Form 1: TUBERCULOSIS TREATMENT CARD

Name
_______________________________________________________                      District/patient No. __________  

Adress _______________________________________________________  

Date of registration ___________

[image: image32.emf] 

 

[image: image33.emf] 

 

Sex: M:         F:          Age: _________  






Health facility _____________________
Name and adress of community treatment supporter_______________________________________________________
	Sputum smear microscopy
	Weight (kg)
	Culture  
	DST
	
	X-ray

	Month
	Date
	Smear
	Lab N°
	
	Date cult.
	Result
	Lab No.
	Date:
	
	Date:

	0
	
	
	
	
	
	
	
	H
	
	
	Results

	2
	
	
	
	
	
	
	
	R
	
	
	

	3
	
	
	
	
	
	
	
	E
	
	
	

	5
	
	
	
	
	
	
	
	S
	
	
	

	End
	
	
	
	
	
	
	
	RH
	
	
	


[image: image34.emf]   

  

 

  


	Disease site 

Pulmonary [image: image1.emf] 

 

      Extrapulmonary [image: image2.emf] 

 


                           Specify___________
	
	HIV test and counselling
	
	HIV care

	
	
	Offer date
	Accepted Y/N
	Place/ date of test
	Result


	Date post-test counselling
	
	CPT
	Date start
	

	
	
	
	
	
	
	
	
	HIV care
	Reg. N° , date
	

	Type of patient

New [image: image3.emf] 

 

           Treatment after default [image: image4.emf] 

 


Relapse [image: image5.emf] 

 

      Treatment after failure [image: image6.emf] 

 


Transfer in [image: image7.emf] 

 

    Other (specify)_______
	
	
	
	
	
	
	
	ARV
	Eligible Y/N/unknown  Date
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	Date start ARV
	

	
	
	
	
	
	
	
	
	
	N° ARV reg
	


I. INITIAL PHASE  - prescribed regimen and dosage 

Tick category and indicate number of tablets per dose and dosage of S (grams),                                   

[image: image35.emf]   
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CAT (I, II ): Drugs and doses:   





  





 

Tick frequency: Daily [image: image9.emf] 

 

    3 times per week [image: image10.emf] 

 

        RHZE    S      RHE         Other _______      
 ADMINISTRATION OF DRUGS one line per month. Mark in the boxes:√ = directly observed;  N = Not supervised; Ø = Not taken

	    Day

Month
	1
	2
	3
	4
	5
	6
	7
	8
	9
	10
	11
	12
	13
	14
	15
	16
	17
	18
	19
	20
	21
	22
	23
	24
	25
	26
	27
	28
	29
	30
	31
	Drugs given to supporter, date
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Tick frequency:     Daily [image: image11.emf] 

 

    3 times per week [image: image12.emf] 

 

  
Tick category and indicate number of tablets per dose and dosage of S (grams), 








 





           




 RH         RHE              Other _____

Administration of drugs (continued)

	    Day

Month
	1
	2
	3
	4
	5
	6
	7
	8
	9
	10
	11
	12
	13
	14
	15
	16
	17
	18
	19
	20
	21
	22
	23
	24
	25
	26
	27
	28
	29
	30
	31
	Drugs given to supporter, date

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	


Enter √ on day of directly observed treatment. For self-administered treatment enter X on day when drugs are collected. Any time drugs are given for self -administration, draw a horizontal line (_______ ) through the number of days supply given. Ø = drugs not taken  

	Transfer

Provider type
	Transfer 
	Purpose 

(diagnosis, initiate treatment, continue treatment , other)

	
	BY

(date)
	TO

(date)
	Inside/outside BMU
	

	Self referred 
	
	
	
	

	Contact invitation
	
	
	
	

	Public  hospital 
	
	
	
	

	Public primary health care
	
	
	
	

	Private/NGOs hospital 
	
	
	
	

	Private/NGOs clinic
	
	
	
	

	Chemist/pharmacist
	
	
	
	

	Household/family/ friend
	
	
	
	

	Community workers
	
	
	
	

	Other
	
	
	
	

	Other
	
	
	
	


Comments:______________________________________
_______________________________________________
_______________________________________________
_______________________________________________
_______________________________________________
_______________________________________________
_______________________________________________
	Treatment outcome                        Date of decision

	Cured [image: image13.emf] 

 

            Completed [image: image14.emf] 

 

               Died [image: image15.emf] 

 

           Failed [image: image16.emf] 

 

     Defaulted [image: image17.emf] 

 

      Transferred out [image: image18.emf] 

 

                                                    
	Not TB [image: image19.emf] 

 

  


_______________________________________________

                    Form 2: PATIENT IDENTITY CARD

Name
_____________________   District/patient No. 

Adress ____________________   Date of registration ____

[image: image42.emf]   

  

 

  

[image: image43.emf] 

 

Sex: M:         F:          Age: ___  Health facility __________

	Disease site 

Pulmonary [image: image20.emf] 

 

      Extrapulmonary [image: image21.emf] 

 


                           Specify___________

	

	

	Type of patient

New [image: image22.emf] 

 

          Treatment after default [image: image23.emf] 

 


Relapse [image: image24.emf] 

 

     Treatment after failure [image: image25.emf] 

 


Transfer in [image: image26.emf] 

 

   Other (specify)_______


Date treatment started 
____  _____  _____

Day    Month  Year 

[image: image44.emf] 

 

[image: image45.emf]   

  

 

  


[image: image27.emf]   

  

 

  

CAT (I, II):                

[image: image46.emf] 
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[image: image48.emf] 

 

[image: image49.emf] 

 


Initial phase:  
Drugs and doses:     RHZE    S     RHE       Other _______      
Tick frequency: Daily [image: image28.emf] 

 

    3 times per week [image: image29.emf] 

 


Continuation phase:
Drugs and doses: 
     RH      RHE       Other _______      
Tick frequency: Daily [image: image30.emf] 

 

    3 times per week [image: image31.emf] 

 


(front)


Appointment dates 

____________________
____________________

____________________

____________________

____________________

____________________

____________________

____________________

____________________

____________________

(back)

Form 3: BASIC MANAGEMENT UNIT TB REGISTER – LEFT SIDE OF THE REGISTER BOOK 

	Date of 
registration
	District TB No.
	Name
	Sex

M/F
	Age
	Address
	Health facility1
	Treatment supporter2
	Date treatment started
	Treatment category 3
	Site

P / EP
	Type of patient 4

	
	
	
	
	
	
	
	
	
	
	
	N
	R
	F
	D
	T
	O

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	


1 Facility where patient’s treatment card is kept. In case several copies are kept, the most peripheral facility should be entered. 
2 including community worker/volunteer, family members or friends.    

