
MONROE TOWNSHIP SCHOOL DISTRICT 
423 Buckelew Avenue 

Monroe Township, NJ  08831 

 

Dear Employee: 

 

According to the New Jersey Department of Education regulations for school tuberculin testing, a 

Mantoux tuberculosis test shall be given to all newly hired staff members (full-time and part-time), and 

to all student teachers, school bus drivers on contract with the district, and to contractors or volunteers 

who have contact with the students.  

 

1. Written proof of having had a Mantoux tuberculin test as follows: 

a. New employee who has had the test in the previous six months; 

b. Employee transferring between school districts or from a non-public school within New 

Jersey with a documented tuberculosis test result upon his/her initial employment by a 

New Jersey school.  

 

2. If no proof of a Mantoux tuberculin test, a Mantoux must be administered by a physician of your 

choice at your own expense using the attached form.  

 

3. If having been a previous TB reactor, proof from a physician to that fact, plus a recent chest x-ray 

report must be presented.  

 

4. Proof must be sent directly to: 

 

Monroe Township Board of Education 

Department of Human Resources 

423 Buckelew Avenue 

Monroe Township, NJ  08831 

 

5. Proof of TB testing must be presented before your scheduled start date.  

 

6. Failure to comply with these regulations may result in a delay of your scheduled start date.  

 

Thank you for your cooperation.  

 

 

 

 

 

 

 

 

 



PHYSICIAN OFFICE STAMP 

MONROE TOWNSHIP SCHOOL DISTRICT 

VERIFICATION OF MANTOUX TUBERCULIN TESTING 

FOR ALL NEW EMPLOYEES 

 

 

Employee Name: 

Position: 

School: 

 

 

Date Mantoux Administered : Date Mantoux Read: Results: 
 

          Positive  ☐     Negative  ☐ 

 

 

For positive results: 

Chest X-Ray* 

Date: 
 

Results: 
 

*Attach copy of results  

 
__________________________________________          __________________________________________   

Physician’s Name (Print or type)                             Physician’s Signature  

 

______________________________________                __________________________________________   

Telephone                                                                        Date             
 
                                                                              

 

 

        

  


