Texas Department of State Health Services

Order to Implement and Carry Out Measures

For a Client with Tuberculosis

To:
(Name) _______________________________________________________________                              

(Address)______________________________________________________________   

      
                                                                                 (Phone #)                                               


I have reasonable cause to believe that your diagnosis, based on information available at this time, is (probably/ definitely) TUBERCULOSIS, which is a serious communicable disease.  By the authority given to me by the State of Texas, Health and Safety Code, section 81.083, I hereby order you to do the following:

1.
Keep all appointments with clinical staff as instructed.

2.
Follow all medical instructions from your physician or clinic staff regarding treatment for your tuberculosis.

3.
Come to the Public Health Department Clinic or be at an agreed location and time for taking Directly Observed Therapy (DOT). 

4.
Do not return to work or school until authorized by your clinic physician. 

5.
Do not allow anyone other than those living with you or health department staff into your home until authorized.

6.
Do not leave your home except as authorized by your clinic physician. 

7.
Special Orders - see reverse side. 

YOU MUST UNDERSTAND, INITIAL AND FOLLOW THE INSTRUCTIONS ON THE BACK OF THIS ORDER.
This order shall be effective until you no longer need treatment for TUBERCULOSIS.

If you fail to follow these orders, court proceedings may be initiated against you as dictated by State law.  After a hearing, the Court may order you to be hospitalized at The Texas Center for Infectious Diseases in San Antonio or another facility. The Court also has the option to order you to go to treatment at a health clinic.  The court proceedings could also include having you placed in the custody of the County Sheriff until the hearing. 

Signed _________________________________________     __________________________________

                            Health Authority Signature                                       Health Authority Printed Name

on this                   day of                                             20   __   .

Health Authority of                                                                                City/County.     

Acting Health Authority or Director of Public Health Region __________________.  
---------------------------------------------------------------------------------------------------------------------------
Please sign in the space provided below to show that you received these orders and understand them.

I hereby acknowledge that I received a copy of these orders and understand them.

Signed _________________________________________________  Date _______________________

                                    (client's signature)
Witness ________________________________________________  Date _______________________

Instructions for Client 
Client's Name _____________________________________________  Date ______________________     

Physician's Name __________________________________________

1.
Keep all appointments given to you by clinical staff.

Several appointments will be necessary to be sure your treatment is working.  The treatment for tuberculosis is usually for six or more months.  It is very important for you to keep all of the appointments made for you.

_____________

(client's initials)

2.
Be sure you take your medicine for the treatment of your tuberculosis as your doctor or other clinic staff tells you. This means you must: keep all appointments at the clinic or other locations that have been discussed with you; take your medication as advised; provide sputum, urine or blood specimen as requested; report changes in your health; report when you move from where you live now and provide information about those with whom you spend a lot of time.                              


                                                                                               (client's initials) 

3.
Come to the Public Health Department Clinic or be at an agreed place and time to take Directly Observed Therapy (DOT).  DOT is a way we can be sure that you take all the medication needed to cure your tuberculosis.  Taking DOT means that a health care worker will meet you at a scheduled time and place and give you your medication as ordered by the doctor.  

Location for DOT               ________________                          /                       .  
                                                       (location)                              (client's initials) 

    DOT will give you the best chance to cure your TB. ______________                                        
                                                                                (client's initials)      

4.
Do not return to work or school until authorized by your clinic physician. _____________

                                                                                                         (client's initials)     

5.
Do not allow anyone other than those living with you or health department staff into your home until authorized.   _____________                           

                    (client's initials)     

6.
Do not leave your home unless authorized by your clinic physician. ____________











                (client's initials)     


You are or may be capable of spreading TB to others and must remain in your home or in a place where you will not expose others to the TB germ.  When you take your TB medicines, you may quickly decrease the likelihood of spreading TB to others.  Your doctor will decide when this occurs at your follow-up appointments.  

                           /______________________________________________________________      
     (client's initials)

(physician's signature)                                                  (date)


You may attend school and/or go to work                           /___________________________________
                                                                  (client's initials)       (physician's signature)                     (date)

7.
Special orders _________________________________________________________________________

_____________________________________________________________________________________ ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________.   ____________

                                                                                                                                    (client's initials)
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