3 Enter the treatment category:



CAT I:   New case
CAT II: Re-treatment
e.g. 2(HRZE)S/1(HRZE)/5(RHE)

Chronic:patient sputum positive at the end of a re-treatment regimen.
Chronic cases still alive and not started on Category IV treatment should be re-entered at the beginning of each year. Patients who are started on Category IV treatment should be entered in a separate Category IV register and separate Category IV treatment cards should
be used for them.
    



4 Tick only one column :

N=New – A patient who has never had treatment for TB or who has taken antituberculosis drugs for less than 1 month.
R=Relapse – A patient previously treated for TB, declared cured or treatment completed, and who is diagnosed with bacteriological (+) TB (smear or culture).

F=Treatment after failure – A patient who is started on a re-treatment regimen after having failed previous treatment.

D=Treatment after default – A patient who returns to treatment, positive bacteriologically, following interruption of treatment for 2 or more consecutive months.
   

T=Transfer in – A patient who has been transferred from another TB register to continue treatment. This group is excluded from the quarterly report on registration.

O=Other previously treated– All cases that do not fit the above definitions. This group includes smear-positive cases with unknown outcome of previous treatment, smear negative previously treated, EP previously treated and chronic case (i.e. a patient who is sputum positive at the end of a re-treatment regimen)

Form 3: BASIC MANAGEMENT UNIT TB REGISTER – RIGHT SIDE OF THE REGISTER BOOK 
	Results of sputum smear microscopy and other examination
	Treatment outcome & date
	TB/HIV activities 
	Remarks

	Before treatment 
	2 or 3 months 1
	5 months
	End of treatment
	Date


	Outcome in text 2
	HIV result3 /
Date/
No. HIV reg
	ART

Y/N 
Start date/
No. ART reg
	CPT

Y/N

Start

date
	

	Smear 
result
	Date/ Lab. No.
	X-ray
Date/
Result4 
	Smear 

result
	Date/

Lab. No.
	Smear 

result
	Date/

Lab. No.
	Smear 

result
	Date/

Lab. No.
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	


1CAT 1 patients have follow-up sputum examination at 2 months; CAT II patients have follow-up sputum examination at 3 months. CAT 1 patients with extended phase 1 to 3 months have follow-up sputum examination at 2 AND 3 months with results registered in the same box.
2Enter the code (1-6) as follows: 

Cure:  Sputum smear positive patient who was sputum negative in the last month of treatment and on at least one previous occasion.

Treatment completed: Patient who has completed treatment but who does not meet the criteria to be classified as a cure or a failure.

Treatment failure: New patient who is sputum smear (+) at 5 months or later during treatment, or who is switched to Category IV treatment because sputum turned out to be MDRTB. Previously-treated patient who is sputum smear positive at the end of his retreatment or who is switched to Category IV treatment because sputum turned out to be MDRTB.
Died: Patient who dies from any cause during the course of treatment.

Default: Patient whose treatment was interrupted for 2 consecutive months or more.

Transfer out: Patient who has been transferred to another recording and reporting unit and for whom treatment outcome is not known.

3 + positive, - negative, U unknown, ND Not Done. Documented evidence of HIV test performed during or before TB treatment is reported here. 
4 + : suggestive of TB, -:  not suggestive of TB, ND: not done.
Form 3a: BASIC MANAGEMENT UNIT TB REGISTER – LEFT SIDE OF THE REGISTER BOOK  -SETTING WITH CULTURE AND DST

	Date of 
registration
	District TB No.
	Name
	Sex

M/F
	Age
	Address
	Health facility1
	Treatment supporter2
	Date treatment started
	Treatment category 3
	Site

P / EP
	Type of patient 4

	
	
	
	
	
	
	
	
	
	
	
	N
	R
	F
	D
	T
	O

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	


1 Facility where patient’s treatment card is kept. In case several copies are kept, the most peripheral facility should be entered. 

2 including community worker/volunteer, family members or friends.    

3 Enter the treatment category:




CAT I:   New case
CAT II: Re-treatment
e.g. 2(HRZE)S/1(HRZE)/5(RHE)

Chronic:patient sputum positive at the end of a re-treatment regimen.
Chronic cases still alive and not started on Category IV treatment should be re-entered at the beginning of each year. Patients who are started on Category IV treatment should be entered in a separate Category IV register and separate Category IV treatment cards should
be used for them.
    




4 Tick only one column :

N=New – A patient who has never had treatment for TB or who has taken antituberculosis drugs for less than 1 month.

R=Relapse – A patient previously treated for TB, declared cured or treatment completed, and who is diagnosed with bacteriological (+) TB (smear or culture).

F=Treatment after failure – A patient who is started on a re-treatment regimen after having failed previous treatment.

D=Treatment after default – A patient who returns to treatment, positive bacteriologically, following interruption of treatment for 2 or more consecutive months.
   

T=Transfer in – A patient who has been transferred from another TB register to continue treatment. This group is excluded from the quarterly report on registration.

