<<Place your agency/clinic identifying information here>>
MEMORANDUM OF UNDERSTANDING

FOR INFECTIOUS DISEASE SCREENING
THIS AGREEMENT by and between the __________________________, <<insert partner agency’s name>> a nonprofit organization (hereafter referred to as _____________________) and the ___________________________ <<insert agency or TB clinic’s name>> (hereafter referred to as ___________________________) is made in light of the following understanding: 

A.  ______________________________ agrees to:

1. Perform on-site tuberculosis (TB) screening of patients for symptoms of active TB.  Symptoms are:

· Unimproved cough lasting more than two and a half weeks

· Unexplained weight loss

· Fever

· Night sweats

· Blood sputum (phlegm)

2. Serve as “Program Dosing” for clients placed on treatment.  It is important that:

· Medications be administered under direct observation and in the presence of a qualified staff member, as adherence will minimize the risk of developing TB.

· Regimen not be given on a consecutive day basis (two days in a row) to clients placed on twice-a-week dosing.

· Questions and concerns regarding adverse reactions associated with the medications be reported to the health department by telephone:

<<(____) _____-________>>.

· Should the client leave your program prior to treatment completion, the health department needs to be notified of any residential status change in order to provide continued health care.

· The health department program will provide the medication needed for the client as well as a medication flow chart for dosing document (necessary for record maintenance).

3. Refer patients with evidence of TB infection, either by history or by current tuberculin skin test (TST), to the _________________ <<insert agency or TB clinic’s name>> for TB evaluation.

4. Provide clients with TB health education materials and referral information regarding (your) TB clinic’s services and hours.

5. Contact _________________ <<insert agency or TB clinic’s name and phone number>> to inquire about the previous history of clients.

6. Support TB disease intervention by providing _________________ <<insert agency or TB clinic’s name>> with access to TB patients’ medical records for the purpose(s) of:

a. placing reminder notes to be given to patients (i.e., notices for missed scheduled appointments)

b. abstracting medical history information relevant to TB case management

7. Provide assistance in locating clients with positive TB TST results and for clients not compliant with treatment.

8. Order TB supplies and educational materials from _________________ <<insert agency or TB clinic’s name>>.
B.  _______________________________ <<insert partner agency's name>> agrees to:

1. Administer a TST to all patients using standard protocols.

2. Provide a mutually agreed-upon amount of TB health education materials.

3. Provide _________________ <<insert partner agency’s name>> patients with prompt, patient-centered clinical TB evaluation (including chest x-rays).

4. Provide prompt diagnosis, treatment, and TB case management for _________________ <<insert partner agency’s name>> patients diagnosed with active TB disease or infection.

5. Offer eligible _________________ <<insert partner agency’s name>> patients latent TB infection (LTBI) therapy, including directly observed therapy (DOT).

6. Report to the primary health care provider at _________________ <<insert partner agency’s name>> changes in patient’s medical conditions and/or TB treatments.

7. Provide _________________ <<insert partner agency’s name>> patients with education regarding TB and the TB/HIV relationship, as well as risk reduction counseling.

8. Provide _________________ <<insert partner agency’s name>> with technical assistance and TB consultation services.

9. Provide training to _________________ <<insert partner agency’s name>> staff on placing, reading, and interpreting TSTs and about available TB treatment and control services at _________________ <<insert agency or TB clinic’s name>>.

10. Provide annual reports to _________________ <<insert partner agency’s name>>, including the number of patients screened, evaluated, and treated either for active TB disease or with LTBI therapy.

C.  Financial Reimbursement  << insert method for compensation/payment of services>> 

The _________________ <<insert agency or TB clinic’s name>> and _________________ <<insert partner agency’s name>> will each have the option to cancel this agreement with a 30-day notice.  _________________ <<insert agency or TB clinic’s name>> may opt to cancel should the funding for these activities be reduced and/or restricted, if TB prevalence rates are a lower yield than required by this agreement, or if the site fails to comply with program protocols.

______________________________ <<insert partner agency’s name>> ATTESTS:

By: ____________________________
By: ________________________________

Position Title
Position Title
Date: __________________________
Date: _______________________________

_______________________________ <<insert agency or TB clinic’s name>> ATTESTS:

By: ____________________________
By: ________________________________

Position Title
Position Title
Date: __________________________
Date: _______________________________

NOTE:
Adapted from the Memorandum of Understanding used by the TB Control Section, Department of Health, City and County of San Francisco.


MOU:  Infectious Disease Screening
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