
Carelink Health Care Services, LLC 
 

MANTOUX PPD FORM 
(To be filled out by Nurse or Physician) 

  

NAME:        ______ __ DATE OF TEST:   __ ____________ 

 

SOCIAL SECURITY #: ____________________________   DATE OF BIRTH: _______________________________ 

 

ADDRESS: _________________________________________________________________________________________     

 

PAST HISTORY: (Significant Illnesses/Hospitalization) 

  

  
 

RECENT IMMUNIZATIONS: (Within past 10 years) 

      

 

Re:     APLISOL (PPD) TEST for Tuberculin Screening 

This form serves as notice that the above named person was screened for Tuberculosis: 

 

1
st

 -Step PPD                                                                                                2
nd

 -Step PPD 

 

Lot Number: 

_____________________________________________ 

 

Expiration Date: 

_____________________________________________ 

 

Date Administered: 

_____________________________________________ 

 

Site Administered: 

_____________________________________________ 

 

Date Read: 

_____________________________________________ 

 

Lot Number: 

_____________________________________________ 

 

Expiration Date: 

_____________________________________________ 

 

Date Administered: 

_____________________________________________ 

 

Site Administered: 

_____________________________________________ 

 

Date Read: 

_____________________________________________

Reading: 

________________________________________________ 

 

Given By: 

________________________________________________ 

 

Reading: 

__________________________________________________ 

 

Given By:  

__________________________________________________ 

Read By: 

________________________________________________ 

 

Read By: 

__________________________________________________ 

 

� CXR | Date Performed: ______________________________________     Result: ______________________________ 

 

_________________________________________________________________________      ________________________________ 

Nurse’s Name                                                                Nurse’s Signature 