O=Other previously treated– All cases that do not fit the above definitions. This group includes smear-positive cases with unknown outcome of previous treatment, smear negative previously treated, EP previously treated and chronic case (i.e. a patient who is sputum positive at the end of a re-treatment regimen)

Form 3a: BASIC MANAGEMENT UNIT TB REGISTER – RIGHT SIDE OF THE REGISTER BOOK - SETTING WITH CULTURE AND DST

	Results of sputum examination
	Treatment outcome & date
	TB/HIV activities
	Remarks

	Before treatment 
	2 or 3 months 1
	5 months
	End of treatment
	Date


	Outcome in text 2
	HIV result3  /
Date

No. HIV reg.
	ART

Y/N 

Start date/
No. ART reg.
	CPT

Y/N

Start

date
	

	Smear 

date/No./ Result
	X-ray 
result date4
	Culture

date/No./ Result 
	DST

date/No./ Result
	Smear 

No./ Result
	Culture

No./ Result
	Smear 

No./ Result
	Culture

No./ Result
	Smear 

No./ Result
	Culture

No./ Result
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	


1 CAT I patients have follow-up sputum examination at 2 months; CAT II patients have follow-up sputum examination at 3 months. CAT 1 patients   with phase 1 extended to 3 months have follow-up sputum examination at  2 AND 3 months with results registered in the same box

2 Enter the code (1-6) as follows: 

Cure:  Patient with culture or sputum positive at the beginning of the treatment who was culture or sputum negative in the last month of treatment and on at least one previous occasion.

Treatment completed: Patient who has completed treatment but who does not meet the criteria to be classified as a cure or a failure.

Treatment failure: New patient who is culture or sputum positive at 5 months or later during treatment, or who is switched to Category IV treatment because sputum turned out to be MDRTB. Previously-treated patient who is culture or sputum positive at the end of his re-treatment or who is switched to Category IV treatment because sputum turned out to be MDRTB.
Died: Patient who dies from any cause during the course of treatment.

Default: Patient whose treatment was interrupted for 2 consecutive months or more.

Transfer out: Patient who has been transferred to another recording and reporting unit and for whom treatment outcome is not known.

3 + positive, - negative, U unknown, ND Not Done. Documented evidence of HIV test performed during or before TB treatment are reported here.
4 + : suggestive of TB, -:  not suggestive of TB, ND: not done.
Form 4: TB LABORATORY REGISTER BASIC – MANAGEMENT UNIT
	Lab. Serial No.
	Date specimen received
	District  TB Register No. 1
	Name (in full)
	Sex

M/F
	Age
	Complete address 
(for new patients)
	Name of transferring health facility 2
	Reason for examination
	Microscopy results
	Remarks

	
	
	
	
	
	
	
	
	Diagnosis 3
	Follow-up 4
	1
	2
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	


1 Only for confirmed TB case registered in the district TB register.
2Facility that transferred (sent) the patient for sputum smear examination to the health facility with laboratory.
3 Indicate if TB suspect is re-examined just after antibiotics.
4 Indicate month of treatment at which follow-up examination is performed.
 Form 5:  LEFT SIDE PAGE OF LABORATORY REGISTER FOR CULTURE
	Date specimen received


	Lab serial number
	Type of specimen received
	Transferring health facility
	Patient’s name
	Patient’s address if new patient
	Sex
M/F
	Age
	Date specimen collected
	Date specimen inoculated

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	


Form 5:  RIGHT SIDE PAGE OF LABORATORY REGISTER FOR CULTURE
	Reason for examination
	Result of culture3
	Result of confirmatory test for M. Tuberculosis

(pos or neg)
	Culture sent for DST

(yes or no)
	Name of person reporting results
	Signature
	Date culture results reported
	Comments

	Diagnosis1
	Follow-up2
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	


1 New patients or patients starting a re-treatment regimen.
2 Patient on TB treatment, indicate months of treatment at which follow-up examination is performed.
	No growth reported
	0

	Fewer than 10 colonies
	Report number of colonies

	10 –100 colonies
	+

	More than 100 colonies
	+ +

	Innumerable or confluent growth
	+ + +


3 Outcome of culture reported as follows: 
Form 6: QUARTERLY REPORT ON TB CASE REGISTRATION IN BASIC MANAGEMENT UNIT  

	
Name of district:  ____________________    Unit:_________
Name of TB Coordinator:__________________        Signature:  ________________
	Patients registered during1
______ quarter of year______

Date of completion of this form:  _____________________


Block 1: All TB cases registered during the quarter 2

	Pulmonary sputum smear positive
	Pulmonary sputum smear negative
	Pulmonary smear not done / not available
	Extrapulmonary
	Other previously treated 3

	New cases
	Previously treated
	< 15 yrs
	15+ years
	< 15 yrs
	15+ years
	< 15 yrs
	15+ years
	

	
	Relapses
	After failure
	After default
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	Block 2. Breakdown of new pulmonary sputum smear microscopy positive cases by sex and age group 

	Sex
	0-14
	15–24
	25–34
	35–44
	45–54
	55–64
	> 65
	Total

	M
	
	
	
	
	
	
	
	

	F
	
	
	
	
	
	
	
	


Block 3: Laboratory activity - direct smear 4


Block 4: Quarterly report on TB/HIV activities
	No. of TB suspects examined for diagnosis by sputum smear microscopy
	No. of TB suspects with sputum smear microscopy positive result
	
	
	No. tested for HIV before or during TB treatment 5
	No. HIV positive

	
	
	
	New sputum smear microscopy positive TB
	
	

	
	
	
	All TB cases except new smear positive, 'transferred in' and chronic cases 6
	
	


1 Registration period is based on date of registration of cases in the TB register, following the start of treatment. 

Q1: 1 January-31 March; Q2:1 April -30 June; Q3: 1 July-30 September ; Q4:1 October-31 December.
2 In areas routinely using culture, a quarterly report on TB case registration for unit using culture should be used. ‘Transferred in’ and chronic cases are excluded.
3 Other previously treated cases include pulmonary cases with unknown result of previous treatment, sputum smear negative pulmonary cases and extrapulmonary cases previously treated. ‘Transferred in’ and chronic cases are excluded.
4 Data collected from the TB laboratory register related to activity performed in the unit during the quarter.

5 Documented evidence of HIV tests (and results) performed in any recognized facility before or during TB treatment should be reported here. 

