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INTRODUCTION

Having gone through the practical course on Public Health and Primary Health Care Skills
(CHO-0003) you must have understood as to what activities you will have to practice at the
Programme Study Centre during the Practical Contact Programme. The practical experience for
the programme has been planned for 50 days (300 hours). For carrying out the practical activities
you will be posted in Programme Study Centre/ District Hospital for 22 days, Community Health
Centre (CHC) for 10 days Primary Health Centre (PHC) for 10 days Sub Centre (SC) for 6 days
and Urban Primary Health Centre (UHC) for 2 days. Programme Incharge will plan and inform
you the schedule of activities and the areas of activities in various health facilities. The Academic
Counsellors will demonstrate and guide you to practice all the activities/skills. You will have to
practice the activities as per the guidelines given in the log book. Record all day to day activities
in your log book and get it signed. Before each activity you must refer the practical manual.

The Proforma and guidelines which you will use for doing practical activities and performing
the skills have been included in the log book. You will have to fill these Proforma wherever
required. Wherever there are no Proforma you may record the activity in the blank sheet. In case
some additional findings are noted you may attach additional sheets for recording.

Before starting practical activities refer the practical manual and all the instructions
given in your log book carefully.

We hope you will get good practical learning experience while working through this log book
carefully.
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GENERAL INSTRUCTIONS TO STUDENTS

This log book is a compulsory component of the Practical Course CHO-0003 of Certificate in
Community Health for Nurses (BPCCHN). You are required to maintain a record of all the
learning activities that you perform as a part of this course. This log-book contains different
types of activities. We have provided guidelines and case record proforma/formats for all the
activities. You are required to fill up the case record proforma at PSC/CHC/PHC/SC and UHC
respectively.

OBJECTIVES OF THE LOG BOOK

The objectives of the log-book are as follows:
e cnable the counsellors to have a first hand information about the activities performed by you:
e assess the clinical/academic experience gained by you:

e help you in planning your activities in advance so that you can complete them within the
time frame and

e document your practical experience towards the practical component of BPCCHN.

HOW TO USE THE LOG-BOOK?

Y ou should refer to the table mentioning the minimum number of cases/patients to be seen by
you for every activity/skill at various health facilities. We expect you to fill up case records
formats at PSC/CHC/PHC/SC and UHC as mentioned under each activity.

e Read all the blocks of the practical course, CHO-0003 thoroughly.
e Go through the list of activities given in the initial pages of your logbook.
e Read all the guidelines given under each activity.

General guidelines are given in the initial pages of the logbook to acquint you with the
activities to be performed.

e Record the activities in the proforma given in the logbook.

e Attach additional sheets if required

PERFORMING THE ACTIVITIES

During your practical experience you will be posted for a period of total 50 days (300 hours) in
various health facilities such as DH, CHC, PHC, SC and UHC as per schedule (Refer
Appendix-1).

During your posting in PSC/DH you will be demonstrated all the listed activities in concerned
outpatient/inpatient departments / clinics/ community/ family/ sub-centre etc by the counsellor.

Thereafter cases will be allotted to you in the outpatient/inpatient departments/ clinics/ community/
family/ subcentre for achieving proficiency. You may also make presentation of cases as and
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when required. These case taking and presentation will be distributed across various health
facilities.

You should practice at last 2 cases in PSC/DH, 5 cases in CHCs, 3 cases in PHC and 2 cases
in SC. However you may record details of at least two cases in the log-book during posting at
various health facilities. For the other cases, you should fill up only the blank log book pages
for specific activity as per given format.

For each facility two proforma with guidelines are given. Kindly fill information in
these proforma. Attach extra sheets if required. Different colours are assigned to various
health facility Proforma

The details of the rest of the cases which you will see during posting (not recorded) are to be
filled in as one-line statement in the log page provided for this purpose and get all these signed
by counsellor.

Please ensure that whenever a case is seen by you at PSC/DH or you participate in a demonstration/
seminar or any other activity at DH/CHC/PHC/SC, it should be recorded and countersigned by
the respective counsellor under whom the activities had been carried out.

In urban health centre you will prepare a report of activities observed or performed.

You will be evaluated for internal assessment in PSC/DH and CHC. Your counsellor will inform
you in advance about the internal assessment. The cases for evaluation will be allotted by your
counselor. The details are given in the section 1.5.

During your posting, in DH/CHC/PHC/SC/UHC the counsellor will monitor your activities.
The details of posting are given below in Table 1. Proforma for monitoring is given in Appendix 2.

