
DHS TB Control Program   (10/2004) 

Tuberculosis Pill Count Report 
 
Name: ____________________________________________________  DOB: ___________________ 
 
Dates of TB Pill Count Period: ____/____/_______ to ____/____/_______ = __________ Days Elapsed 
 
Step 1. For the above time period, calculate the number of pills dispensed and the number of pills that 
should have been taken by the client. 
 Number Dispensed A Number to be Taken B 
 
 
 
 
 
Pill 

Starting 
number of 
pills (in 
bottles 
given to 
client) 

 Number of 
pills in refills 
(if any, 
during count 
period) 

TOTAL 
number of 
pills 
dispensed to 
client 

Number 
of pills to 
be taken 
by client 
each day 

 Number of 
days in count 
period (see 
above, “Days 
Elapsed”) 

TOTAL 
number of 
pills that 
should have 
been taken 
by client 

INH  +  =   x  =  
RIF  +  =   x  =  
PZA  +  =   x  =  
EMB  +  =   x  =  
Rifamate  +  =   x  =  
Rifater  +  =   x  =  
 

Step 2. Compare above calculations with today’s actual pill count.  Values in columns C and D should 
be equal.  If not, note the quantity of difference in the final column. 
 A B C D 
 Number 

Dispensed 
(see above) 

 Number to be 
Taken (see 
above) 

Number of pills 
that should be 
left if taken as 
directed 

Today’s actual 
count of pills 
remaining in 
the bottles* 

DIFFERENCE 
in number of 
pills (+/-) 
between columns 
C and D  

INH  -  =    
RIF  -  =    
PZA  -  =    
EMB  -  =    
Rifamate  -  =    
Rifater  -  =    
*Note: Column D becomes the starting pill count for Step 1 of the next Pill Count Report 
 

Step 3.  Assessment and Action 
�  No Discrepancy Observed (D=C or within 1-2 doses per month) 
�  Discrepancy Noted: 

�  Doses Missed or not taken (D>C) 
�  Extra Doses taken (D<C) 

Action Taken by TB Nurse Case Manager: �  Requesting DOT 
 �  Re-educated    �  Person in home to supervise  
 �  Give pill box    �  Revisit in 1-2 weeks 
 �   Other _______________________________________________________________ 

_______________________________________________________________ 
_______________________________________________________________ 

 
TB-NCM signature: ______________________________________ Date: __________________ 