6 Includes smear negative, smear not done, extrapulmonary cases and all previously treated cases.

Form 6A: QUARTERLY REPORT ON TB CASE REGISTRATION IN BMU USING ROUTINE CULTURE

	Name of district:  ____________________    Unit:_________
Name of TB Coordinator:__________________        Signature:  ____________
	Patients registered during1
______ quarter of year______

                   Date of completion of this form:  _____________


Block 1: All TB cases registered during the quarter 2

	Pulmonary sputum smear positive
	Pulmonary sputum smear negative
	Pulmonary smear not done / not available
	Extrapulmonary
	Other previously treated 4

	New cases
	Previously treated 
	< 15 yrs
	15+ years
	< 15 yrs
	15+ years
	< 15 yrs
	15+ years
	

	< 15 yrs
	15+ years 
	Relapses
	After failure
	After default
	
	
	
	
	
	
	

	Cu+
	Cu -
	Cu +
	Cu -
	Cu+3
	Cu-
	Cu +3
	Cu -
	Cu +3
	Cu -
	Cu +
	Cu -
	Cu +
	Cu  -
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Block 2. Breakdown of new pulmonary sputum smear microscopy positive cases by sex and age group

	Sex
	0-14
	15–24
	25–34
	35–44
	45–54
	55–64
	> 65
	Total

	M
	
	
	
	
	
	
	
	

	F
	
	
	
	
	
	
	
	


Block 3: Laboratory activity - direct smear 5



Block 4: Quarterly report on TB/HIV activities
	No. of TB suspects examined for diagnosis by sputum smear microscopy
	No. of TB suspects for diagnosis with sputum smear microscopy positive 
	
	
	No. tested for HIV before or during TB treatment 6
	No. HIV positive

	
	
	
	New sputum smear microscopy positive TB
	
	

	No. of TB suspects examined for diagnosis by sputum culture
	No. of TB suspect for diagnosis with pos. culture
	No. culture examined
	
	All TB cases except new smear positive 'transferred in' and chronic cases 7
	
	

	
	
	
	
	
	
	


1 Registration period is based on date of registration of cases in the TB register, following the decision to start treatment. 

Q1: 1 January-31 March; Q2:1 April -30 June; Q3: 1 July-30 September; Q4:1 October-31 December.
2 In areas routinely using culture, a quarterly report on TB case registration for unit using culture should be used. ‘Transferred in’ and chronic cases are excluded.
3 Previously treated cases with smear negative and culture positive are included in this box.
4 Other previously treated cases include pulmonary cases with unknown result of previous treatment, sputum smear negative pulmonary cases and extrapulmonary cases previously treated. ‘Transferred in’ and chronic cases are excluded.
5 Data collected from the TB laboratory register related to activity performed in the unit during the quarter.

6 Documented evidence of HIV tests (and results) performed in any recognized facility before or during TB treatment should be reported here. 

7 Includes smear negative, smear not done, extrapulmonary cases and all previously treated cases.

Form 7: QUARTERLY REPORT ON SPUTUM CONVERSION (Optional)

	Name of district:  _____________________________

District no.: ___________

Name of District TB Coordinator  ___________________

Signature: _____________________________________
	Patients registered during

_____ quarter of year____1

	
	Date of completion of this form:   ____________________

	Number of new

smear-positive cases registered in quarter recorded above2
	Smear not done at either 2 or 3 months
	Sputum conversion at:

	
	
	2 months
	3 months

	
	
	
	

	Total converted at 2 or 3 months:
	


1 Quarter:  This form applies to patients registered (recorded in the District TB Register) in the quarter that ended 3 months ago.  For example, if completing this form at the beginning of the 3rd quarter, record data on patients registered in the 1st quarter.

2 This number should match the number of new smear-positive cases in Block 1, Column 1, first row of the Quarterly Report on TB Case Registration previously completed for patients registered in this quarter.

Form 8: QUARTERLY REPORT ON TB TREATMENT OUTCOMES AND TB/HIV ACTIVITIES IN BMU

	Name of district:  ____________________    Unit:_________
Name of TB Coordinator:__________________        Signature:  ____________
	Patients registered during1
______ quarter of year______

                   Date of completion of this form:  _____________


Block 1: Quarterly report on TB treatment outcomes
	Type of case
	Total number of patients registered during quarter *
	Treatment outcomes
	Total number evaluated for outcomes (sum of Columns 1 to 6)

	
	
	Cure

( 1 )
	Treatment

completed

( 2 )
	Died

( 3 )
	Treatment

failure 2
( 4 )
	Default

( 5 )
	Transfer out

( 6 )
	

	Sputum smear positive
	
	
	
	
	
	
	
	

	Sputum smear neg and not done
	
	
	
	
	
	
	
	

	Extrapulmonary
	
	
	
	
	
	
	
	

	Relapses
	
	
	
	
	
	
	
	

	Treatment alter failure
	
	
	
	
	
	
	
	

	Treatment after default
	
	
	
	
	
	
	
	

	Other previously treated 3
	
	
	
	
	
	
	
	


* These numbers are transferred from the Quarterly Report on TB Case Registration for the above quarter. Of these patients, _______ (number) were excluded from evaluation for the following reasons: "Not TB":______;____________; _____________ ; _________

Block 2: Quarterly report on TB/HIV activities (same quarter analysed as Block 1) 4
	
	No. tested for HIV6
	No. HIV positive (a)
	No. on CPT 6
	No. on ART 6

	New sputum smear microscopy pos. TB
	
	
	
	

	All TB cases except new smear positive, 'transferred in' and chronic cases 5
	
	
	
	


Optional Block 3: Quarterly report on TB treatment outcomes of HIV-positive patients 
	Type of case
	Total number of HIV positive TB patients

Block 2, Column (a)*
	Treatment outcomes
	Total number evaluated for outcomes:

(sum of Columns 1 to 6)

	
	
	Cure

( 1 )
	Completed

( 2 )
	Died

( 3 )
	Failure 7
( 4 )
	Default

( 5 )
	Transfer out

( 6 )
	

	New sputum smear microscopy pos. TB
	
	
	
	
	
	
	
	

	All TB cases except new smear positive, 'transferred in' and chronic cases 5
	
	
	
	
	
	
	
	


* Of these patients, _______ (number) were excluded from evaluation for the following reasons:__________________________________________________

1.Quarter: This form applies to patients registered (recorded in the District Tuberculosis Register) in the quarter that ended 12 months ago. For example, if completing this form at the beginning of the 3rd quarter, record data on patients registered in the 2nd quarter of the previous year.