Table 1: Proposed area-wise distribution of Activity as per areas of a health facility

Activity | Community Need Assessment and Community/field
Identification of Common Health
Problems
Activity 2 Health Assessment of an Individual | Community/family/field
Activity 3 Nutritional Assessment and Community/family/field
Assessment of Nutritional
Deficiencies
Activity 4 Organising and Conducting District Hospital/SC
Special Clinics
Activity 5 Investigation of an Outbreak Community Health Centre/ District Hospital
Activity 6 Identification and Appropriate Outpatient/Inpatient/community/family/
Management of Communicable field
Diseases
Activity 7 Identification and Appropriate Outpatient/Inpatient/community/family/
Management of Non-communicable | field
Diseases (NCD)

| 2



Activity 8 Social Mobilisation Skills Community/field visit
Activity 9 Health Education/Counselling Outpatient/Inpatient/community/family/
field
Activity 10 Recording and Reporting Format Outpatient/Inpatient/Community Health
Centre/family/field
Activity 11 Hand Washing Skills Outpatient/Inpatient/community/family/
field
Activity 12 Bio-medical Waste Management Inpatient departments and sub-centre
Activity 13 Procedures for basic tests Outpatient/Inpatient/community/family/
field visit/clinics
Activity 14 Drugs Dispensing and Injections: Outpatient/Inpatient/community/family/
oral Drugs/Injections/ IV Fluid field/SC
Activity 15 Examination of Lumps Outpatient/Inpatient/community/family/
field visit/SC/Clinics
Activity 16 Assessment of the Patient with Outpatient/Inpatient/community/family/
Eye Pain field visit/SC/Clinics
Activity 17 | Assessment of the Patient with Ear, Outpatient/Inpatient/community/family/

Nose and Throat (ENT) Problems

field wisit/SC/Clinics

Activity 18

Identification and Management of
Dental Problems

Outpatient/Inpatient/community/family/
field/Clinics

Activity 19 Suturing of Superficial Wounds Outpatient/Inpatient/SC
Activity 20 | Basic Life Support Outpatient/Inpatient/community/family/
field Visit
Activity 21 Identification and Care of Patients Outpatient/Inpatient/community/family/
with Common Conditions and field/SC
Emergencies
Activity 22 | Aches and Pain Outpatient/Inpatient/community/family/
field visit /SC
Activity 23 | Common Fevers Outpatient/Inpatient/community/family/
field visit / SC
Activity 24 Assessment and Care of Health Outpatient/Inpatient/community/family/
Problems Among Elderly field
Activity 25 Health Assessment of Women Outpatient/Inpatient/community/family/
(15 to 45 years of age) field visit /SC
Activity 26 | Assessment and Care of Antenatal Outpatient/community/family/field visit /
Woman SC
Activity 27 | Monitoring Labour and Maintaining | Inpatient department /SC

Partograph
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Activity 28 | Conducting Vaginal Outpatient/Inpatient/community/family/
Examination field visit/SC
Activity 29 | Conducting Episotomy Inpatient Department
Activity 30 | Care during various Stages of Labour| Inpatient Department
Activity 31 Post Partum Care Outpatient/Inpatient/community/family/
field
Activity 32 [dentification and Management of Outpatient/Inpatient/community/family/
Complications during Labour field
Activity 33 | Assessment and Management of Outpatient/Inpatient/community/family/
STIs/RTIs field
Activity 34 | Insertion and Removal of IUDs Outpatient/Inpatient/Health Centre
Activity 35 Management of Abortion and Outpatient/Inpatient/Health Centre
Counselling
Activity 36 Adolescent Counselling Outpatient/Inpatient/community/family/
field visit
Activity 37 Resuscitation of New Born Inpatient Department
Activity 38 | Assessment of a Newborn Baby Inpatient Department
Activity 39 Kangaroo Mother Care (KMC) Outpatient/Inpatient/community/family/
field visit
Activity 40 [nfant and Young Child Feeding Outpatient/Inpatient/community/family/
field visit
Activity 41 Promoting and Monitoring Growth Outpatient/Inpatient/community/family/
and Development and Plotting Chart | field visit
Activity 42 Immunisation and Safe Injection Under five clinic/community/family/
Practices field visit
Activity 43 Use of Equipments Health Facility

MINIMUM NUMBER OF CASES TO BE SEEN FOR EACH
SKILL

You are free to see as many cases as you get the opportunity perform as many activities during
your posting. But you will maintain detailed record of 2 cases in log book in each health facility
DH/CHC/PHC/SC/UC. However record for all other activities has to be maintained in blank
sheet /format provided in log book and signed by the Counsellor. The minimum number of
patient cases to be seen by you at various places of posting is given below in Table 2:
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Table 2: Minimum Number of Patients to be seen for each Skill

