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Health Information Management Program

Student Name: __________________________________________  Date of Birth: _____________

Sex: ______  Telephone: _________________________  Cell Phone: ________________________

TB Testing

	Date Given
	Date Read
	Results (Induration)
	Facility that Administered TB test
	Signature of Nurse

	
	
	
	
	


Authorization for Release of Health Information
I authorize the release of this health information / immunizations to DSU faculty or any clinical provider associated with providing educational experiences for the DSU Health Information Management Program.
Certification Statements
I have no physical condition that would endanger the health, safety, or welfare of the patients, employees or others that I would come in contact with during my supervised professional practices or educational experiences.

I certify that I can perform the required tasks of the supervised professional practices without accommodations.

Student Signature: ______________________________________________   Date: ______________

