
Category 4 Intake Form—Lesotho National TB Control Programme 
Name ______________________________   Cat 4 Reg. No. _____________   Location ______________  

Past Medical History 
 Diabetes mellitus 
 Chronic renal insuffi-
ciency 

 Chronic hepatitis or cir-
rhosis 

 Convulsions, epilepsy 
 Cardiovascular disease 
 Psychiatric history 
 Severe malnutrition 
 Other:______________ 

Employment status 
 Working as ____________ 
 Unemployed 
 Retired 
 Student 

Marital Status 
 Married 
 Partnered 
 Single 
 Divorced 
 Separated 
 Widow(er) 

 Currently smoking ___ packs/day, for ___ years 
 Currently drinking alcohol: _______ drinks/day 
 Currently using drugs: ____________________ 

  Head, ears, eyes, nose, throat _____________ 
  Lymph nodes ___________________________ 
  Heart _________________________________ 
  Lungs ________________________________ 
  Abdomen _____________________________ 
  Skin __________________________________ 
  Urogenital _____________________________ 
  Musculoskeletal _________________________ 
  Neurological ___________________________ 
  Other_________________________________ 

ab
no

rm
al

 

Functional status: 
 Work 
 Ambulatory 
 Bedridden 

BP  _____/______ 
Pulse  _______/min 
Temp  ________°C 
RR  ________/min 

Physical 
Exam 

no
rm

al
 

Reason for Referral 

Is the patient a household contact of someone 
with documented MDR-TB?   Yes     No 
 
If “Yes”, write the name and relationship: 
 
 
 
Write the DST results of the index case and the 
name of the laboratory:  

Is the patient a household contact of someone 
who has received second-line TB drugs (in Leso-
tho or any other country)?  Yes     No 
 
If “Yes”, write the name and relationship: 
 
 
Write the regimen of the index case and when re-
ceived: 

Household Contacts Relationship Health Status 

   

   

   

   

   

   

   

   

   

   

LMP __ __/__ __/__ __  (dd/mm/yy) 
Gravity________  Parity_________   
Contraceptive use? ________________________ 

Patient ever worked in SA?     
Miner or ex-miner?     

Y    N 



Clinician's name (block letters) _____________________________    Date __ __ /__ __ /__ __ (dd/mm/yy) 

Upper Right Lobe 
 Cavity 
 Fibrosis 
 Lung infiltrate 
 Pneumothorax 
 Pleural effusion 
 Miliary 
 Lymphadenopathy 
 Other _________ 

Upper Left Lobe 
 Cavity 
 Fibrosis 
 Lung infiltrate 
 Pneumothorax 
 Pleural effusion 
 Miliary 
 Lymphadenopathy 
 Other _________ 

Middle Right Lobe 
 Cavity 
 Fibrosis 
 Lung infiltrate 
 Pneumothorax 
 Pleural effusion 
 Miliary 
 Lymphadenopathy 
 Other _________ 

Lower Left Lobe 
 Cavity 
 Fibrosis 
 Lung infiltrate 
 Pneumothorax 
 Pleural effusion 
 Miliary 
 Lymphadenopathy 
 Other _________ 

Lower Right Lobe 
 Cavity 
 Fibrosis 
 Lung infiltrate 
 Pneumothorax 
 Pleural effusion 
 Miliary 
 Lymphadenopathy 
 Other _________ 

Chest X-ray  Date __ __ /__ __ / __ __ Lab Results (blood tests, sputum smear/
culture, DST etc.) 

Plan 

Drug AM (mg) PM (mg) Drug AM (mg) PM (mg) 

 Ethambutol      

 Pyrazinamide      

 Kanamycin      

 Capreomycin      

 Ofloxacin      

 Moxifloxacin      

 Ethionamide      

 Cycloserine     

 PAS     

 Pyridoxine      

 AZT/3TC     

 EFZ     

 d4T     

 3TC     

 NVP     

 Prochlorperazine      

 Levofloxacin      