Skill Place of Posting and Number of Cases
DH | CHC | PHC | SC | USC
(Mini | (Mini [ (Mini | (Mini [ (Mini
mum) | mum) | mum) | mum) | mum)
Activity 1:  Community Need Assessment (CNA) and | | | 1 P
Identitication of Common Health Problems R
Activity 2:  Health Assessment of an Individual 2 5 3 2 E
Activity 3:  Nutritional Assessment and Assessment of 2 5 3 2 ]SE
Nutritional Deficiencies N
Activity 4:  Organising and Conducting Special Clinics | 5 2 2 T
Activity 5: Investigation of an Outbreak ] 5 2 2 A
T
Activity 6:  Identification and Appropriate Management 2 5 2 2 I
of Communicable Diseases 0
Activity 7:  Identification and Appropriate Management 2 5 | | N
of Nen-communicable Diseases (NCD)
Activity 8:  Social Mobilisation Skills 2 | 1
Activity 9:  Health Education/Counselling 2 5 5 2 (f::)
Activity 10: Recording and Reporting Format 2 5 3 2
Activity 11: Hand Washing Skills 2 5 3 2 B
Activity 12: Bio-medical Waste Management 2 5 3 2 R
|
Activity 13: Procedures for Basic Tests E
Activity 14: Drugs Dispensing and Injections Oral 2 5 3 2 F
Drugs/Injections/ I'V Fluid
Activity 15: Examination of Lumps 2 5 3 2 R
Activity 16 : Assessment of Patient with Eye Problems 2 5 3 2 E
Activity 17: Assessment of Patient with Ear, Nose and 2 5 3 2 0
Throat (ENT) Problems each R
Activity 18: Identification and Management of Dental 2 5 5 2 T
Problems.
Activity 19: Suturing of Superficial Wounds 2each| leach| 5 2
Activity 20: Basic Life Support. 2 5 3 2
Activity 21: ldentification and Care of Patients with 2 5 3 2
Commonconditions and Emergencies
Activity 22: Aches and Pain 2 5 3 2
Activity 23: Common Fevers
Activity 24: Assessment and Care of Health 2 3 3 2
Problems Among Elderly
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Activity 25: Health Assessment of Women 2 5 3 1 p
(15 to 45 years of age) R
Activity 26: Assessment and Care of Antenatal Woman o 2 2 E
Activity 27: Monitoring Labour and Maintaining 2 5 3 2 S
Partograph i
Activity 28: Conducting Vaginal Examination 2 5 3 2 T
Activity 29: Conducting Episotomy 2 5 3 2 A
Activity 30: Care During Various Stages of Labour ;f
Activity 31: Post Partum Care 2 5 3 2 0
Activity 32: Identification and Management of 2 5 3 2 N
Complications During Labour O
Activity 33: Assessment and Management of 2 5 3 2 F
STIs/RTIs &
Activity 34: Insertion and Removal of IUDs 2 5 3 2 ]IR
Activity 35: Management of Abortion and Counselling 2 5 3 2 E
Activity 36: Adolescent Counselling 2 5 3 2 E
Activity 37: Resuscitation of New Born 2 5 3 2 E
Activity 38: Assessment of a Newborn Baby 2 5 3 2 P
Activity 39: Kangaroo Mother Care (KMC) g
Activity 40: Infant and Young Child Feeding 2 5 3 2 T
Activity 41: Promoting and Monitoring Growth and 2 S 3 2
Development and Plotting Chart
Activity 42: Immunisation and safe Injection Practices 2 3 3 2
Activity 43: Use of Equipments 2 5 3 2

HOW YOU WILL BE EVALUATED?

Continuous Evaluation

There will be continuous evaluation during your posting and practical examination at the end of
practical experience.

Continuous evaluation will carry 30 marks. You need to score 50% marks as pass percentage to
be eligible for appearing in final practical examination.

You will be evaluated for continuous evaluation at DH and CHC. At DH counselor will assign
you any two patients/ case for which you will be required to prepare report for evaluation.

Similarly you will also be assigned two cases/patients in CHC and you will be required to
prepare report for evaluation. Maintenance of Log book will carry 6 marks

The scheme for continuous evaluation is given below in Table-3:
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Table 3: Scheme of Continuous evaluation

Health Facilities No. of Cases Total Cases and
and Marks Marks
Case-1 Case-2

District Hospital (DH) 8 7 15
Community Health Centre (CHC) 5 5 10
Maintenance of Log Book — 5 5

Total 30

Practical Examination

Practical examination will carry 70 marks. You will have to score 50% marks i.e. 35 marks to
pass the practical examination. You will have to submit the following to the Programme In-
charge who will also be a Superintendent of practical examination.

a) Attendance Certificate of Completion of Practical Training at each health facility DH/CHC/
PHC/SC/UC. The proforma is attached at Appendix-3.

b) Certificate of Eligibility for Term-End Examination (Practical only). The proforma is attached
at Appendix-4.

¢) Proforma for pattern of Practical examination is given at Appendix-5.

Remember :

You will have to pass separately in continuous Practical examination and final practical
examination and score 50% marks separately in each component i.e. continuous
evaluation of practical examination.

| | 3,



DETAILS OF POSTING UNDERGONE

Y ou should prepare a list of all your postings with dates and record in the following tables 4 and
get it signed by the respective counsellor. This will help you to get a completion certificate
signed at the end of posting to enable you to appear in practical examination.

