Texas Department of State Health Services (DSHS)
User Agreement for DSHS-Issued Mobile Phone                                                                     for Video Enabled Directly Observed Therapy (VDOT) Enrollment

I, _________________________________ (participant name) have been provided a ____________________ (brand) cellular phone on  ________/________/________ (date) for use during my enrollment in the (Public Health Region) Tuberculosis (TB) Program Video Enabled Directly Observed Therapy (VDOT) Program.  
My signature indicates I agree to the following conditions:

1. I am aware that this mobile phone is only to be used to upload videos of myself taking my medications and to make phone calls or text messages directly related to my TB treatment.

2. I am aware that I am the only person authorized to use this mobile phone.

3. I will take appropriate care of the assigned cell phone and related equipment while in my possession and enrolled in the VDOT Program.

4. If in the event the mobile phone is lost, stolen, or is broken, I will contact the (insert Public Health Region contact here) at (Insert contact information here). If the mobile phone is lost or stolen, I will file a police report within 3 business days and promptly provide the police case report number to the (insert PHR contact here). 

5. The federal Health Insurance Portability and Accountability Act (HIPAA) and state privacy laws govern (insert Public Health Region here) and other parties use and disclosure of protected health information.  I am aware that information about my use of the wireless service, including details of when I use data services or place calls and to what number, may be shared for administrative purposes only with eMocha® Mobile Health Inc. or (insert Public Health Region here). Personal identifiable information or content may only be disclosed in compliance with HIPAA and applicable federal and state laws.

6. I am aware that if I use the mobile phone for unapproved purposes, I may be withdrawn from the VDOT program and return to in-person Directly Observed Therapy to complete the treatment regimen.

7. I am aware if the mobile phone is lost or stolen, I will return to in-person Directly Observed Therapy to complete treatment regimen. 

8. I understand that I am expected to follow all applicable local, state, and federal laws and regulations regarding the use of mobile phones at all times. This includes refraining from using the mobile phone while driving.

9. The mobile phone is password protected, and I understand that I am expected to keep that security measure in place. 

10. [bookmark: _GoBack] I am aware that in the event I can no longer participate in the (insert Public Health Region here) VDOT Program (e.g. move, change in health status) or I have completed my treatment regimen, I will promptly return the mobile phone and related equipment to my Nurse Case Manager or Outreach Worker.

11.  I understand the cell phone and related equipment is the property of (insert Public Health Region here).  Misuse, abuse, or loss of DSHS property may result in a penalty or fine and or may be prosecutable under law.



Cell Phone Number: ________________________________  

Phone ID Number: _________________________________     

____________________________________			
Participant Name							

____________________________________			
Guardian Name							


___________________________________			______________________
Participant/Guardian Signature					Date

____________________________________			______________________
PHR Staff Signature/Witness					Date	
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