
TUBERCULIN (TB) SKIN TEST (TST) SHS - 3 
 

 
 
 
 
 

  

STUDENT’S NAME (PRINT) DATE OF BIRTH 
 
 
 
 

Left Arm:  Right Arm:     
 
 

Date Given:  / / / 
 
 

Date Read:  / / / 
 
 

Induration:  mm 
 
 
 
 
 

 

Physician or provider’s signature 
 
 

 

Physician printed name 
 
 

 

Address 
 
 

 

Phone Number 
 
 
 
 

I give permission for the Kendall School nurse and my child’s primary care physician, 
 

  , 
Name of Physician 

 
to share information relating to this form. 

 
 
 

 

Parent/Guardian’s Signature 
 

Date:  / / / 
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