Table 4: District Hospital (DH)

SI. Department Name of the Date of Posting |  Sjonature of
No. Counsellor From To the Counsellor

tn

10.

11.

12.

13.

14.

15.




e
COMMUNITY HEALTH CENTRE (CHC)

You should prepare a list of all your postings with dates and record in the following tables and
get it signed by the respective counsellor. This will help you to get a completion certificate
signed at the end of posting to enable you to appear in practical examination.

Community Health Centre (CHC)

SL Department Name of the Date of Posting |  Sjonature of
No. Counsellor From To the Counsellor

10.

11.

12.

13.

14.

15.




PRIMARY HEALTH CENTRE (PHC)

You should prepare a list of all your postings with dates and record in the following tables and
get it signed by the respective counsellor. This will help you to get a completion certificate
signed at the end of posting to enable you to appear in practical examination.

Primary Health Centre (PHC)

SL Department Name of the Date of Posting Signature of
No. Counsellor From To the Counsellor

10.

I1.

12.

13.

14.

15.

O ———————G— ] € (S  ——————————————————————



e
URBAN HEALTH CENTRE (UHC)

You should prepare a list of all your postings with dates and record in the following tables and
get it signed by the respective counsellor. This will help you to get a completion certificate
signed at the end of posting to enable you to appear in practical examination.

Urban Health Centre (UHC)

SI. Department Name of the Date of Posting Signature of
No. Counsellor From To the Counsellor

10.

11.

13.

14.

15.
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SUB CENTRE (SC)

You should prepare a list of all your postings with dates and record in the following tables and
get it signed by the respective counsellor. This will help you to get a completion certificate
signed at the end of posting to enable you to appear in practical examination.

Sub Centre (SC)

SI. Department Name of the Date of Posting Signature of
No. Counsellor From To the Counsellor

10.

11.

12;

13.

14.

15.
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Activity-1:

Community Need Assessment and Identification of

Common Health Problems (PSC/DH-1)

SAifelines: Refer: Block: 1

e identify a team of health workers and consultative team working | Unit: 1/Sec 1.2.1 1/1.3
in a Selected community CHO-0003

e assess the activities carried out by each team

e record the information in a given format

e record your findings to be collected from the records available at Sub-centre

Name of the Health Facility .....ccseessscsssssssessiorsssrasssssessasssassssssssassas DAtE: cisciscinsiisiiniisviiis

Dateiof Registration: ..wmwmususvussssssssssssssrs Registration O s

Identification Data:

B NIRRT O S g) Monthly Income: .........cccveennnn

b) Relationship with head of family: .......................  h) Gender :Male/Female: ..............

B) APE s 1) Mantal SIS © i

d) ReRgoN: s 1) AAIEET cnananananases

BY BaUEAROEY ..uununasuimsanais k) ContactNO. | cuvmammsmismis

f) OELupEtoh s

Use the given format

S.No Areas

Activities

Activities

Working Team at
Village level

Identify Anganwadi workers/
Traditional Birth Attendants/ Mahila
Swasthya Sangh or any equivalent
group/ ASHA and leaders of youth
organisation.

Activities of the
Team

Conduct household surveys,
Collection of relevant information
and report birth, death, marriage,
epidemics etc.

Consultative Team

Identify Panchayati Raj members/
Teachers/ Religious Leaders/Priests/
Members of NGOs/informal
organisations

| | C)




Activities of the team| Collabourate with the working team
for collection of relevant
information and reporting of the
major events such as regular
meetings, planning and provision of
services, discussion of the priority
issues, the actions taken and their

results.
3 Primary Health Services and supplies
Centre (PHC) Level/
CHC level/ SC Level

4 Identifying Health Mortality indicators

Indicators e Crude death rate:

e Age specific death rates:
Infant mortality rate:

e Child mortality rate:

e Maternal mortality rate:

e (ase fatality rate

Morbidity indicators

e Incidence and prevalence rate

* Notification rates

e Admission, re-admission rates
and discharge rates

e Qut-patient department (OPD)
attendance

Disability indicators (Please
specify from the records of sub-
centre)

Nutritional status indicators

e Anthropometric measurements
of new borns, head
circumference, chest
circumference.

e Prevalence of low birth weight
(weight at birth less than 2.5
kg).

e Other indicators include: weight
for age, weight for height, height
forage.

e Anthropometric measurements
of school children like height,
weight, mid-arm circumference.

|2 ()



Fertility indicators (Please specify
from the records of sub-centre)

Birth rate:

General fertility rate:

General marital fertility rate:
Age specific fertility rate:

Age specific marital fertility rate:
Total fertility rate:

Total marital fertility rate:
Gross Reproduction Rate:

Net Reproduction Rate:

Other indicators: Child woman
ratio, pregnancy rate, abortion
rate, abortion ratio, marriage
rate.

