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Tuberculosis Directly Observed Therapy Log for Clients on Second-Line Medications
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	Ears ringing/hearing loss (AK)
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	Visual problems/changes (EMB, RBT,LZD)
	  
	  
	  
	  
	  
	  
	  
	  
	  
	  
	  
	  
	  
	  
	  
	  

	Weakness, tiredness
	  
	  
	  
	  
	  
	  
	  
	  
	  
	  
	  
	  
	  
	  
	  
	  

	Weave/Stagger when walking 
	  
	  
	  
	  
	  
	  
	  
	  
	  
	  
	  
	  
	  
	  
	  
	  

	Other:      
	  
	  
	  
	  
	  
	  
	  
	  
	  
	  
	  
	  
	  
	  
	  
	  

	Other:      
	  
	  
	  
	  
	  
	  
	  
	  
	  
	  
	  
	  
	  
	  
	  
	  

	Provider Initials
	   
	   
	   
	   
	   
	   
	   
	   
	   
	   
	   
	   
	   
	   
	   
	   

	Interpreter Initials
	   
	   
	   
	   
	   
	   
	   
	   
	   
	   
	   
	   
	   
	   
	   
	   




Name:      	DOB:                                    Medication Administration: Check (√) if DOT was given, if patient took self-administration (not observed) or if the dose was missed or not counted. Initial where indicated. Comment when medications missed/not given or as applicable. 
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Monthly DOT SUMMARY
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Medication Log for Injectables: May be used in addition to the DOT log (TB 206) if patient is on injectable agents when multiple nurses provide medication administration. Refer to Heartland National TB Center for injection tips: heartlandntbc.org/assets/products/administration_of_amikacin_injection.pdf 
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