


PHYSICIAN’S CERTIFICATION
NOTETO ALL HEALTH CARE PROVIDERS:Pleasereviewthefollowing instructionsbeforecompletingthis form.

PPD TEST RESULTS: Report the results of PPD’s by giving the date the PPD was given, the date read,and the measurementin
millimeters (mm).

SectionA: This section is to be completedonly if the applicantis free of communicablediseases,includingthosefor which screening
is specified.

SectionB: This section is to be completedonly if the applicant is not free of communicablediseases,including those for which
screeningis specifically indicated. Applicants with positive PPD skin testsmust be referredby their physicianto their
referencex-ray facility to havea routine chestx-ray performedto screenfor activetuberculosis.This x-ray must be read
and interpretedby a licensedradiologistanda written reportpreparedfor thephysician.

COMMUNICABLE DISEASECONTROL(CDC) CERTIFICATION: CDC certification is to be signed ONLY by the CDC
tuberculosisProgramCoordinatorupon completion of all the reporting requirementsand after the CDC physician’smedical evaluation
certifiesthe applicanthascompleted/ or is currently undertreatmentand hasbeencertified asnon-contagious.

PLEAS CHECK AND COMPLETE EITHER SECTION “A” OR “B” AS APPROPRIATE
“I haveperformedthehealthscreentestsindicatedon thefront ofthis form andfind theapplicant:

I WARNING: THIS CLEARANCE IS NOT VALID UNLESS THE PRINTED NAME AND SIGNATURE OF THE PHYSICIAN /
AUTHORIZED PERSON(INCLUDING TITLE) ARE PRESENTIN SECTION “A” OR“B” ALONG WITH THE PHYSICIAN’S /
AUTHORIZED PERSONSSTAMPAND THE REQUIREDMEDICAL INFORMATION.

I PPDTESTRESULTS: DateGiven:_________________,DateRead: ,Reading: (mm) J
I

A
El is free of the communicablediseasesfor which

screeningis indicatedabovefor the occupationin
which theapplicantdesiresemployment

Physician’s or Other AUTHORIZED Name (Print or
Stamp)

If notPhysician,Title (Print or Stamp)

Signature Date

ThisApplicantshouldgo directly to the
DIVISION OFENVIRONMENTAL HEALTH atthe
Departmentof Public Healthand SocialServicesin

Mangilao to continueprocessing.

COMMUNICABLE DISEASECONTROL
CERTIFICATION

FORCOLUMN “B” TO THE RIGHT:

Theapplicant lJmay,El maynot
Be employedin the occupationindicatedaboveasofthis

Date

B
El is NOT free of the communicablediseasesfor which

screeningis indicated above for the occupation in
which theapplicantdesiresemployment

Attachedarethecopiesof thefollowing indicateddocuments:

El PhysicalExamination(HealthScreen)Form
El A written reportof laboratorytestresults.
El A copyof the official RadiologicalReport.
El Other(Specify)___________________________

Physician’sor OtherAUTHORIZED Name(Print or Stamp)

If not Physician,Title (Printor Stamp)

Signature Date

ThisApplicantshouldgo directlyto the
COMMUNICABLE DISEASE CONTROL PROGRAM

,

ROOM 118 attheDepartmentof PublicHealthandSocial
Servicesin Mangilao to continueprocessing.

FOR DEH USEONLY

Receivedby:

Signature:DPH&SS,CDCCertifying Official Date:



POSITIVE REACTOR STATUS REPORT
MUST BE COMPLETEDAND SUBMEFFEDWITH TB

EVALUATION CLEARANCE FORM ONLY IF THE PPD SKIN TESTIS POSITIVE

1. PPD Test: DateGiven: Date Recd: Results:____ mms

2. ChestX-Ray: Date ___________ Normal _____ Abnormal _____

* NOTE: Radiological Interpretation by Liceused Radiologist Must be attached.

3. INH PreventiveTherapyOffered: Yes _____ No ______

4. Patientis currently on INH PreventiveTherapyat my clinic.

Yes ______ No ______ Date PreventiveTherapyStarted:

5. If not on INH PreventiveTherapy,pleasestatereason:

a. PatientrefusesINH PreventiveTherapyoffered.
b. Patientis over35 yearsof agewith no risk factor.

—- c. Other (Specify)

6. Patientclearedfor work/School: Yes _______ No

7. Patientreferredto DPHSSCommunicableDiseaseControl
INH PreventiveTherapy.

Yes ____

Clinic for possible

No

8. Patientreferredto DPHSSCommunicableDiseaseControl Clinic for possible
active TB.

Yes ____ No _____

9. Comments:

Physicians’Signature Date

NAME ___________________________ DOB _____- -_____

ADDRESS ___________________________ ETHNICITY ____________

PHONE(Home/Work):

Nameof Physician/Clinic(print)
BCDCADMIN/TBPRSR(8/4f95)
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