.. | Missouri Department of Health and Senior Services
2| Bureau of Communicable Disease Control and Prevention
)=l LATENT TUBERCULOSIS INFECTION (LTBI) MEDICATION AUTHORIZATION FORM

EMAIL TO: TBProgram @ health.mo.gov; or FAXTO: (573) 526-0234

If requesting the Isoniazid/Rifapentine (12-Dose) Regimen; see Tuberculosis Case Management Manual for Eligibility/Authorization Form

PATIENT INFORMATION

PATIENT LAST NAME PATIENT FIRST NAME SEX
O MALE [ FEMALE
ADDRESS CITY COUNTY ZIP CODE
DATE OF BIRTH | WEIGHT TB Disease must be ruled out before starting treatment for LTBI with a chest x-ray, medical evaluation
and signs and symptoms review. Ifpatientis symptomatic, collect three sputums, one early morning, and all
, , Ibs three a minimum of eight hours apart. Send to the State PublicHealth Laboratory for testing. LTBI medications will

not be authorized until three consecutive negative sputum cultures are obtained.
Is patient having signs and symptoms of active TB?

OYES [ NO Explain:

INSURANCE INFORMATION: PLEASE FAXA COPY OF INSURANCE CARD WITH THIS FORM TO THE PHARMACY

IS PATIENT COVERED BY INSURANCE? NAME OF INSURANCE COMPANY:
O YES 0O NO
MEMBER ID NUMBER: POLICY NUMBER: CLIENTS ID # (if different than cardholder)
REQUESTED MEDICATION
O New Prescription - Date: O Refill One - Date: [ Refill Two - Date: O Refill Three— Date:

If the treatment regimen is prescribed to be taken

TOTAL DURATION OF THERAPY . MONTHS intermittently, it MUST be administered by DOT.
INH _ mg O Daily O 2xWeek [ 3xWeek
Rifampin ___ mg O Daily O 2xWeek [ 3xWeek
Pyridoxine (VitaminB6) ___  mg O Daily O 2xWeek O 3xWeek
Other _ mg O Daily O 2xWeek [0 3xWeek

A Tuberculin Testing Record form (TBC-4), AND a copy of the Chest X-Ray or CT report, AND the prescriptions for the
medications must be submitted with this form for medication approval.

ADDITIONAL MEDICATIONS BEINGTAKEN DRUG ALLERGIES

LPHA AUTHORIZATION

SIGNATURE OF LPHA REPRESENTATIVE/TITLE DATE

| , County/City Health Department/University Health Centers, affirm by my signature, that | understand that it is a requirement of me

while dispensing this medication to the above patient, that | mustevaluate the patient at least once a month for the possible adverse effectslisted above. | understand it is also a
requirement to send a copy of this signed medication request form (TBC-8) monthly to the Local Public Health Department in my county.

I understand all of the above as instructed and | give my consent for the above treatment

PATIENT/PARENT/LEGAL GUARDIAN SIGNATURE DATE
SIGNATURE OF DHSS REPRESENTATIVE DATE DHSS APPROVAL FORLTBITREATMENT
OvYes 0O NO
FAX FORM TO: 660-886-2121 REASON FOR DISAPPROVAL :

OR MAIL TO: RED CROSS PHARMACY
161 SOUTH BENTON
MARSHALL, MO 65340

MO 580-3050 (09-16)



mailto:TBProgram@health.mo.gov

