
FORM 2

REVIEW OF SUSPECT AND CONFIRMED TB PATIENT MEDICAL RECORDS
NAME OF AGENCY 

PERSON COMPLETING 
DATE COMPLETED                                              
Patient ID Number
Date TB Suspected
PPD SKIN TEST


CHEST X-RAY

AFB SMEARS AND CULTURE



TB TREATMENT REGIMENS




Date Applied
Date Read
Results
Date Performed
Results
Date Collected
Smear Result
Date of Culture Result
Culture Result
Date Started
Meds

















































































































