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Statement of Chest Clearance 
 

Please see reverse side for additional explanations. 
 
Name:          Date     
 
Student ID:  ______________________________                                    MR#      

 
PPD SKIN TEST  
 
Date applied: ____________  Date read: _______________  
 
Check reaction and record measurement: (  ) Insignificant reaction   mm 

    (  ) Significant reaction   mm 
    (  ) Unknown    mm 

 
CHEST X-RAY FINDINGS 
 
Date of chest x-ray:  __________________________  Date is required in order for form to be valid.  

 
Check the one that applies: (  ) No evidence of active disease 

 (  ) X-ray consistent with active tuberculosis 
 (  ) Abnormal X-ray, not due to TB 

 
DIAGNOSIS 
 
(  )  No evidence of active tuberculosis at this time 
(  )  Tuberculosis disease is present but not contagious 
(  )  Has contagious tuberculosis.  May not return to work/school.   Subsequent clearance will be required. 
(  ) Unknown 

 
PREVENTIVE THERAPY 
 
(  ) Preventive therapy not recommended 
(  ) Preventive therapy recommended   
 
This form must be completed and signed by a physician or provider in order to be valid. 
  
Physician/Clinic Name: _________________________________________________ Phone #:  ( ____ ) ________ 
Address:    ___________________________________________________________ 
 ___________________________________________________________ 
 
              

Physician/Health Official Signature      Date 
 

The following information to be completed by the Health Department or Treating Physician regarding 
suggested preventative therapy. 
 

Preventive Therapy Status 
 
(  ) Currently receiving preventive therapy - Start Date:  __________     Projected Completion Date: __________ 
(  ) Completed preventive therapy – Date Completed:  __________   
(  ) Tuberculosis treatment not recommended:  _______________________________________________________ 
 
              
Health Department Representative/Treating Physician   Date 
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Tuberculosis Policy 

 
The following policy outlines the requirements for students who must provide proof of TB 
clearance every year: 
 
PPD Negative 

 PPD Negative students will repeat the PPD test yearly. 
 
New PPD Positive 

 Obtain CXR within 7 days of PPD reading 
 Complete TB questionnaire and be evaluated by a healthcare professional 
 Refer to the local health department for TB prophylaxis 

 
Known PPD Positive 

 At first encounter, the PPD positive patient must have a negative CXR within the past 365 days 
(plus or minus 5 days) or the patient must go for a new CXR. 

 Complete the TB questionnaire and be evaluated by a healthcare provider 
o CXR will be obtained if indicated 

 Refer to local health department for TB prophylaxis if not previously completed 
 
Subsequent Annual Chest Clearance for PPD Positive 

 Complete the TB questionnaire and be evaluated by a healthcare provider – CXR if indicated 
 If no or incomplete antibiotic prophylaxis and negative questionnaire, send for CXR every three 

years. 
 If documented completion of TB antibiotic prophylaxis, the patient does not have to repeat the CXR 

if the questionnaire is entirely negative.  
 


