PUBLIC
HEALTH

GREY BRUCE HEALTH UNIT

Please fax to:

519-376-4152 Postive TB Skin Test Report Form
Grey Bruce Health Unit

Infectious Diseases Program

From:
Date:
Phone:
Please complete/confirm demographics:
Patient first name: Patient last name:
Date of Birth: Family Health Care Provider:
Phone number: Reason for testing:
Results:
TB Skin Test #1 TB Skin Test #2
Date Seeded: Date Seeded:
Date Read: Date Read:
Result: | | Result:
Lot #: | | Lot #:

Chest X-Ray Results:

Please fax a copy of the report to 519-376-4152

Have you informed the client a Public Health Nurse will be contact them? [IYes[_INo

Signature: Date:

Personal information contained on this form is collected under the authority of the Health Protection and Promotion Act and is used to follow
infectious diseases case investigations and statistical purposes.

Grey Bruce Health Unit 101 17" Street East Owen Sound, ON N4K 0A5 519-376-9420
October 2021
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