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California Rural Indian Health Board, Inc.

Child Care and Development Fund

Tribal Family Program
Exempt/In-Home TB Test Certification

The California Rural Indian Health Board, Inc’s. Child Care Development Fund Program plan requires providers that are non- licensed to certify that they have been tested within the last 12 months for Tuberculosis. Complete this test and have a physician/medical clinic verify that the fact that you have been tested and found free from Tuberculosis.

Providers Full Name: __________________________________________

Tuberculin Test: ________________
Circle one: Positive / negative

Date of last examination: ____________________

Physician/clinic: _____________________________________________

Address: ____________________________________

State: ____________________ 
State: ______________ 
Zip: ________

Signature of Physician: _____________________________ Date: ________

_ _ _ _ _ _ _ _ _ _ _ _ _  _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 

Authorization: I hereby give my consent to the California Rural Indian Health Board, Inc. to receive from the above physician/ clinic the results of my TB test.

I certify that I am the __________________________________ (if related) of the child (ren) I will be providing care.

Signature of Provider: _____________________________ Date: _________
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