FOLLOW-UP REPORT ON PATIENT WITH TUBERCULOSIS

	
	
	
	
	Record ID Number:
	     

	Physician
	     
	
	
	Date
	     

	Address
	     
	
	
	Patient
	     

	
	     
	
	
	Address
	     

	
	     
	
	
	DOB
	     
	
	SS#
	     

	
	
	
	
	
	
	
	
	
	
	
	
	
	


SINCE TUBERCULOSIS IS A COMMUNICABLE DISEASE, THE MIAMI-DADE COUNTY HEALTH DEPARTMENT IS REQUIRED BY LAW TO ASSURE THAT EVERY TUBERCULOSIS PATIENT RECEIVES PROPER TREATMENT AND FOLLOW-UP.

The Department of Health records show that:

         FORMCHECKBOX 
   The patient was discharged from    __________________________________    Hospital    on ___________________.

 FORMCHECKBOX 

The patient had the first follow-up visit with you on     ______________________________.

 FORMCHECKBOX 

The last follow-up report we received from you was on    ____________________________.

Please provide us with the most recent information available on the above identified patient.
	Patient’s Last Appointment:
	 /      /
	Patient kept appointment   Yes  FORMCHECKBOX 
   No   FORMCHECKBOX 

	Next Appointment:
	     /       /
	 

	
	

	CHEST RADIOLOGY
	Date:
	        /      /
	
	BACTERIOLOGIC STATUS
	Date:
	     /       /
	 

	 FORMCHECKBOX 
  Normal  
	 FORMCHECKBOX 
    Abnormal Cavitary
	 FORMCHECKBOX 
   Abnormal Non-cavitary
	
	Type of Specimen:
	
	 

	 FORMCHECKBOX 
  Stable 
	 FORMCHECKBOX 
   Worsening
	 FORMCHECKBOX 
   Improving
	
	Smear:
	 FORMCHECKBOX 
 Pos  
	 FORMCHECKBOX 
 Neg.
	 FORMCHECKBOX 
 Not done
	 

	
	
	Culture:
	 FORMCHECKBOX 
 Pos
	 FORMCHECKBOX 
Neg.
	 FORMCHECKBOX 
 Not done
	 FORMCHECKBOX 
 Pending
	

	CLINICAL/LAB RESULTS
	   Date
	Results
	
	
	
	
	
	
	

	
	
	
	
	If positive (ID):
	
	 

	
	SGOT
	
	
	
	Last Positive Culture (Date)
	     /       /
	 

	
	Hearing
	
	
	
	Last Negative Culture (Date)
	     /       /
	 

	
	Vision
	
	
	
	PPD Implanted:
	
	PPD Read:
	
	 

	
	HIV
	
	
	
	PPD Reading:
	
	(mm.)
	
	 

	
	

	CURRENT CHEMOTHERAPY STATUS:
	Anticipated completion of treatment (Date):                      /        /
	

	Medication
	Daily Dosage
	
	
	Date Started
	
	Date Discontinued
	
	Reason
	 

	INH
	
	mg
	
	
	
	
	
	
	 

	Rifampin
	
	mg
	
	
	
	
	
	
	

	Ethambutol
	
	mg
	
	
	
	
	
	
	 

	Pyrazinamide
	
	mg
	
	
	
	
	
	
	 

	*Other
	
	mg
	
	
	
	
	
	
	 


If your patient is obtaining anti-tuberculosis drugs from the Miami-Dade County Health Department, please be sure prescription is  current.  (Patient must bring a new prescription every 3 months).
In order to assure compliance, the TB Program will provide Directly Observed Therapy (D.O.T) to your patients if you so desire.
COMMENTS:  (Please use extra pages if necessary.)



  _______________________________________                              _____________________________

                                  Physicians Signature                                                                    Date

	In order to comply with Florida Statutes, your cooperation is necessary in completing, signing, and returning this 

form by:  ____/ ____/ ____

To:     HEALTH DISTRICT CENTER
TB SURVEILLANCE
1350 N.W. 14th  Street 
Miami, Florida 33125
FAX (305) 575-3804

	
	For questions contact:
	Reviewed

	
	
	   FORMCHECKBOX 
   Oswaldo Curbelo                         
 TB Surveillance Manager       (305) 575-5415
	

	
	
	   FORMCHECKBOX 
    Terry Pearson          
          Surveillance Analyst              (305) 575-5416
	

	
	
	   FORMCHECKBOX 
   Kwesi Willacy
         Surveillance Analyst               (305) 575-5411
	

	
	
	   FORMCHECKBOX 
   Frantz Fils-Aime                      (305) 575-5413                                     
         Epidemiologist                       
	

	
	
	   FORMCHECKBOX 
  Aquilina Mederos                     (305) 575-5417
        Staff Assistant
	


