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MANTOUX TUBERCULIN SKIN TEST 

 

 

Dear Parent/Guardian of __________________________________,             Date: _____________ 

               

The State of New Jersey Department of Health and Senior Services in conjunction with the New Jersey 

Department of Education periodically issues guidance and mandate for Tuberculin Testing.  

  

This testing is intended for students entering a U.S. school for the first time in New Jersey or transferring into a 

New Jersey school from ANY county NOT listed below.   Students must receive an IGRA (Interferon Gamma 

Release Assay) or Mantoux tuberculin skin test unless they meet an exemption criterion. 

 

 

 

Transfer students from the following countries are EXEMPT from Mantoux Tuberculin Skin Testing: 

  

 

 

 

 

 

Antigua and Barbuda Jordan 

Australia Lebanon 

Austria Luxembourg 

Barbados Malta 

Belgium Monaco 

Bermuda Montserrat 

Canada  Netherlands Antilles 

Cayman Islands New Zealand 

Cuba  Norway 

Cyprus  Oman 

Czech Republic Puerto Rico 

Denmark Saint Kitts and Nevis 

Finland San Marino 

France Sweden 

Germany Switzerland 

Greenland Trinidad and Tobago 

Grenada United Kingdom of Great Britain and 

Iceland  Northern Ireland 

Ireland United States of America 

Israel United States Virgin Islands 

Italy  

Jamaica  
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Regarding: ________________________________________________________________________ 
   Child’s name       DOB 

 

 

Your child’s records indicate that he/she transferred into the Branchburg Township School District, New Jersey 

from ________________________________________________.   
              country 

 

 

Please follow-up with your child’s primary care provider to perform the necessary requirements for being in 

school.  Your child’s primary care provider will complete the areas below.  Return this completed form to the 

Health Office in your child’s school, as soon as possible.  

 

  

 

 

 

Mantoux test planted:____/_____/___(Date)     Physician’s/Provider’s Stamp: 

Mantoux test read: ____/_____/___ (Date)      

Result (MM):_____________________ 

 

 

Physician’s/Provider’s 

Name:________________________________________Phone:_____________________Fax:______________ 

Adddress:_________________________________________________________________________________ 

 

 

Physician’s/Provider’s Signature:__________________________________________________ 

      

 

 

  

 

Thank you for your prompt attention to this requirement.  Please call the school nurse in your child’s school if 

you have any questions. 

 

 

 

 

 
 
 

 

 
 

 

 
 

 

 
 

 

 