Health care delivery indicators
(whichever is applicable)

e Doctor population ratio

e Doctor nurse ratio

e Population bed ratio

e Population per health centre

Utilisation rates

Utilisation of services is expressed
as proportion of people in need of a
service who actually receive it in a
given period.

Indicators of social and mental
health

Suicide/homicide/road traffic
accidents/juvenile delinquency/
alcohol and drug abuse etc.

Environmental indicators

Air or water pollution, proportion of
population having access to safe
water and sanitation facilities.

Socio-economic indicators

Level of unemployment/
dependency ratio/ per capita calorie
availability/ and literacy rates etc.

Health policy indicators
Proportion of Gross Net Product

e D B B



(GNP) spent on health services/
Proportion of total health resources
spent on primary/secondary and
tertiary care.

5 Social and Determinants of Health (Ask
environmental from ANM and Record
determinants of whichever applicable)
health Age

Gender

Genetics

Race, ethnicity

Literacy status

Nutrition

Environment
Socio-economic status
Socio-cultural conditions
Other factors

(Attach additional sheets if required)

Signature of the Academic Counsellor /Supervisor



Activity-1: Community Need Assessment and Identification of
Common Health Problems (PSC/DH-2)

Name of the Health FACility ...c.cocvvvsmemnsnssnnssnnnemnmsnssssmsmssss Date: ..ccconcennsenssensannsnnessens
Date 6 REGISHatON: ..o i REgIStEAtION NO. v.ssssssvassisnssonss

Identification Data:

AY  ANEIIRETE csccooacvnicrmiorsicisto o T T SO P R SR P R S g) MonthlyIncome: ...
b) Relationship with head of family: ............ccoccee h) Gender: Male/Female : ..............
€] ARCisucusususnanmnR i)  Marital Status ; ....ooocoveiiiiiiiniiinns
g REOPION suasnsnsanaiasisaiiiis 1) AQETEES s
2} EdutaHoN" wousunumnumauma k) COnEEENGT verviennmnmassy

) OCEUPBHON 3vsuamummam

S.No. Areas Activities Findings

(Attach additional sheets if required)

Signature of the Academic Counsellor /Supervisor

2 3



Activity-1: Community Need Assessment and Identification of
Common Health Problems (CHC-1)

Name of the Health Facility ....ccconmmmnmmnmismmmsmemmmmm. Date: ..cecneeninneienssenssennees
Date of RESISIAHON ..o i RegIStrattoN NG cossussvassssssvasoi

Identification Data:

B NI o R g) MonthlyIncome: ........covevinneann
b) Relationship with head of family: ................... h) Gender: Male/Female : ..............
€) AR wawimasR 1) Marital Status : ...ocooeiiieiiiiiiiininins
d)  REHEOR Jununununusuannamana 3 ADHESS s
¢) HAEEHM S isinisisisisisisiss K) GOt NG L vennnnnnnsvssss
1) 'Oesupationt wanananansnssmsasas

S.No. Areas Activities Findings

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

O ————————— 2. O _————————————————————————————————————



Activity-1: Community Need Assessment and Identification of
Common Health Problems (CHC-2)

Name of the Health Facility ....ccconmmmnmmnmismmmsmemmmmm. Date: ..cecneeninneienssenssennees
Date of RESISIAHON ..o i RegIStrattoN NG cossussvassssssvasoi

Identification Data:

B NGRS covsoosississossiss o S S T SR A T g) MonthlyIncome: .......ccooevinieann
b) Relationship with head of family: ..................... h) Gender: Male/Female : ..............
€) AP cusususnansnai 1) Marital Status : ...ocooeiiieiiiiiiiininins
d)  ReHZON Jusasananannsmsnsnsins 3 ADHESS i
¢) BB s s K) GOt NG L vennnnnnnsvssss

1) OCCOPREON T wewssmiwimiimamamanin

S.No. Areas Activities Findings

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

EE————— (] —————— S —



Activity-1: Community Need Assessment and Identification of
Common Health Problems (PHC-1)

Name of the Health Facility ....ccccoeensanmsnmnnmismmssnenssisenman Date: .ecvcnncennsinnsenaenannns
Date of REBIBHALION wouomimiimmiamissssiasmasvsssiosmasas RepisEatibn NG. sosisomssssnssonso

Identification Data:

L . 13 L P g) MonthlyIncome: .......c.ooceviininine
b) Relationship with head of family: .............cc.cce. h) Gender: Male/Female : ..............
@) APl 1) [Narital statas Juaanaaunnasas
@) REUEION [ ununusasusuansnasi §)  ALATESS ' v
B BINBERON Dusisisisisisisiasis: K) 'CamtaetNoei binnnnnemansis
f) OkcupRboN ! wmsmmansnsmsimsias

S.No. Areas Activities Findings

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor
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Activity-1: Community Need Assessment and Identification of
Common Health Problems (PHC-2)

Name of the Health FACility ...c.cocvvvsmemnsnssnnssnnnemnmsnssssmsmssss Date: ..ccconcennsenssensannsnnessens
Date 6 REGISHatON: ..o i REgIStEAtION NO. v.ssssssvassisnssonss

