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Directly Observed Therapy ­ DOT  
Treatment  Record for Active TB  Disease  

Patient Name:  ___________________________________________________________________________________ 
Public  Health  Nurse:  _____________________________________________________________________________ 
Agency:  _______________________________________________________________________________________ 
Physician:  _________________________________________________________ ______________________________ 
Pharmacy:  _______________________________________________________________________________________ 
Prescription:  ______________________________________________________ _______________________________ 
________________________________________________________________________________________________  


