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TEXAS DEPARTMENT OF STATE HEALTH SERVICES 
Video-Enabled Directly Observed Therapy                                                       Client Participation Agreement

I, ______________________________________ (client’s name) have been selected by 
________________________________________ (TB Nurse Case Manager) to participate in the (Insert Public Health Region [PHR] Name HERE) Tuberculosis (TB) Elimination Program Video Directly Observed Therapy (VDOT) Program.  

My signature indicates I would like to participate in the VDOT Program, and I agree to the following conditions:

1. I agree to actively participate in the VDOT Program.  The VDOT Program is an extension of the Directly Observed Therapy (DOT) Program and does not negate orders to implement and carry out measures for a client with suspected or confirmed tuberculosis.  

1. Instead of meeting a (Insert Public Health Region Name HERE) TB Employee in person at each visit, I agree to video myself using a proprietary software application taking medication as ordered by my physician and directed by my TB Nurse Case Manager.

1. I have been informed that the (Insert Public Health Region Name HERE) VDOT Program software application, interface, and network are HIPAA compliant and secure to protect my health information.

1. I have been trained, and I am able to demonstrate appropriate use of the VDOT application and cell phone equipment, to record myself taking medications, and to submit the video for the TB Nurse Case Manager or DOT Worker to review.

1. If, while participating in the VDOT Program, there is equipment failure or apparent software issues, and videos cannot be recorded or submitted, I am required to contact my TB Nurse Case Manager or DOT Worker to discuss equipment issues and directions for taking my medication.

1. I am aware that if I am not observed taking my medication by video or in-person, the doses will not count towards treatment completion.

1. I agree to be fully dressed when taking my video and understand that if I violate this agreement, I may be required to continue with in-person DOT to complete my treatment regimen as ordered. 
1. [bookmark: _GoBack]I agree to meet with my TB Nurse Case Manager or DOT Worker no less than once a month to receive medications and undergo a toxicity assessment.  The frequency of in-person visits will be determined by my TB Nurse Case Manager.

1. If, while participating in the VDOT Program, I notice changes in my health status, medication side effects, or believe something does not feel right, I will not take my medications and will urgently contact my TB Nurse Case Manager to discuss my health status.  If I experience a life-threatening emergency, I will dial 911 for assistance.

1. If my health status changes or I am unable to comply with the VDOT Program conditions listed above, I will be required to return to in-person DOT to complete my treatment regimen as ordered.
	
	
Signed ______________________________________________                  Date _________________
                         (Client Signature or Parent/Guardian Signature)

Signed  _____________________________________________                   Date _________________
                            (PHR Staff/Witness)
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