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Dear Parents and Staff:

It has come to our attention that a person at __________________________________ School has recently been identified as having tuberculosis (TB).  Because TB is caused by a germ that is spread through the air, we strongly recommend those students, teachers, and other school staff with whom this student had prolonged close contact be tested for TB. The TB skin test (Mantoux/PPD) shows if TB germs have infected a person.  You or your child (circle one) has been identified as someone who has been in close contact with the person who has active TB.  The _________________ County Health Department will give the tuberculin skin tests (PPD), free of charge, on __________________________ and read them on _____________________at the school.  Attendance on both days is mandatory to complete the screening.

TB is a treatable disease, which is spread through the air by a person with active TB disease to approximately 25% of those who frequently share the same air.  The tuberculin skin test (PPD) will determine if a person has or has not been exposed to TB, and if a chest X-ray is needed.

The tuberculin skin test may be done by your own physician or by the __________________ County Health Department.  If you choose to have your son/daughter tested by your physician, we will need a written statement of the type of test and the results.  We will also need to know the physician's name and phone number so that pertinent clinical data can be forwarded to assure appropriate follow-up when indicated.  The tine test is not an acceptable test to see if a person has been exposed to TB germs; therefore we are highly recommending that a tuberculin skin test using the Mantoux method be administered.

Your permission is needed in order for your son/daughter to have the skin test done at the school.  PLEASE FILL OUT AND SIGN THE PERMISSION SLIP BELOW, AND RETURN IT TO THE PRINCIPAL'S OFFICE IMMEDIATELY.

If you have any questions, please feel free to call __________________________, Nurse Case Manager at __________________________, or ___________________________________, Senior Community Health Nursing Supervisor, ________________________________________, or ____________________________, TB Program Manager at ___________________________.

Attached is an information sheet for your review.

Sincerely,

---------------------------------------------------------------------------------------------------------------------------------

Student Name __________________________________________ D.O.B. _________________________


        Last, First, Middle

Address _______________________________________________________________________________

Grade ___________________ Teacher ______________________________________________________

Has your child ever had a "reaction" to a TB skin test?  If yes, Date ________________________________

Name of clinic/physician ______________________________Telephone # _________________________

I hereby grant permission to the __________________________ County Health Department to perform a tuberculin skin test on the above named child.

Parent Signature ______________________________________________  Date _____________________

