ACTION NEEDED: Please respond.

TO RECEIVE MONTHLY MEDICATION REFILLS:
1) Complete the box below to confirm your patient has started medication supplied by
the MDH TB medications program.

2) Fax to 651-201-5500.
LTBI MEDICATION START DATE VERIFICATION FORM

PATIENT:

(LAST) (FIRST) (Middle) (DOB)

[J Began taking LTBI medication supplied by the MN Department of Health on:
/ / (do not postdate)

[J AND already initiated LTBI regimen with medication from another source on:
/ /

[l NEVER started treatment

COMPLETED BY:

Name: Telephone no. ( )

Agency:

SHIPPING SCHEDULE (BASED UPON PROVIDED START DATE)
e Second month of medication — shipped 21 days from start date.
e Additional bottles — shipped every 28 days until order is complete.

PLEASE NOTIFY MDH ASAP OF TREATMENT INTERRUPTIONS SUCH AS:
Patient is experiencing side-effects, has moved, or is lost/ non-responsive or
non-adherent to the regimen. Shipments can be held and/or discontinued.

Recommendations for pretreatment screening and monitoring during therapy, and the MDH
LTBI monitoring flowsheet are available at www.health.state.mn.us/tb.

Fax to: TB Medications Coordinator
Minnesota Dept. of Health
651-201-5506

DEPARTMENToF HEALTH FAX 651_201_5500
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