
EMPLOYEE TUBERCULOSIS SCREENING FORM 

2018 

Please have this fonn completed properly then submit it to the worksite whose payroll lists your name by ___________ . This is 
necessary to comply with Section 25103, Title I 0, Guam Code Annotated, which requires you to be screened for tuberculosis as a condition of 
employment or doing volunteer work, and annually thereafter. Failure to comply can and will be grounds for placing you on leave without pay until the 

required documentation is submitted. 
Please note the following: 

The items on this form require that they be completed within certain time Period to be valid. Different items have different time 

periods. 
Applicants for employment must first submit of this form to the Personnel Services Division before beginning work. 

I the undersigned do hereby give my full consent to the University of Guam Student Health Service to perform the 
test for the maintenance of my good health and to satisfy my employment requirement. 

Signature: Date: 

Name ofEmployeeNolunteer: __________________ D. 0. B. ___________ _ 

SS# OR UOG#: ________________ Work Location/Dept.: _____________ _ 

DIRECTIONS 

Directions: Completely read the following items and do what is indicated by them; many require you to 
Continue to another item. Items shown in small print must be completed by a Physician, 
Physician's Assistant (PA}, Nurse Practitioner (NP}, or Nurse; refer to each item for specifics. 

1. If you are not a positive TB test reactor, start wit Item 2.
Jfyou are a positive TB test reactor but have not received treatment for TB, start with Item 6.
If you are under or have received completed trea!ment for TB: do Item 9.

2. Obtain a PPD skin test and have the following information complete. Then do Item 3.
(The results must be less than a year old on the date at the top to be valid. You may attach other medical documentation to
this form with shows the date of administration and reading of a PPD instead of having this items completed. However, you
are still responsible for having all other items which apply to your situation properly completed on this form.).

Date administered: ________ Date read: ______ _  Results: _______ mm 

Name of Physician, PA/Nurse (print) Date Signature of Physician, P Al Nurse 

3. a) If a result from Item 2 is 0-9mm or negative, disregard the following items.
b) If the result from I tern 2 is 10mm or greater: do Item 4

4. Obtain a chest X-ray and: a) HaYe the following completed by only a Physician, PA, or NP; and b) Attach a radiology report
concerning the X-ray from a licensed radiologist. Then do Item 5. (If this is done in compliance with Item 3: the X-ray must
have been conducted no sooner than in six months prior to the PPD required by item 2 to be considered valid. If this is done
in compliance with Item 6: the X-ray must have been conducted no sooner than six months prior to the date shown at the
top of the other side to be considered valid). If you are pregnant, do Item 7 if you are less than 20 weeks pregnant (in this
case Item 7 may be completed only by a Physician); otherwise, do this item, then Item 5 (tell the clinic you need an
abdominally shielded X-ray because of your pregnancy).

1.) Are X-ray results suggestive of TB? 

2.) Date the X-ray was administered: 

3.) Is the patent currently on INH prevention therapy? 

J yes ] no 

] yes ] no 
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