPT ID#

THIS IS TO CERTIFY THAT

NAME (LAST) (FIRST) (MIDDLE)
SOCIAL SECURITY # ADDRESS TELEPHONE
TUBERCULIN TEST: RESULT: [] NEGATIVE REACTION
DATE ]:l POSITIVE REACTION
Size:
REFERRED: [] YES [ONO
COMMENTS;

THIS PORTION FOR CHEST X-RAY ONLY:
Reverse side of page must also be completed

RESULTS:
[J NORMAL CHEST FINDING [] NOT DONE
[J ABNORMAL CHEST FINDING
AND WAS FOUND TO ACTIVE TUBERCULOSIS.
(be free of) or (have)
PHYSCIAN RECOMMENDATION:
DATE:

PHYSICIAN'S SIGNATURE OR STAMP

TEXAS MD/DO LICENSE NO#

In order to comply with Texas Law (WVTCS 4477-12 Sec. 5), the examination must be completed and the certificate with results must
be fumnished to the governing board of the public school prior to the commencement of the individual's duties.
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