Identification Data:

AY  ANEIIRETE csccooacvnicrmiorsicisto o T T SO P R SR P R S g) MonthlyIncome: ...
b) Relationship with head of family: ... h) Gender: Male/Female : ..............
€] ARCisucusususnanmnR i) Marital status : ....ooccvviiiiiiiiiiiiiins
g REOPION suasnsnsanaiasisaiiiis 1) AQETEES s
2} EdutaHoN" wousunumnumauma k) COnEEENGT verviennmnmassy

) OCEUPBHON 3vsuamummam

S.No. Areas Activities Findings

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

27



Activity-1: Community Need Assessment and Identification of
Common Health Problems (SC-1)

Name of the Health Facility ....ccconmmmnmmnmismmmsmemmmmm. Date: ..cecneeninneienssenssennees
Date of RESISIAHON ..o i RegIStrattoN NG cossussvassssssvasoi

Identification Data:

B NI o R g) MonthlyIncome: ........covevinneann
b) Relationship with head of family: ................... h) Gender: Male/Female : ..............
€) AR wawimasR 1) Marital Status : ...ocooeiiieiiiiiiiininins
d)  REHEOR Jununununusuannamana 3 ADHESS s
¢) HAEEHM S isinisisisisisisiss K) GOt NG L vennnnnnnsvssss
1) 'Oesupationt wanananansnssmsasas

S.No. Areas Activities Findings

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

| A



Activity-1: Community Need Assessment and Identification of
Common Health Problems (SC-2)

Name of the Health Facility ....ccconmmmnmmnmismmmsmemmmmm. Date: ..cecneeninneienssenssennees
Date of RESISIAHON ..o i RegIStrattoN NG cossussvassssssvasoi

Identification Data:

B NGRS covsoosississossiss o S S T SR A T g) MonthlyIncome: .......ccooevinieann
b) Relationship with head of family: ..................... h) Gender: Male/Female : ..............
€) AP cusususnansnai 1) Marital Status : ...ocooeiiieiiiiiiiininins
d)  ReHZON Jusasananannsmsnsnsins 3 ADHESS i
¢) BB s s K) GOt NG L vennnnnnnsvssss

1) OCCOPREON T wewssmiwimiimamamanin

S.No. Areas Activities Findings

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

. O



Activity-2: Health Assessment of an Individual (PSC/DH-1)

Guidelines:

make health assessment of an individual

using guidelines given in CHO-0003, identify health problems if
any

record the findings in the format given in log book

Refer: Block: 1
Unit: 1
CHO-0003and
Block: 2

Unit: 2
CHO-0003

Select any two cases in a selected community of Health facility (DH)

Using guidelines given in CHO-0003identify health problems if any make health assessment of
an individual record the findings in the format given in log book.

Name of the Health FACILY .c.caicsmissaiaissisaissonsorssosssorssassrosss IMREDS woiomannmnssammassinenmanss
Date'of RERISFAIBHL . s Registation NG. s
Identification Data:
)  WNEMEY sttt g) Monthly Income: ............coouuieee.
b) Relationship with head of family: ................... h) Gender: Male/Female : ..............
B AR s 1) Marital status @ coeveeviiieiiiin,
d) Religlon :..oeieevrinreceinrecerinineeens 1) AdAress @ ..o
e) Education : .....coocovveeeeeiiiiieeieeiiiennnns k) Contact NO. : oo
f) Gdenpalion: swassmasananaas
Format for Health Assessment

Personal History Findings Management/Report

Habits: Smoking/ alcohol Drug/ Tobacco/
Excessive tea or coffee

Diet: Vegetarian/ Non vegetarian/Egg
vegetarian

Life style: Sedentary/ exercise/ relaxation/
Yoga/ meditation/ any other

Hobbies:
Hygiene: Good/ Fair/Poor
Rest and sleep: Adequate/Inadequate

Elimination habits: Bowel: Good/Fair/
Poor

Bladder: Good/Fair/Poor

Personal Medical History

Childhood disease (Specify)

e —— s ——] 3, ()



e [mmunisation status (completed/not
completed or any other

e Allergies (Yes / No, if yes please specify)
e History of illness

Psychosocial History : (Ask and Record)

e Any Mental illness in the family, specify

e Supportive system: Husband/ family and
others

e Stressors: Occupational or personal

e Past history of depression or suicidal
tendency/Emotional changes/Adjustment to
circumstances

e History of any domestic violence

Family History

e Health status of Parents/ siblings (if deceased,
mention cause of death)

e History of the following diseases in Parents/
siblings/ Close relatives (specify) Diabetes
mellitus/Hypertension/Heart disease/Stroke
Congenital disease/Asthma/Cancer (specify)/
Multiple pregnancy/Complication of

pregnancy
Physical Assessment
e Height
e Weight

e Body Mass Index
e Blood Pressure
e Vital signs: Temperature, Pulse, Respiration

e Oral Examination Abrasion/Bruises/
Ulceration/Oedema/Injury/Bad breath H/o
smoking/ tobacco consumption Check for
loose teeth/broken teeth/missing teeth/
decayed teeth.