2. Include patients switched to Cat. 4 because sputum sample taken at start of treatment turned out to be MDRTB.
3. Include pulmonary cases with unknown result of previous treatment, sputum smear-negative pulmonary cases and extrapulmonary cases previously treated.
4. Documented evidence of HIV tests (and results) performed in any recognized facility during or before TB treatment should be reported here. 

5. Includes smear negative, smear not done, extrapulmonary cases and all previously treated cases.

6. Includes TB patients tested for HIV before and during TB treatment, continuing on CPT or ART started before TB diagnosis and those started on CPT or ART during TB treatment (till last day of TB treatment). 

7. Include patients switched to Cat. 4 because sputum sample taken at start of treatment turned out to be MDRTB.
Form 8a: QUARTERLY REPORT ON TB TREATMENT OUTCOMES AND TB/HIV ACTIVITIES IN BMU USING CULTURE ROUTINELY

	Name of district:  ____________________    Unit:_________
Name of TB Coordinator:__________________        Signature:  ____________
	Patients registered during1
______ quarter of year______

                   Date of completion of this form:  _____________


Block 1: Quarterly report on TB treatment outcomes
	Type of case
	Tot. number of patients registered during  quarter *
	Treatment outcomes
	Total number evaluated for outcomes:

(sum of 1 to 6)

	
	
	Cure

( 1 )
	Completed

( 2 )
	Died

( 3 )
	Failure 2
 ( 4 )
	Default

( 5 )
	Transfer out

( 6 )
	

	Sputum smear pos and cu pos
	
	
	
	
	
	
	
	

	Sputum smear pos and cu neg or cu unknown
	
	
	
	
	
	
	
	

	Sputum smear neg or smear unknown and cu positive
	
	
	
	
	
	
	
	

	Smear neg  and cu neg or cu unknown (or both unknown)
	
	
	
	
	
	
	
	

	Extrapulmonary
	
	
	
	
	
	
	
	

	Relapses sputum smear pos and / or culture pos 3
	
	
	
	
	
	
	
	

	Treatment after failure 3 smear pos and / or culture pos 
	
	
	
	
	
	
	
	

	Treatment after default 3 smear pos and / or culture pos 
	
	
	
	
	
	
	
	

	Other previously treated 4
	
	
	
	
	
	
	
	


* These numbers are transferred from the Quarterly Report on TB Case Registration for the above quarter. Of these patients, _______ (number) were excluded from evaluation for the following reasons: "Not TB":______;         :_________;       : _________
Block 2: Quarterly report on TB/HIV activities (same quarter analysed as Block 1) 5
	
	No. tested for HIV7
	No. HIV positive (a)
	No. on CPT 7
	No. on ART7

	New sputum smear microscopy pos. TB
	
	
	
	

	All TB cases except new smear positive, 'transferred in' and chronic cases6
	
	
	
	


Optional Block 3 Quarterly report on TB treatment outcomes of HIV positive patients (see Block 3 in Form 3)
1Quarter: This form applies to patients registered (recorded in the District Tuberculosis Register) in the quarter that ended 12 months ago. For example, if completing this form at the beginning of the 3rd quarter, record data on patients registered in the 2nd quarter of the previous year.

2 Include patients switched to cat 4 because sputum sample taken at start of treatment turned out to show MDRTB.
3 Country may consider to split each re-treatment line into two lines: "Smear pos. and culture positive or negative or unknown" and "Smear negative or unknown and culture positive". 

4 Includes pulmonary cases with unknown result of previous treatment, sputum smear and culture negative pulmonary cases and extrapulmonary cases previously treated.
5 Documented evidence of HIV tests (and results) performed in any recognized facility during or before TB treatment should be reported here. 

6 Includes smear negative, smear not done, extrapulmonary cases and all previously treated cases.

7 Includes TB patients tested for HIV before and during TB treatment, continuing on CPT or ART started before TB diagnosis and those started on CPT or ART during TB treatment (till last day of TB treatment). 

Form 9: QUARTERLY ORDER FORM FOR TB DRUGS WITH PATIENT KITS IN BASIC MANAGEMENT UNIT

Forms to be adapted at country level according to the national treatment regimen and available patient kits following WHO-recommended regimen (Treatment of Tuberculosis, Guidelines for National Programmes - WHO/CDS/TB/2003-313, Revised Chapter 4 - June 2004)

	Name of district:  ____________________ Unit: ___________

Signature:  _______________________________


	_____ quarter of year______

Date of completion of this form:  _______


Block 1: Patient kits of anti-TB drugs - needs based on morbidity (case notification)
	Kit 
	A

No. of cases/kits consumed in previous quarter 1
	B = A

Required buffer stock
	C

Stock of new kits on last day of previous quarter
	D 

Stock of repackaged

kits on last day of previous quarter
	E = A+B-C-D

Number of kits to order 

	Kit1 and 3: 2(RHZE)/4(RH)
	
	
	
	
	

	Kit2: 2S(RHZE)/1(RHZE)/5(RHE)
	
	
	
	
	

	Other kit
	
	
	
	
	


Block 2: Anti-TB drugs tablets - needs based on morbidity (case notification) 

	Drug /unit tablets
	Paediatric 

2(RHZ)E/4(RH)
	Required buffer stock
	Stock last day previous quarter
	Total order

	
	Case 1
	Factor 2
	Total (1)
	(2) = (1)
	(3)
	(4) = (1) + (2) - (3)

	(R60/H30/Z150) 
	
	X 112
	
	
	
	

	(R60/H30) 
	
	X 224
	
	
	
	

	E100 
	
	X 112
	
	
	
	


Block 3: Other anti-TB drugs and items 3  - needs based on consumption 

	Drug / item

Specify drug strength
	Unit
	(a)

Average quarterly consumption based on last year’s consumption
	(b) = (a)

Required buffer stock 
	(c) 

Stock in tablets/ vials/items on last day previous quarter


	(d)

(d) = (a) + (b) - (c)

Number tablets/items to order

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


1 Enter the number of cases enrolled in the previous quarter (from the quarterly report on TB case registration).
2 Factors are proposed by GDF and can be adapted at country level.
3 Depending on the TB control treatment policy, you may need to add anti-TB drugs for treatment of children; loose tablets of individual anti-TB drugs for side-effect management,  isoniazid for preventive therapy for children and for PLWHA; co-trimoxazole for HIV positive TB patients, ART for HIV+TB patients, items such as TB register and forms, etc. 

