MDR/RR-TB treatment card

Patient’s NAME @NA SUIMMAME:...c.ioiiiieeireee e st ettt ete s te s et e e et eseste st estes et eaeetesesessessesase et st sessessesereaseseesessassesensasestensnns & seeesnnsenes Registration N°: ......cociieeeiiiieceieee e
Sex: |:| M |:| F Date of birth: .......... [evreannn. Y Weight (Kg): .veeeeveeereeereennen.
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Name/phone NUMbEr Of @ PEISON T0 CONTACT If MECESSANY: ....iiuiiiiieieieiee ettt ettt ettt et e e st e st e e bt she et e eaeente s e tesbe et e eateneentesesb e beeaeebeeneessensensebesbeebeeneenteneansenbeseesbesneenes

FaCH Y oevieectee ettt et ct e et e e e et e e st e e e b e e e tbeeetae e et beeetbeeatbeeeabeeatbeeaaehbeeaheeetaeeateeetaeeateeeataeeaheeeatbeeanteeataeeaareentaeeaseeentaeenrreens Date of treatment start: .......... YA Y

Name of prescriber: Name of treatment supporter: ........cccccevveeeveecniieenneene
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Month:

Drugs and doses

Nb of prescribed
days:

Nb of days missed
or incomplete:

Adherence %:

@ If homeless, indicate usual locations.