e Nutritional Assessment
Pallor/ vitamin deficiency/ mineral deficiency

e Abdominal examination
Tenderness /Abdominal scars / any lesions/
e Palpation — Palpate suprapubic, right iliac
fossa and left iliac fossa regions and identify

| 3 | |



masses/Pain/Tenderness/Palpable  lymph
nodes in groin

e External genitalia : Observe for skin
conditions or lesions/Erythema/Excoriation/
Distribution of pubic hair/Introital bleeding
or discharge/any other

Head to toe examination (specify if any)

e Hair and scalp - healthy or infected

e Eyes - Colour of conjunctiva, sclera, any
discharge or signs of infection Ear, Nose and
Throat - healthy, enlarged or signs of infection

e Mouth, gums and teeth- Hygiene, cavities or
signs of infection

e Skin - any scar or sign of infection

e Extremities Upper - check hand and colour
and shape of nailsLower — any pain,
tenderness, oedema or varicose veins

e Back and spine - observe for any deformity

Investigations

e Complete Blood Count Haemoglobin/ESR/
WBC/TLC/DLC/Serum Cholesterol/ Lipid
profile/Blood sugar/HIV Test/Urine for
Pregnancy test

Utilisation of Health facility by women or Family members:

Health education given

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

|32 AN



Activity-2: Health Assessment of an Individual (PSC/DH-2)

Name of the Health Facility .......ccccevnnenriinnns

.
SEEssEEESNsEIRSENRARR SRR Date- SErsssEssEEsERTASEESE SRS TR RES

Date of ReZISration: .......ococvevreiiiiieinieernercnsroesesnresnenns Registration NO. .....ccocoovvcvinirninnnns

Identification Data:

A)  INAINIE T oot e e e e e g) Monthly Income : .....ccoevniiinnian.
b) Relationship with head of family: ........ccccovennenne h) Gender: Male/Female : ..............
(e [T - U O RO 1) Marital status @ ..ooovviveviieiiieiinns
d) RENSION Jusvusvusnsnsasmmmsrmsmme 1) AP fusansienmasinseassmsii
€] BAUSHUHOH e k) COBAGENG. Smimisnemesiss
) (OBEHPAION: consonmsrisssissssssiass

Personal History Findings Management/Report

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor



Activity-2: Health Assessment of an Individual (CHC-1)

Name Of the Health Facility LR e LT Date: SEsvssswsssrssTTRsERSE TR ER SRS

Date of RegiStration: ......cc.ccoeveeierreererceerennreneesrnseenenenens Registration NO. .....ccoovvininninncrnns
Identification Data:

T 13 5 (< g) Monthly Income: ......cccoeveriinnnens
b) Relationship with head of family: ......cccoovvvinnene h) Gender: Male/Female : ..............
(o] TR~ R —— DL C-it ) B 51—
dy Relgion . cusasmememasssasis 1) DO s
@)  HONEHOE L B ORI £ o
£} OCCHBAEON oemsammemememsssvasimasmisssn

Personal History Findings Management/Report

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor



Activity-2: Health Assessment of an Individual (CHC-2)

Name of the Health Facility ......ccccccviveninninnens

.
SErssEsEsEssERSETRSRR RSN RERS Daten SrsssssssvesEEseRRIST RS R SS TS

Date of Registration: ........c.cvcevererenrcernreeeesrneseneserenens Registration NO. ....ccooeervevrevirernennen

Identification Data:

B) DN csicuusicsuniosnnmsniosnmioismich oA A A A A BB A g) Monthly Income : .....coovviieiiinnns
b) Relationship with head of family: .....ccccoovviienene h) Gender: Male/Female : ..............
(o) Y- ¥ L R — 1) MSEILSIBIIES wnsnmersamvmansn
d)  REHGIONS wsnsinsiasiasvassnamiiss I & U (5 (oo O
) BAUBAHONT «vussmmssvssmmssssmes ) COnaEtNG.* anonamamsnssasms
) OCCUpation : cowusissssasis

Personal History Findings Management/Report

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor



Activity-2: Health Assessment of an Individual (PHC-1)

Name-of the Health Facility «.ciiisiinivminismssnssossoson DRAUES wvsvissnisnssinsssismiiinies
Date of ReZISration: .......ococvevreiiiiieinieernercnsroesesnresnenns Registration NO. .....ccocoovvcvinirninnnns

Identification Data:

