
AUBURN UNIVERSITY MEDICAL CLINIC 
TUBERCULIN TESTING 

 
 
Name ____________________________  Auburn I.D. # _________________ 
 
 
 
Type of Test:  
 
T   T-Spot   QuantiFERON Gold         PPD Intermediate Skin Test 
 

 

Date Administered________________ Date of Reading ________________ 

 

Results ___________________________ 

 

 

Address of Test Administered ____________________________________ 

          ____________________________________ 

 

 

Signature ___________________________________ 

 


