
Name: ____________________________     Date of Birth: ________________________ 

Date of test: _____________________     Lot #: ________________________________ 
Time of test: _____________________     Lot Expiration Date: _________________ 

Performed by: ____________________     Title: ________________________________ 

Date Read: _______________________     Results (mm of induration): _________ 
Time Read: _______________________     Circle one: Negative or Positive 

Read by: _________________________     Title: _________________________________ 

Office Address: __________________
___________________________________ 
___________________________________  Office Stamp 

DREAMTEAM HEALTHCARE SOLUTIONS LLC
5150 Candlewood Street, Lakewood, California, 90712 

(800) 560-4686      info@dreamteamhs.com 

TB SKIN TEST 


