PATIENT HISTORY NUMBER CONTROLNUMBER
CITY OF BALTIMORE REPORT OF ISSUANCE OF
ANTI-MYCOBACTERIAL DRUGS
of the Baltimore City Code (1966 Edition) [ | ! | I o
PATIENT'S NAME-LAST, FIRST. MIDDLE INITIAL SEX RACE DATE OF BIRTH
10 mace 1.0 whire 3.0 asiatic MO, S=DAx YR,
2. Oremate |2 Osrack 4 otHer
STREET ADDRESS CITY, TOWN. ETC. STATE ZIP HEIGHT WEIGHT
FL In. Lbs. Kg.

NAME & ADDRESS OF REPORTING PHARMACY

ADDRESS (AND HOSPITAL WARD IF APPLICABLE)

CITY, TOWN, ETC. STATE

CHECK {/) ONE 1.0mneaTIENT  / 2.00 OUTPATIENT
MILLIGRAM | NUMBER TO \/ NUMBER OF TIMES TO TOTAL
DRUG (S) DISPENSED CONTENT BE TAKEN BE TAKEN DAILY NUMBER PRESCRIPTION NUMBER
\/ DISPENSED | EACH TIME p 5 a = DISPENSED
RIFAMPIN
(RIFADIN, RIMACTANE) O 300 O O O O
[0 100 | El
ISONIAZID (INH) O O
O 300 SEREREGE ST

RIFAMPIN/ISONIAZID-Combin.
(RIFAMATE) . o FIS60/7350 B LG
ETHAMBUTOL U 100 O E] O O
(MYAMBUTOL) 0 400 Ol O O 0
PYRAZINAMIDE (PZA) O 500 G AT E

fod 0 1000 O O

STREPTOMYCIN 5 8 & 8 =
ETHIONAMIDE
(TRECATOR) O 250 O B G E
PARA-AMINO Bas L] 500 @ OO HE
SALICYLIC ACID O 1000 O|o|O| O
CYCLOSERINE
(SEROMYCIN) O 250 e =a s

*
KANAMYCIN [0 500 O O O O
(KANTREX) [0 1000 O 0 O 0
CAPREOMYCIN
{CAPASTAT) [] 1000 &1 H O O
OTHER (Specify) O O|o|O\|a

HEALTH DEPT. USE ONLY DATE DISPENSED NAME OF INDIVIDUAL COMPLETING THIS FORM DATE OF REPORT

% REPORT ONLY IF PRESCRIBED IN COMBINATION WITH
AT LEAST ONE OTHER ANTI-MYCOBACTERIAL DRUG.

BDC-33
300-003 REV. 01-81

CHECK IF ADDITIONAL:

Please fax completed form to 410-396-9403

D FORMS NEEDED
D ENVELOPES NEEDED




	Text1: Please fax completed form to 410-396-9403