Form 9a: QUARTERLY ORDER FORM FOR TB DRUGS WITH BLISTERS AND UNITS IN BASIC MANAGEMENT UNIT

Forms to be adapted at country level according to the national treatment regimen, and available blisters following WHO recommended regimen 

	Name of unit:  ____________________ Unit: ___________

Signature:  _______________________________


	_____ quarter of year______

Date of completion of this form:  _______


Block 1: Anti-TB drugs  blisters and tablets - needs based on morbidity (case notification) 

	Drug
	Cat 1 and 3: 2(RHZE)/4(RH)
	Cat2: 2(RHZE)S/1(RHZE)/5(RHE)
	Paediatric  2(RHZ)E/4(RH)
	Running requirement of  last quarter
	Required buffer stock
	Stock last day previous quarter
	Total order

	
	Cases 1
	Factor

2
	Total A
	Cases

1
	Factor

2
	Total

B
	Cases

1
	Factor

2
	Total  C
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	D = A+B+C
	E=D
	F
	D + E - F

	Blisters3

	(R150/H75/Z400/E275)
	
	X 6
	
	
	X9 
	
	
	
	
	
	
	
	

	(R150/H75)
	
	X 12
	
	
	
	
	
	
	
	
	
	
	

	(R150/H75/E275)
	
	
	
	
	X15
	
	
	
	
	
	
	
	

	Unit tablets/vials

	S1g 
	
	
	
	
	X56
	
	
	
	
	
	
	
	

	Syringes needles 
	
	
	
	
	X56
	
	
	
	
	
	
	
	

	Water for injection 
	
	
	
	
	X56 
	
	
	
	
	
	
	
	

	(R60/H30/Z150) 
	
	
	
	
	
	
	
	X112 
	
	
	
	
	

	(R60/H30)
	
	
	
	
	
	
	
	X224 
	
	
	
	
	

	E100 
	
	
	
	
	
	
	
	X112 
	
	
	
	
	


Block 2: Other anti-TB drugs and items 4  - needs based on consumption 

	Drug / item

Specify drug strength
	Unit
	(a)

Average quarterly consumption based on last year’s consumption
	(b) 

Required buffer stock
	(c) 

Stock in tablets/ vials/items last day previous quarter
	(d)

(d) = (a)+ (b) - (c) 

No. of tablets/items to order

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


1 Enter the number of cases enrolled in the previous quarter (from the quarterly report on TB case registration).
2 Factor for blisters and  tablets are proposed by GDF and can be adapted at country level.
3 Blister of 28 tablets. 

4 Depending on the TB control treatment policy, you may need to add anti-TB drugs for treatment of children; loose tablets of individual anti-TB drugs for side-effect management,  isoniazid for preventive therapy for children and for PLWHA; co-trimoxazole for TB/HIV patients; ART for HIV+TB patients; items such as TB register and forms, etc. 
Form 9b: QUARTERLY ORDER FORM FOR TB DRUGS WITH UNITS IN BASIC MANAGEMENT UNIT

Forms to be adapted at country level according to the national treatment regimen, and available unit tablets/vials following WHO recommended regimen (Treatment of Tuberculosis, Guidelines for National Programmes - WHO/CDS/TB/2003-313, Revised Chapter 4 - June 2004)

	Name of unit:  ____________________ Unit: ___________

Signature:  _______________________________


	_____ quarter of year______

Date of completion of this form:  _______


Block 1: Anti-TB drugs  tablets - needs based on morbidity (case notification) 

	Drug / Item
	Cat 1 and 3: 2(RHZE)/4(RH)
	Cat2: 2(RHZE)S/1(RHZE)/5(RHE)
	Paediatric  2(RHZ)E/4(RH)
	Running requirement of last quarter
	Required buffer stock
	Stock last day previous quarter
	Total order

	
	Cases 1
	Factor

2
	Total A
	Cases

1
	Factor

2
	Total

B
	Cases

1
	Factor

2
	Total  C
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	D = A+B+C
	E=D
	F
	D + E - F

	Unit tablets/vials

	(R150/H75/Z400/E275)
	
	X168
	
	
	X252 
	
	
	
	
	
	
	
	

	(R150/H75)
	
	X 336
	
	
	
	
	
	
	
	
	
	
	

	(R150/H75/E275)
	
	
	
	
	X420
	
	
	
	
	
	
	
	

	S1g 
	
	
	
	
	X56
	
	
	
	
	
	
	
	

	Syringes needles 
	
	
	
	
	X56
	
	
	
	
	
	
	
	

	Water for injection 
	
	
	
	
	X56 
	
	
	
	
	
	
	
	

	(R60/H30/Z150) 
	
	
	
	
	
	
	
	X112 
	
	
	
	
	

	(R60/H30)
	
	
	
	
	
	
	
	X224 
	
	
	
	
	

	E100 
	
	
	
	
	
	
	
	X112 
	
	
	
	
	


Block 2: Other anti-TB drugs and items 3  - needs based on consumption 

	Drug / item

Specify drug strength
	Unit
	(a)

Average quarterly consumption based on last year’s consumption
	(b) = (a) 

Required buffer stock
	(c) 

Stock in tablets/ vials/items last day previous quarter 
	(d)

(d) = (a)+ (b) - (c) 

No. of tablets/items to order

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


1 Enter the number of cases enrolled in the previous quarter (from the quarterly report on TB case registration).
2 Factor are proposed by GDF and can be adapted at country level. 

