
Face Sheet/Referral for LTBI Treatment 

Date:   ________________________________  

Last Name: _________________________________________________First Name: __________________________________  MI: ______  

Address: ________________________________________________________________________________________  Apt/Floor:  ________ 

City: ____________________________State: ______    Zip Code: ______________ Phone number: ______________________________ 

DOB: __________________ Gender at Birth: ____________ Birthplace:__________________ US Entry Date:_____________________ 

Race:   Black/African American      White      American Indian/Alaskan Native    
 Asian(Specify)______________    Native Hawaiian/Pacific Islander (Specify)_____________  Other (Specify)_______________ 

Ethnicity:          Hispanic or Latino/a          Not Hispanic or Latino/a  Marital Status: ________________________________ 

Medical Insurance:    Uninsured       Private      Medicare      Medicaid      Other (Specify) ____________________________ 

Occupation:   Health Care Worker     Migrant/Seasonal                Retired                 Unemployed     
 Correctional Employee           Other Occupation                  Not seeking Employment (Student, Homemaker, Disabled)    

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 

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

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

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

Referring Provider:_____________________________________________  

Referring Facility:______________________________________________ 

Contact phone number:  (____)___________  Fax (_____)____________ 

Contact Person: _______________________________________________ 
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