Miami VA Healthcare System Tuberculosis Clearance

All residents and fellows must complete this form and have their providers to certify that
they have been tested for and show no evidence of tuberculosis. The Mantoux
Tuberculin Skin Test done within one (1) year of the start of Residency or Fellowship
rotation at the VA. Persons currently known to be positive reactors need not be retested.
If the Mantoux Tuberculin Skin Test is positive (10 mm or more of induration), a chest x-

ray and proof of Isoniazid treatment are required.

Name S.S. No. -
Date Result
Mantoux Tuberculin Skin Test and result within one
(1) year
If tuberculin test positive, chest x-ray
And
Proof of INH (Isoniazid) treatment Start Date: End Date:
Date Nurse/Physician’s Name
(please print)
Nurse/Physician’s
Signature
Address
Street City State Zip Country
Telephone: ( ) -

***Self-certified form will not be accepted.***

The completed form should be returned to:

Miami VA Healthcare System
Chief of Staff Office
1201 NW 16" Street
Miami, Florida 33125

Fax 305.575.3384
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Mantoux Tuberculin Skin Test and result within one
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If tuberculin test positive, chest x-ray
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Proof of INH (Isoniazid) treatment              Start Date:_______            End Date:_______
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(please print)


Nurse/Physician’s Signature_________________________________________________


Address________________________________________________________________


Street 

City 

State 

Zip 

Country


Telephone: (_____) ______-_______________


***Self-certified form will not be accepted.***

The completed form should be returned to:


Miami VA Healthcare System


Chief of Staff Office


1201 NW 16th Street


Miami, Florida 33125


Fax 305.575.3384