3 Depending on the TB control treatment policy, you may need to add anti-TB drugs for treatment of children; loose tablets of individual anti-TB drugs for side-effect management,  isoniazid for preventive therapy for children and for PLWHA; co-trimoxazole for TB/HIV patients; ART for HIV+TB patients, items such as TB register and forms, etc.
 Form 10: ORDER FORM FOR LABORATORY SUPPLIES AT BASIC MANAGEMENT UNIT LEVEL 

Laboratory supply orders are prepared every 3 months with needs based on consumption
	Laboratory items
	Measurement unit
	(a)

Average quarterly consumption1 
	(b) = (a)

Required buffer stock
	(c)

Stock in unit last day previous quarter 
	(d)

(d) = (a)+ (b) - (c) 

No.of units to order

	Basic fuchsine 
	
	
	
	
	

	Methylene blue
	
	
	
	
	

	Immersion oil
	
	
	
	
	

	Sulphuric acid
	
	
	
	
	

	Phenol
	
	
	
	
	

	Methanol
	
	
	
	
	

	Slides
	
	
	
	
	

	Sputum containers
	
	
	
	
	

	HIV rapid test kit 1 
	
	
	
	
	

	HIV confirmation test kit 2
	
	
	
	
	

	
	
	
	
	
	


1 based on the last year consumption
OR

ORDER FORM FOR LABORATORY SUPPLIES AT BASIC MANAGEMENT UNIT LEVEL IN LABORATORY USING PREPARED SOLUTION  Laboratory supply orders are prepared every 3 months with needs based on consumption
	Laboratory items
	Measurement unit
	(a)

Average quarterly consumption1
	(b) = (a)

Required buffer stock 
	(c)

Stock in unit last day previous quarter
	(d)

(d) = (a)+ (b) - (c) 

Number unit to order

	Staining solution
	
	
	
	
	

	Decolouration solution
	
	
	
	
	

	Counterstaining solution
	
	
	
	
	

	Immersion oil
	
	
	
	
	

	Slides
	
	
	
	
	

	Sputum containers
	
	
	
	
	

	HIV rapid test kit 1
	
	
	
	
	

	HIV confirmation test kit 2
	
	
	
	
	

	
	
	
	
	
	


1 based on last year’s consumption

Form 11: YEARLY REPORT ON PROGRAMME MANAGEMENT AT DISTRICT LEVEL

District/region name and No.____________________________  Year  ______  Quarter _________

District/regional TB Coordinator ________________________ Date of completion ___________

Block 1: Health care facilities/providers involved in TB control

	Facility type
	Total number of facilities in the district1
(1)
	Facilities providing DOTS services 2
	Facilities with laboratory facilities 
	Facilities providing HIV services

	
	
	Target cumulative number to involve***

(2)
	Cumulative number actually involved 

(3)
	Target cumulative No. to involve in smear miicroscopy3
(4)
	Cumulative No. actually involved in smear microscopy

(5)
	Out of (5)

N° involved in laborat. Quality Assurance

(6)
	Out of (5)

N° providing culture services

(7)
	Out of (5)

N° providing        DST 

services

(8)
	Out of (3)

N° providing HIV testing and counseling to all TB patients       

(9)
	Out of (3)

N° providing ART to TB patients        

(10)

	Public hospital
	
	
	
	
	
	
	
	
	
	

	Public primary health care unit 
	
	
	
	
	
	
	
	
	
	

	Medical college
	
	
	
	
	
	
	
	
	
	

	Private/NGO hospital 
	
	
	
	
	
	
	
	
	
	

	Private/NGO clinic
	
	
	
	
	
	
	
	
	
	

	Others 4
	
	
	
	
	
	
	
	
	
	


1Known number of existing facilities in the district/basic management unit. The table may be adapted with more rows to incorporate facilities that are relevant for the country.

2 Facilities involved in any of the following DOTS functions: formally referring TB suspects/cases, laboratory facility for sputum smear and/or culture, diagnosis and categorization of TB, DOT.

3The cumulative number of facilities that was planned to be involved in the year of the report.

4 Other categories may include corporate health care facilities, prison health service, army health facility, pharmacies, traditional healers, etc. 

Block 2: Contribution by different health care facilities/providers to diagnosis and treatment

	
	No. of  new SS+ cases diagnosed in quarter5
	No. of new SS+ started on treatment under DOTS in quarter6

	TOTAL
	
	

	Provider type7
	Transferred by8
	Diagnosed by9
	Case management by10

	
	No.
	%
	No.
	%
	No.
	%

	Self-referred to diagnostic unit
	
	
	
	
	
	

	Public hospital
	
	
	
	
	
	

	Public primary health care unit
	
	
	
	
	
	

	Medical college
	
	
	
	
	
	

	Private/NGO hospital 
	
	
	
	
	
	

	Private/NGO clinic 
	
	
	
	
	
	

	HIV care centre
	
	
	
	
	
	

	Others
	
	
	
	
	
	

	Unknown
	
	
	
	
	
	


5Total number of new SS+ patients diagnosed as recorded in laboratory register. 

6Total number of new SS+ patients registered in the TB register.

7Provider categories are indicative and should be adapted to local context.
8SS+ cases referred, as recorded in the column for "name transferring health facility" in TB laboratory register.

9 SS+ cases registered in the laboratory registers of units with microscopy services belonging to respective provider category. 

10New SS+ cases treated by respective provider category, as recorded in the column "health facility" in the TB register.

Block 3: Staff position and training 1
	Category of staff involved in NTP 2 (full time or part time)
	Number of positions established/ sanctioned 

(a)
	Of them (a), number of positions filled
	Of them (a), number trained in NTP in the past 12 months 3
	Total trained in NTP

	A. HEALTH FACILITY LEVEL
	
	
	
	

	Medical Officer
	
	
	
	

	Registered Nurse/Registered Midwife/Enrolled Nurse/Enrolled Midwife
	
	
	
	

	Health Assistant/Medical Assistant/Clinical Officer 
	
	
	
	

	Laboratory Technician/ Microscopist
	
	
	
	

	Pharmacist
	
	
	
	

	Counsellor
	
	
	
	

	Other categories (specify) 4
	
	
	
	

	
	
	
	
	

	B. DISTRICT LEVEL
	
	
	
	

	District TB Coordinator
	
	
	
	

	District TB-HIV Coordinator
	
	
	
	

	District Laboratory Supervisor
	
	
	
	

	District Supervisor
	
	
	
	

	District Drug Store Manager
	
	
	
	

	Statistical Assistant
	
	
	
	

	Other categories (specify)
	
	
	
	

	
	
	
	
	

	C. PROVINCIAL/REGIONAL LEVEL
	
	
	
	

	Provincial TB  Coordinator
	
	
	
	

	Provincial TB-HIV Coordinator
	
	
	
	

	Provincial Laboratory Supervisor
	
	
	
	

	Provincial Supervisor
	
	
	
	

	Provincial Drug Store Manager
	
	
	
	

	Provincial Training Coordinator
	
	
	
	

	Statistical Assistant
	
	
	
	

	Other categories (specify)
	
	
	
	


1 Including private providers, community workers, etc.
2 Health Facility to fill in section A; District Level to fill in Section A with cumulative for all health facilities in district plus district-specific positions; Provincial Level to fill in Section A with cumulative for all health facilities in province, Section B with cumulative for all districts in province plus province-specific positions.

