MARYLAND LATENT TUBERCULOSIS TREATMENT RECORD


Discharge Summary Form


Name:
DOB:
Date:
Comments: ___________________________________________________________________________________

                ___________________________________________________________________________ __________________

               ______________________________________________________________________________________________

 Comments: ____________________________________________________________________________________

______________________________________________________________________________________________

_______________________________________________________________________________________________                                                                                                                                            ________________________________________________________________________________________________________________________________________________________________________________________

(Last)
(First)
(MI)

	SUMMARY OF TREATMENT OF LATENT TB INFECTION

Please show this form to your physician or to anyone who requests that you be tested for tuberculosis as a condition of employment or to enter school.  If you were unable to complete your treatment it is still important that health care providers have your treatment history.  Treatment for latent TB infection can be resumed at any time and the risks for developing active TB disease may change over the course of a person’s life-time or with the onset of certain illnesses.

Please contact your local health department if you have questions or concerns.  Notify your physician if you start to experience two or more signs or symptoms of active tuberculosis occurring at the same time that do not go away.  These include, a persistent cough lasting more than 2 weeks, onset of night sweats, general malaise or extreme tiredness, loss of appetite, sudden and unexpected weight loss of several pounds or kilograms, cough with brownish or reddish sputum. Make sure any health care provider you see is aware of your TB infection history and treatment. Date started: ____/____/____  Date ended: ____/____/____
Medications:  FORMCHECKBOX 
 Isoniazid   ____mg         FORMCHECKBOX 
 Rifampin _____mg      FORMCHECKBOX 
 Rifapentine  ___mg    FORMCHECKBOX 
 Vitamin B6 _____mg. (daily)
    FORMCHECKBOX 
Other: (specify) ___________________________

Frequency:  FORMCHECKBOX 
  Daily              FORMCHECKBOX 
 Weekly           
Total doses/months ordered:____________________________ Total doses  taken/ months  treated  ______
Treatment Completion Date:____/____/____
Discontinued treatment:   FORMCHECKBOX 
 No     FORMCHECKBOX 
 Yes   Date:____/____/____
Reason for discontinuing:  FORMCHECKBOX 
 provider decision    FORMCHECKBOX 
 medication allergy/intolerance  
 FORMCHECKBOX 
 Patient stopped of own accord    FORMCHECKBOX 
 lost to follow-up within U.S.   FORMCHECKBOX 
 moved out of country / lost to follow-up
Comments: _______________________________________________________________________________                _________________________________________________________________________________________ _________________________________________________________________________________________

Provided by: : __________________________________________________Local Health Department
Address: ____________________________________________________, Maryland,  (zip code) ____________
Phone:  _   _____Fax:___________________________
Other: (specify name/address if known)__________________________________________________________                                      
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