

_______ HEALTH DEPARTMENT
Electronic Directly Observed Therapy (eDOT) Agreement

Client Name: _______________________________  DOB: _____________________________

Phone number to be used: ____________________ Software to be used: _________________

I am aware that I have been diagnosed with Tuberculosis (TB) and will need a long course of medications.  The current standard of care in Connecticut is for doses of TB medications to be observed to ensure adherence to treatment.  Directly Observed Therapy (DOT) is generally done in the patient’s home or at the Health Department.  By signing this document, I voluntarily agree to use a HIPAA compliant software in place of in-person DOT visits.

I understand that:
· During each eDOT call, a designated member of the _____ Health Department will observe me swallowing TB medications.
· He/She will not save or archive any eDOT session.
· The video conferencing software is secure; however, I am responsible for the internet privacy settings on downloaded software and on my electronic device.
· I may choose to switch back to standard in-person DOT at any time.
· I must keep all my eDOT appointments and physician appointments in order to continue eDOT.  If I do not keep my appointments satisfactorily, I may be required to return to in person DOT.

If I have any questions, or need assistance in setting up or performing eDOT, I agree to contact the _____ Health Department at ______.

By signing below, you acknowledge being counseled on eDOT and understand the above checklist.

______________________________________  	___________________
Client							Date

______________________________________	___________________
______ Health Department Employee		Date