3 If TB-HIV collaborative activities are part of NTP, add additional staff categories as relevant based on job functions.
4 Trained in NTP defined as having attended a standardized competency (skills)-based training course designed by NTP for the specific job functions according to the NTP manual.

Form 12: TB LABORATORY FORM: REQUEST FOR SPUTUM EXAMINATION
Name of treatment unit __________________________ 
Date ___________________

Name of patient ______________________________
Age ______  Sex: M □  F □    

Complete address ________________________________________________________

________________________________________________
District ___________

Reason for examination:    Diagnosis □     TB Suspect No. ______________

    


OR  Follow-up □     Patient’s District TB No.* __________


Disease site:   Pulmonary □    Extrapulmonary □   (specify) _____________

Number of sputum samples sent with this form _______

Date of collection of first sample _______  Signature of specimen collector ________

* Be sure to enter the patient’s District TB No. for follow-up of patients on chemotherapy

RESULTS (to be completed by laboratory)

Lab. Serial No. ____________________________

(a) Visual appearance of sputum: 

(b) Mucopurulent  □   Blood-stained  □   
Saliva   □   
(b)  Microscopy:

	DATE
	SPECIMEN
	RESULTS
	POSITIVE (GRADING)

	
	
	
	    +++           
	++
	+
	Scanty   (1–9)

	

	1
	
	
	
	
	

	

	2
	
	
	
	
	


Date _______

Examined by (Signature) _____________________________


Form 13 : REQUEST FOR SPUTUM EXAMINATION, CULTURE, DST 
(to be completed by treatment centre)

Referring health facility ____________________  Date  ____________________

	Patient’s name:




Age:________    Date of birth: ____________________   Sex:  M □ F □
Address (precise)_______________________________________________________
Reason for smear examination (check one): 
Diagnosis□

     After antibiotic treatment (Y/N)____
Follow-up examination□  Number of months of treatment ___ District TB register number___

Test(s) requested (check any that are needed): Smear□    Culture□    Drug susceptibility Testing□
Reason for culture examination: 

Reason for DST: 

Signature of person requesting examination:__________________________________

SMEAR RESULTS (to be completed in laboratory)


	
	Result (check one)

	Date

collected
	Specimen
	Laboratory 

specimen No. 
	Appearance*
	neg
	1- 9
	+
	++
	+++

	
	1
	
	
	
	
	
	
	

	
	2
	
	
	
	
	
	
	

	No AFB
	0

	1 – 9 AFB per 100 HPF
	Scanty (and report number of AFB)

	10 – 99 AFB per 100 HPF
	+

	1 – 10 AFB per HPF
	+ +

	> 10 AFB per HPF
	+ + +


*visual appearance of sputum (blood-stained, muco-purulent, saliva)
Date  ___________________       Examined by (Signature)  _______________________



CULTURE RESULTS (to be completed in laboratory)


	
	Result (check one)

	Date

collected
	Specimen
	Laboratory 

specimen No. 
	neg
	1 – 9

colonies
	+
	++
	+++
	contaminated

	
	1
	
	
	
	
	
	
	

	
	2
	
	
	
	
	
	
	


	No growth reported
	0

	Fewer than 10 colonies
	Report number of colonies

	10 -100 colonies
	+

	More than 100 colonies
	+ +

	Innumerable or confluent growth
	+ + +


Date
_____________________








____________ 

Examined by (Signature)
__________________



	Date taken
	Laboratory specimen No.
	S
	H
	R
	E

	
	
	
	
	
	


DST RESULTS (to be completed in laboratory)

	Resistant
	R

	Susceptible
	S

	Contaminated
	C


Date_______________
Examined by (Signature)  ​​​​​​_________________
The completed form (with results) should be sent promptly to the treatment unit.
Form 14: TB TRANSFER FORM  
(Complete top part in triplicate)

Tick and comment to indicate the reason for this transfer:


To begin TB treatment    



To continue TB treatment   

Other __________________________________________________________
Name and address of transferring unit: _______________________________________
Name and address of unit the patient is transferred to: ______________________
Name of patient  ______________________________  Age ______  Sex:  M       F    

Address (if moving, future address): _________________________________________

______________________________________________________________________

Name and address of contact person for patient: ________________________________

______________________________________________________________________

Diagnosis:*_____________________________________________________________

District TB No.*  __________________  Date treatment started:*__________________

Type of treatment:* 
 CAT I, III     New case




 CAT II    Re-treatment




 CAT IV   Chronic or MDR-TB

Drugs patient is receiving _________________________________________________

______________________________________________________________________

Remarks (e.g. side-effects observed):  ________________________________________

______________________________________________________________________  

Signature _____________ Position  ____________ Date of transfer  _______________

* Complete if known. If this is a transfer for diagnosis, these items may be unknown. Documented evidence of HIV tests (and results) performed in any recognized facility during or before TB treatment should be reported.

For use by facility to which patient has been transferred:

Name of facility  ________________________________________________________

District  _____________________________________    Date  ____________________
Name of patient  _____________________________  District TB No.  _____________

The above patient reported at this unit on _______________________________   (date)

Signature  _____________________________ Position _________________________

Return this part to transferring facility as soon as patient has reported.

REMEMBER





1. Take care of your card





2. 
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ARV drugs/doses
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