Texas Department of State Health Services

Tuberculosis Referral Form
Date: _________________

	To: 
	From: 




Patient _______________________________________
DOB:                    Sex ____ SSN _______________
Address ___________________________________________________________
Phone:_______________




Street



City



County


State



Zip
Other Locating Address _________________________________________________________








Street



City



County


State



Zip
Date Arrived in U.S. 








 __________________________________________














 


Name of Spouse – Parent –Guardian – Sponsor – Institution

(
Case

(
Contact
(
Suspect
(
Associate
(
LTBI
(
Other Risk:  




(
Converter
      TST Result: _________ mm
         Date Administered: 
________








IGRA Result:______________        Date:_______________ IGRA Type:_____________
On Antituberculosis Medication(s):
(
Yes
(
No


Infectious: 
(
Yes
(
No


Service Requested:

(
* Chest x-ray: PA or PA/Lateral

(
Other: 














(
Nebulized Sputum

(
Mantoux Skin Test/IGRA



(
Response needed by 










(
Medical Evaluation














Date
(
Request Update

* Only patients with M. Tuberculosis, suspects




Signature and Title of person referring for services
     or others at high risk of tuberculosis may be 

     referred for a chest radiograph



































Telephone#                                                                                                  Fax #













Date

__________________________________________________________________________________________

Follow up requested:












    
Signature and Title














Telephone Number














Date
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