Counted Tuberculosis Case Verification Report  
Case Detection Tool - 7
	SSN:                                                               RVCT State Case Number :  _ _ _ _ - _ _ - 2011 _ _ _ _ _

	Name: _______________________________________________________________________  DOB: ____/____/____ 

            Last                                                           First                                                  Middle                        

	Date Reported:                 ______/______/_______   

Date Submitted:                   ______/______/_______

(For State Use Only)

Date Counted:  (DX ATS 3)  ______/______/_______
MMWR Year:                       ____________________
                          ( New          ( Recurrent (>365 days)  

 Status at DX:  ( Dead         ( Alive

	Reporting County: ____________________ TBSA: ________________ 
· Resident of Correctional Facility at Time of Dx 

· Resident of Long Term Care Facility at Time of Dx

Other:  

( colonia resident   ( displaced citizen   (  shelter  ( school dorm   
Binational Status:  (A)   (B)   (C)           
Linking State Case Number:  
                   

	Criteria Met for “Published” Case Definition:

· Lab Confirmed 
□ + Culture  □ + NAA  
□ + Smear/Cult not done □ + Pathology/Cytology

· Clinical Case Definition
                      □ Positive TST/IGRA and abnormal CXR 
                       or signs/symptoms; at least 2 anti-TB meds

	Site of Disease (select all that apply):

· Pulmonary / Laryngeal                              

· Meningeal    

· Other extra-pulmonary site(s):  ___________________________ 

                                                      

	Criteria Met for Clinical Case by Provider Diagnosis: 

(Belonging to a high population or medical risk group and at least one of the following)
 □ Not done or negative TST and considerable                   

     improvement on abnormal CXR (or)

          □ Considerable clinical improvement based on                            

              symptoms from onset after started on at least  2  

              anti-TB meds

          □ Child recent contact to active case
 □ Autopsy report          
          □ TB Expert Consult                 
	TB-340 Priority:
· Sputum Smear +  /  Cavitary Chest x-ray
· Sputum, Laryngeal or Pleural Culture +

· Pediatric Case

· DX at a Correctional Facility

· DX at a Long-term Care Facility

· Homeless Shelter

Drug Resistance: ( MDR  ( Pre-XDR  ( XDR String   ( XDR   ( RES
· Patient Relapsed and is considered infectious again:
             Date new CI conducted:  _____/_____/______     

	Communication Log

	Date
	To/From
	Name
	Change or Error

	
	
	
	

	
	
	
	

	
	
	
	

	Case Closure

	(   Completed Therapy   (  Lost   (  Deceased    ( Refused   ( Serious Adverse Drug Reaction - Date of report: ____/_____/____
      # Months of Rx Recommended: ______  # Months of Rx Completed:  ______  Reason Rx Extended >12 mos: _______________ 

      Sputum Conversion Documented?   Yes:  ____/____/____    Reason could not convert:  __________________________________    

(   Moved out of State;  IJT sent on: _____/______/______   Moved to other jurisdiction; ____form sent on:  ______/_______/______
(   Non-TB: Class 3 record resumed as class 5 (suspect); justification for misdiagnosis on file.                      


