
                 
 

                              Health Services       

1-Step Mantoux Test  

HM08-2055 Notre Dame Ave 

Winnipeg, Manitoba 

R3H 0J9 
Questionnaire 

Name: ________________________________Student/Staff ID#_______________ 

 

Program: ___________________________________ 
 

Result/Date: Most recent TST:  Date: mm/dd/yyyy   ___________Result: ____mm  
(No further testing if previous TST was positive.)            

Did you have any reaction to your previous TST? If so explain in detail, including 

actions taken by your health provider: 

___________________________________________________________________

___________________________________________________________________

___________________________________________________________________ 

 

Please answer all of the following. Since your last TST :  

Note: The Canadian Tuberculosis Standard indicates that women who are pregnant can receive a 

tuberculin skin test. 
 

1. Had any contact with a person known to have active TB (either in Canada or 

while visiting another country)      Y   N 

2. New or reactivation/exacerbation of HIV, diabetes, renal disease, 

pulmonary silicosis or other autoimmune disease, take corticosteroids or 

other immunosuppression medication.       Y  N 

3. Xray of old healed inactive TB and no prior treatment.       Y   N                                                                             

4. If applicable: Are you currently pregnant?  N/A    Y    N                                                                                   

If applicable: Are you currently nursing?     N/A     Y   N                                                                                         

5. Had any live vaccine such as MMR, Varicella, yellow fever, in the last 2 

months.         Y      N   

If yes  

 Provide most recent Date ______________________ 



                 
 
Name: ________________________________Student/Staff ID#_______________ 
 

TST Administration:   (Tubersol 0.1 ml intradermal) 
 

Solution: 5TU   Vial Expiry date: _____________   Lot number: ________________ 
 

Date Administered: MM/DD/YYYY ____________Arm: _________Time_______ 
 

Administered by (print) ___________________ Sign_______________________ 
 

Comments:___________________________________________________________________ 
 

Date of Reading:  MM/DD/YY______________   _______mm. Time________  
 

Read by (print) ________________________Signature/Status _________________________ 

                 Missed readings must be retested and pay the test plus extra fee 

 

       Positive Result  (Any positive result requires chest xray and referral assessment.)  

 

Dear Health Care Provider:  

The above named person has had a positive TST. This requires a referral for 

assessment of the reason for conversion from negative to positive TST including 

latent TB. A Klinic form has been provided for your convenience.  

We require the information below to be completed and returned to Health 

Services as part of the ongoing immunization and testing program requirements.  

 

Chest X-ray PA/Lat   Date done:______________   Result:____________ 
 

Referred for Assessment on (Date)__________________________. 

 

Can attend class and work in health environment?      Y         N 

If no, specify the length of time must be away.  

1. Class_______________ 

2. Practicum health environment_______________  

I confirm the above named person has been referred for assessment due to a 

positive TST result. 
 

Health Care Provider: Print ______________________________ 

                     Signature/Date_______________________________ 


