<<Place your agency/clinic identifying information here>>


NOTIFICATION OF LTBI TREATMENT COMPLETION

Date _________________

To Whom It May Concern:

Regarding: _____________________________________

  Name of patient

Birthdate: ______ /______ /______

Positive PPD Date: ______ /______ /_______

This patient completed a course of LTBI therapy from  _____________________ to 

___________________.

The x-ray was satisfactory on ______ /______ /______ .

No further x-rays are recommended unless symptoms develop.

Sincerely,

________________________________

