
 

 

 

 
 

Tuberculosis Case Management 

Health Dept. Information Update/Request for Order from Provider 

 

DATE:  

  Patient Name:  
  Provider (MD):  

DOB:   

 

RE: Infectious Disease Follow- Up.  

Diagnosis:  

Weight:  

Labs - Microbiology: SEE ATTACHED 

TB Meds Start Date: 
Date Isolation Order Rescinded:  

Culture Conversion Date:  

Current TB Meds:  

Sensitivities:  

Estimated TB Treatment Duration:  

DOT (Direct Observed Therapy) Weeks Summary:  

 

 
 
Request to Provider:  
 

 
Provider Notes: 

 
 

Patient’s Next Appointment (Date and Time):  
 


