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Face Sheet/Referral for LTBI Treatment (Portuguese)
Data:
Apelido: Nome préprio: Ml:
Endereco: Apt/Floor:
Cidade: Estado: __ Cédigo Postal: Telefone:
DOB: Género no nascimento: _____ Terra natal: US Data de entrada:
Raga: DNegro/Afro-americano DBranco Dfndio americano / nativo do Alasca
DAsiético(Especificar) DNativo havaiano/ilhéu do Pacifico (especificar) [ Qutro (Especificar)
Etnia: O Hispanico ou latino/a OnNao hispanico ou latino/a Estado civil:

Seguro Medico: [Begurado [OdPrivado [OMedicare [OMedicaid [JOutro (Especificar)

Ocupacao: Oprofissional de saude OMigrante/Sazonal DAposentado O Desempregado
OFuncionario correcional Ooutra ocupacgao [ONa&o esta procurando emprego (estudante, dona de casa, deficiente)
Reason for Evaluation:
OB Symptoms O Immigration Medical Exam
O Abnormal CXR Consistent with TB O class B1/B2 Evaluation
O contact Investigation O Health Care Worker
O Employment / Administrative Testing O incidental Lab Report
[ Targeted Testing
Results
Quantiferon (QFT):
Date Collected:
Results:
TST or PPD:
Date planted:
Date read:
Results or induration: mm
Chest X-ray Date Completed:
Results:

Fax the Following Forms to (203) 576-8311

Referring Provider: ATTN: TB Referral

1. Completed Referral Form

Referring Facility: 2. Report or printed results of QFT and other blood
work (CMP, AST/ALT, Hep B, HIV)

3. CXR Report

Contact Person: 4. Signed Release of Information

5. Pertinent Notes

Contact phone number: ( ) Fax ( )
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