
Tuberculosis and Refugee Health Services Branch 

Created 6/26/15 
Revised 01/16 

NOTICE OF CHANGE in TB PERSONNEL 
(To be completed only when there is a change in personnel) 

 Submit no later than the 5th day of each month 
Submit to Staff Services Officer:  Lara.Miller@dshs.state.tx.us 

Month / Year _____________________________________________________________ 
Local Health Department/Health Service Region _________________________________ 
Contact Person ___________________________________________________________ 
Phone Number  ___________________________________________________________ 

Check all that apply: 

_______ NEW HIRE _______ NAME CHANGE _______ NEW FTE 

_______ TRANSFER _______ PROMOTION _______ RESIGNATION 

_______ RECLASSIFICATION _______ RETIREMENT _______ TERMINATION

_______ OTHER (SPECIFY) ______________________________________________________ 

ADD (A) OR DELETE (D) ACCESS: _____PHIN _____NTIP _____TB GIMS 

PERSONNEL INFORMATION 

Name as Listed on Payroll ____________________________________________________________ 

Supervisor __________________________________________________________________________ 

Work Location _______________________________________________________________________ 

Phone Number _________________________Email Address ________________________________ 

Position Title ________________________________________________________________________ 

Effective Date _______________________________________________________________________ 

New Base Salary ____________________________________________________________________ 

Last Physical Day on Duty ____________________________________________________________ 

Summary of Duties __________________________________________________________________ 

Percent Paid by State TB Funds _______________________________________________________ 

Percent Paid by Federal TB Funds _____________________________________________________ 

Percent Not Paid by State and Federal TB Funds ______________________________ 
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