
Coordination for TB Case Co-Management

Date: _________________________

Dr. ___________________________

TB Case: ____________________________

Address_______________________

DOB: _______________________________

______________________________ 

Dear Dr. ___________________________________ 

The purpose of this letter is to confirm arrangements made by phone for the above-named TB patient. The coordination of care will help assure a successful outcome. Treatment will follow the current TB guidelines of The American Thoracic Society/Centers for Disease Control & Prevention/Infectious Diseases Society of America Clinical Practice Guidelines: Treatment of Drug Susceptible Tuberculosis. Published August 10, 2016 http://cid.oxfordjournals.org/content/early/2016/07/20/cid.ciw376.full.pdf
1. You / We will obtain monthly sputum for AFB until the patient is culture negative (for pulmonary cases) 
2. You / We will obtain baseline hepatic enzymes, bilirubin, serum creatinine or BUN, CBC, platelet count; and monitor these monthly as needed.
3. You / We will obtain an HIV test (all patients) and Hepatitis B and C screening (patient with injection drug use, birth in Asia or Africa or HIV infection).
4. You / We will obtain baseline and monthly visual acuity (Snellen test) and red-green color blind testing (Ishihara) while the patient is on Ethambutol.
5. You / We will obtain baseline and monthly symptom review for side effects to TB meds.
6. You / We will provide DOT (directly observed therapy: Mon through Fri: as recommended for ALL patients in Oregon.  

Thank you for your cooperation in providing the best chance of successful treatment for this patient.

___________________________________________________
______________________

Signature of Physician
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