
Girls on the Run Volunteers TB Test Form 
 

The Education Code, Section 11780, states that all school district employees must 
have a tuberculin examination upon employment, and every four years thereafter.  
Volunteers in all Bay Area public schools working directly with students must comply 
with this ruling, including after school program providers and volunteers. 
 
Based on this ruling, Girls on the Run is required by the Unified School Districts in 
the Bay Area to have on file a copy of your tuberculin (TB) skin test.  If you have a 
primary care provider and/or private insurance, we encourage you to utilize those 
resources first. Kaiser does not charge members for TB tests and you only need to 
see a nurse. If you have had a TB test in the last 4 years, we can accept that TB test 
with written proof of a negative reading from your doctor.  
 
Attached is a list of free or inexpensive TB skin test sites in San Francisco, Alameda, 
Contra Costa, Marin and San Mateo Counties. For chest X-rays, call the San 
Francisco General Hospital TB Clinic at (415) 206-8524. If you choose to visit any of 
these programs, please call ahead of time to confirm prices and hours. 
 
When getting a new TB test, you can take this form to the medical provider. 

  
  

When completed, please to: 
Girls on the Run of the Bay Area 
The Women’s Building 
3543 18th Street #31 
San Francisco, CA 94110 
 
Or fax to 415-863-8989. 

If you would like Girls on the Run of the Bay Area to reimburse you for your TB 
test, please include a copy of your receipt and wri te “Reimburse” across the 
top of this form. 

PLEASE NOTE  GOTRBA is only able to reimburse volunteers for up to $30 for TB tests. 
THANK YOU! 

TUBERCULOSIS EXAMINATION REPORT  
 
Volunteer’s Name ______________________________________________ 
 
Volunteer Address ______________________________________________ 
 
Daytime Phone ________________________________________________ 
 
TB Test Date _________________________ 
 
Results ______________________________ 
 
Technician ___________________________ 
 
ATTENTION MEDICAL PROVIDER 
Please sign in the space provided above, then affix clinic stamp in box to the 
right, or attach copy of test results or doctor’s note to this form.  Thank you! 

 
 

clinic stamp 


