E SOUTHERN ILLINOIS UNIVERSITY

SCHOOL OF EDUCATION

OFFICE OF CLINICAL EXPERIENCE, CERTIFICATION AND ADVISEMENT

TB Test Verification

The TB test must be done no more than 90 days before the first day of student teaching.
If you are unsure about the dates, please check with OCECA prior to the TB Test.
Any TB test read before that date will not be accepted.

Early Childhood majors must have the two step TB test.
Please see TB Test Results Verification form for Early Childhood Majors.

Name Student ID
Please check one: [ ] Elementary [_] Secondary
[ 1Special Ed [ ]Speech Path [ ]K-12 program

has on file a:
Negative Mantoux tuberculin skin test given on
read on

Negative chest x-ray dated
(ONLY REQUIRED IF TB TEST 1S POSITIVE)

Signature of SIUE Health Service Personnel
~OR ~

Signature of Physician

Physician’s Name (please print)

Address

City, State Zip

Phone

A TB test is required prior to student teaching. The test must be done no more than 90 days before the first day of student teaching.
Any TB test read before that date will not be accepted. Early Childhood majors must have the two step TB test. Students may have the
TB test completed at SIUE’s Health Services but it is the student’s responsibility to make an appointment directly with Health Services
within the appropriate time frame and to request the test appropriate for their program (one step versus two step test). Students may
choose to have the test completed through their family physician, any health department or SIUE’s on campus Health Services. The
completed original TB form must be submitted to the OCECA office. The original TB form will be included in the student’s “blue packet”
and will be destroyed along with that packet following the OCECA document retention schedule. Students are encouraged to keep a
copy for their personal health records. TB tests are valid for one year only (365 days).
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