CONFIDENTIAL TUBERCULOSIS LABORATORY REPORT

TO: Name of County TB Control Program FROM: Reporting Lab

ADDRESS Referring Lab (if any)
CITY, STATE, ZIP Address
TELEPHONE NUMBER City, State, ZIP

FAX NUMBER Telephone Number

Contact Person

Patient Name Physician Name
Age/Birth Date Facility
Gender

Identification Number

Address

Address

City, State, ZIP City, State, ZIP

Telephone Number

Telephone Number *

*If known
Date of Collection: Source: Specimen #:

AFB Smear Results 1 Date Reported

L] Positive (Quantity
[J Negative [J Not Done

Culture Results t Date Reported

O Positive for AFB, identification to follow
[ Positive for AFB, sent for identification to:
1 Negative 1 Not Done [ Overgrown

Identification t Date Reported

O Mycobacterium tuberculosis complex

Species, if known
O Mycobacterium other than Tuberculosis complex
O Other

Susceptibility Testing t

[ To follow on separate sheet [0 Sent to reference lab:

Comments

By law, TB drug susceptibility results must also be reported.
Please send them on a separate page when available.

tTitle 17, California Code of Regulations, Reportable Diseases and Conditions, Section 2505 currently states that when a laboratory
examination of any specimen yields microscopic, cultural, histologic or any other evidence suggestive of tuberculosis, the laboratory
director shall notify the health officer of such findings within one working day from the time the health care providers who submitted the
specimen is notified. The notification shall be submitted to the local health officer in the jurisdiction where the health care provider who

submitted the specimen is located.
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