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MEMORANDUM OF UNDERSTANDING

THIS AGREEMENT by and between [SHELTER NAME], a DHS-contracted shelter or community-based organization (CBO), and the TUBERCULOSIS CONTROL SECTION of the [STATE/CITY/COUNTY] Department of Public Health and its tuberculosis clinic, and includes the following understandings:

A. [SHELTER] agrees to:
1. Support TB disease control by providing TB CONTROL access to [SHELTER] clients for the purposes of:

a.    Placing reminder notes to be given to clients (i.e., missed scheduled appointment notices) and/or providing other locating information, if available

b. Allowing the dispensing of TB medications on site

c.     Assisting and encouraging clients to complete the TB screening process

d. Notify a designated TB Control staff member before the clients complete a 90–day stay

2. Shelter Manager will serve as a back-up regarding TB matters during the shelter director’s absence.

B.
TB CONTROL agrees to provide [SHELTER] with the following services:
1. TB health education materials and referral information regarding TB CONTROL Clinic services and hours

2. Prompt, client-centered clinical TB evaluation (including chest x-rays)

3. Prompt diagnosis, treatment and TB case management for clients with active TB disease

4. Preventive therapy, including directly observed preventive therapy (DOPT), to eligible clients

5. Arrange for transportation to [TB clinic/hospital/etc.] for completion of TB evaluation procedures (bus tokens or ride on an as-needed basis; e.g., if client needs to be escorted)

6. Education regarding TB and the TB/HIV relationship, as well as risk-reduction counseling

7. Provide staff with TB-related in-services to assist them in the TB screening process.
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[STATE/CITY/COUNTY] TB CONTROL ATTEST:

By:






By:
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TB Clinic Program Director
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[City/State]

