
Face Sheet/Referral for LTBI Treatment (Spanish) 

Fecha:________________________ 

Apellido:___________________________________________________Nombre: _______________________________ MI:_____________ 

Dirección: ________________________________________________________________________________________ Apt/Piso: ________ 

Ciudad: ____________________________State: ______ Código Postal: ______________ Teléfono: _____________________________ 

Fecha de nacimiento: ___________ Sexo al nacer: ____ Lugar de nacimiento:__________ Fecha de entrada en EE. UU.______ 

Raza: Negro   /Afroamericano       Blanco      Indio Americano/Nativo de Alaska    Asiático(Especificar)_____________  

 Nativo de Hawái/Isleño del Pacífico (Especificar)_______________  Otro (Especificar)___________________________________ 

Origen étnico:          Hispano o latino/a    No hispano/a o latino/a  Estado civil: __________________________________ 

Seguro médico:  Medicare    privado no asegurado        Medicaid Otro (especifique) __________________________ 

Ocupación:   Trabajador de la salud    Migrante/Jubilado estacional    Jubilada               Desempleado 
 Empleado Correccional           Otra Ocupación                  No Buscando Empleo (Estudiante, Ama de Casa, Discapacitado) 

Reason for Evaluation: 
 TB Symptoms   Immigration Medical Exam 
 Abnormal CXR Consistent with TB  Class B1 / B2 Evaluation 
 Contact Investigation   Health Care Worker 
 Employment / Administrative Testing  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: ________________________________________________ 

Joseph P. Ganim 

Mayor 

City of Bridgeport 

Department of Health & Social Services 
Bridgeport Family Health and Wellness Clinic 

999 Broad Street, Bridgeport, CT 06604
Phone: 203-576-7468

Fax: 203-576-8311
bridgeportct.gov/clinic

Dr. Elizabeth Rivera – 

Rodriguez DNP, MPH, MSN, 

RN 

Director of Health  

& Social Services 

Referring Provider:________________________________________________________ 

Referring Facility:_________________________________________________________ 

Contact Phone: _(________)_______________ Fax: _(________)__________________ 

Contact Person:__________________________________________________________ 

Fax the Following Forms to (203)576-8311 
ATTN: TB Referral 
1. Completed Referral Form
2. Report or printed results of QFT & 

other blood work (CMP, AST/ALT, 
Hep B, HIV) 

3. CXR Report
4. Signed Release of Information
5. Pertinent Notes
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