Tuberculosis Program
DOT Reimbursement Form

	Agency Contact Information
	Month/Year
	

	
	Contract Number
	

	
	

	
	

	
	

	
	


	Patient Code
	


Directly Observed Therapy (DOT)

Dates – List each visit

	Week One
	

	Week Two
	

	Week three
	

	Week Four
	


Total number of visits _____ X $20.00 = __________ (Total $ Amount)

Mail Original Reimbursement Form with monthly DOT reports to:

TB Program Manager

Department of Health and Human Services
PO Box 95007

Lincoln, NE  68509
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