
St. Augustine Health Campus 
 

Tuberculosis Testing 
Parental Consent Form for TB Skin Test for Teens 

 
Annual           New Volunteer (2-Step)  

Name: Department: VOLUNTEER 

Start Date: Date of Birth: 

SS# 

 
Parental/guardian permission is required for tuberculosis testing if under 18. 
(No testing will be done without written parental permission if volunteer is under 18 years of age.) 

 
 
I give permission for ________________________ to receive tuberculosis testing at St. Augustine Manor.  I understand 
there is no charge for this service. 
 
Signature of Parent or Guardian: ____________________________________________  Date: __________________ 
 
Please answer the following questions about the volunteer/applicant: 
 

1. Have you ever had Tuberculosis?    Yes  No 
2. Has anyone close to you ever had Tuberculosis?  Yes  No 
3. Have you ever had a reaction to the TB test?   Yes  No 
4. Have you had stomach or intestinal surgery?   Yes  No 
5. Were you born in the continental US?    Yes  No 
6. Have you had the BCG vaccination for TB?   Yes  No 
7. Are you in good health?      Yes  No 
8. Is your immune system working well?    Yes  No 
9. Are you taking steroids or cortisone?    Yes  No 

 10.    Are you receiving radiation treatments or chemotherapy?  Yes  No 
 
I understand that this test is required as a condition of my acceptance into the SAHC Volunteer Program.  I am currently 
not pregnant or nursing a baby and I am in good health.  I understand that I must report back to have the test read. 

 
Volunteer signature: ______________________________________________________  Date: ___________________ 
 
For the safety of our residents and employees, tuberculosis testing must be completed for ALL residents, staff and 
volunteers.  Initially, you must have a 2-step PPD (purified protein derivative) skin test before beginning work or volunteer 
duties.  Volunteers and volunteer applicants are asked to arrange times with the Volunteer Coordinator, Pat Finegan, at 
(216) 939-7601. 
 
You will receive a skin test in your forearm.  You must return TWO days later to have your arm checked for a reaction.  
New employees/volunteers must have a 2-step process that requires receiving a second skin test 7-14 days following the 
first skin test.  The reasoning for the 2-step is that the first injection will “sensitize” you.  The second test will confirm a 
positive or negative reaction.  If you develop a “raised” reddened area at the site of the injection, you must return to St. 
Augustine Manor at once.  This could indicate that you have been exposed to tuberculosis at some point.  A flat, 
“reddened” area does not denote a “positive” reaction. 
 
If you fail to have your TB test “read” according to the schedule, OR fail to have the second-step testing, you will have to 
repeat the entire procedure.  You will be tested annually, during your anniversary month, thereafter. 
 

If you have questions or would like to schedule testing, please contact: 
Pat Finegan, Volunteer Coordinator 

St. Augustine Health Campus 
(216) 939-7601 or pfinegan@st-aug.org 

 
PPDs may be administered Monday through Wednesday after 9:30 p.m. by appointment only. 
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Name: 

 
Department: VOLUNTEER 

 

 
 

TEST #1  TEST #2 

Date:  Date: 

Lot#:  Lot#: 

Right arm               Left arm   Right arm               Left arm  

Given by:  Given by: 

 
Date read: 

  
Date read: 

Results:  negative           positive 
__________ millimeters induration 

 Results:  negative           positive 
__________ millimeters induration 

Read by:  Read by: 
 

 

 
 

 

 
_________________________________________________________________________________________________ 

 
 

Tuberculosis Symptom Review 
 
This survey is to be completed ONLY by volunteers KNOWN TO HAVE POSITIVE TB SKIN TESTS.  It will also be 
used in lieu of skin testing during pregnancy/lactation and on the advice of a volunteer’s physician.  Information on this 
survey is confidential; however, it will be reviewed by the Nursing staff and you will be advised accordingly. 
 

1. Are you in good health?      Yes  No 
2. Do you have diabetes?      Yes  No 
3. Do you have Hodgkin’s disease?  Lymphoma?   Yes  No 
4. Do you have any other cancers?     Yes  No 
5. Have you had stomach or intestinal surgery?    Yes  No 
6. Do you have a disorder of the immune system?   Yes  No 

(DO NOT SPECIFY)        
7. Are you taking cortisone or other prednisone-like medications? Yes  No 
8. Have you experienced any of the following: 

Night sweats?       Yes  No 
Chest pains?       Yes  No 
A persistent cough lasting longer than two weeks?  Yes  No 
A cough with blood?      Yes  No 
A low-grade fever or fever for no reason?   Yes  No 
A loss of appetite or weight loss?    Yes  No 
Excessive fatigue or malaise?     Yes  No 

9. Have you ever had preventative treatment for TB?   Yes  No 
Where? _______________________________________ 

                        10. When was your last chest X-ray? ________________________ 
 Where? _______________________________________ 
 
Volunteer signature: ______________________________________________________  Date: ____________________ 
 
Reviewed by: ___________________________________________________________  Date: ____________________ 
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