
TB-70S 

West Virginia Department of Health and Human Resources 
Division of Tuberculosis Elimination 

 

Referral to Local Health Department for State Funded Testing 
 
 

School Nurse: Fill out the information down to the double line.  Instruct parents to 
take form to their local health department to receive evaluation and/or testing. 
 
Date: __________  
 
Patient Name:  ___________________________________ 
 
Patients Address:  ____________________________ 
   ____________________________ 
 
County of Patients Residence: ______________________ 
 
Patients Phone Number: ______________________ 
 
Reason for Referral: (please check one)  

 Foreign Born 
 Symptoms of TB – CONTACT HEALTH DEPARTMENT IMMEDIATELY!  
 Exposure/Contact of a case 
 Other: _________________ 

 
Referred By: (nurse’s name)___________________________ 
 
School’s Name: __________________________________ 
 
 

Local Health Department Use: 
 
Risk Assessment completed?  Yes___ No ___      
(TB-104 must be submitted to DTBE along with this form) 
 
Risk Category: 

 High Risk 
 Low Risk 

 
Testing Done: 

 PPD 
 T-Spot 
 Refused Testing 
 No testing recommended 

 
Nurse’s Signature: _____________________________________ 
 
Please submit this form and all other documentation to support this testing to DTBE at 
304-558-1825. 



 

 


