REPUBLIC OF TURKIYE
MINISTRY OF HEALTH

ooooooooooooooooooooooooooooooooooooooooooooooooo

Name Surname PP
ID Number £
Testing Date E
Testing Location E
Reading Date £
Reading Location 0
Induration e mm

TST Result : O Positive O Negative

Scar of BCG vaccine  : O Exist  ...... number/s O Absent

Doctor
Name, Signature