A) NI © e et ee e ee e ee e ee e eaaesaa e g) Monthly Income : .....ccoevniiinnian.
b) Relationship with head of family: .........ccceveennee. h) Gender: Male/Female : ..............
(¢ QS X-. RO —— 1) Marital status @ ..ooovviveviieiiieiinns
d), REBEION T susmonomomoemasiasasss 1) AP fusansienmasinseassmsii
€] BRUBAHONT iruvrimnrasnsnsavsis k) COMAEENG. Yumuaasmavavisvsns
£)  DECUPALION s osaissasransrasssinasuisssisvios

Personal History Findings Management/Report

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor



Activity-2: Health Assessment of an Individual (PHC-2)

Name of the Health Facility .......ccccevnnenriinnns

.
SEEssEEESNsEIRSENRARR SRR Date- SErsssEssEEsERTASEESE SRS TR RES

Date of ReZISration: .......ococvevreiiiiieinieernercnsroesesnresnenns Registration NO. .....ccocoovvcvinirninnnns

Identification Data:

A)  INAINIE T oot e e e e e g) Monthly Income : .....ccoevniiinnian.
b) Relationship with head of family: ........ccccovennenne h) Gender: Male/Female : ..............
(e [T - U O RO 1) Marital status @ ..ooovviveviieiiieiinns
d) RENSION Jusvusvusnsnsasmmmsrmsmme 1) AP fusansienmasinseassmsii
€] BAUSHUOH s k) COBAGENG. Smimisnemesiss
) (OBEHPAION: consonmsrisssissssssiass

Personal History Findings Management/Report

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor



Activity-2: Health Assessment of an Individual (SC-1)

Name Of the Health Facility LR e LT Date: SEsvssswsssrssTTRsERSE TR ER SRS

Date of RegiStration: ......cc.ccoeveeierreererceerennreneesrnseenenenens Registration NO. .....ccoovvininninncrnns
Identification Data:

T 13 5 (< g) Monthly Income: ......cccovveriannnens
b) Relationship with head of family: ......cccoevvvinnene h) Gender: Male/Female : ..............
(o] TR~ R —— DL C-it ) B 51—
dy Relgion . cusasmememasssasis 1) DO s
@)  HONEHOE L B ORI £ o
£} OCCHBAEON oemsammemememsssvasimasmisssn

Personal History Findings Management/Report

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor



Activity-2: Health Assessment of an Individual (SC-2)

Name of the Health Facility .......ccccevnnenriinnns

.
SEEssEEESNsEIRSENRARR SRR Date- SErsssEssEEsERTASEESE SRS TR RES

Date of ReZISration: .......ococvevreiiiiieinieernercnsroesesnresnenns Registration NO. .....ccocoovvcvinirninnnns

Identification Data:

A)  INAINIE T oot e e e e e g) Monthly Income : .....ccoevniiinnian.
b) Relationship with head of family: ........ccccovennenne h) Gender: Male/Female : ..............
(e [T - U O RO 1) Marital status @ ..ooovviveviieiiieiinns
d) RENSION Jusvusvusnsnsasmmmsrmsmme 1) AP fusansienmasinseassmsii
€] BAUSHUHOH e k) COBAGENG. Smimisnemesiss
) (OBEHPAION: consonmsrisssissssssiass

Personal History Findings Management/Report

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor



Activity-3: Nutritional Assessment and Assessment of Nutritional

Deficiencies-(PSC/DH-1)

Guidelines: Refor:
Select 2 children under 5 years of age g'“ck:l i
5 nit:
e perform nutritional assessment CHO-0003
e identify any deficiency
e  give appropriate care as per need
e make appropriate referral if required
e record the findings and action taken in log book
Name of the Health Facility ......icicuenciossiassissssasssssssrssssassnssssossnsse DIes s s G
Date of ReISIration: .......coecuierieriiriierierecreccie e sre s Registration NO. .....coovvievirieirviennns

Identification Data:

a) NAMES sammmmmmmmmmmrss s s s s s s
b) Relationship with head of family: .......cccceceeinennn
[ol) BT L (<

d) Religion :.....coocoeviiiieiieeieeeeeeeeee.

e) Education: ........coccoveevemmrennvennvenns

1) OCEHDRHION | v s

= @) MonthlyInEome ...

h) Gender: Male/Female . ..............
1) Marital status @ oovveevvieviieeieeeeeenn,
§) AdIess & oo

K) ContactiNO. 7 . sisiismiatiniio

Format for Nutritional Assessment and identification of Nutritional deficiencies

Areas of Assessment

Findings Management/Report

History of present illness

History of past medical illness/Family h/o
medical illness

Anthropometric Measurement
Height

Weight

Chest circumference

Mid Arm circumference

Any other parameter

Record the findings in (growth chart)

<L)



T
Note: Fill up growth Chart




Assessment of Marasmus and Kwashiorkor, Vitamin and Mineral deficiency disorders

Marasmus Findings Action Taken

Wasting of subcutaneous fat and muscles
(flabby muscles)/Wizened monkey (old man
face)/Increased appetite/sunken eye balls/mood
change (always irritable) and/mild skin and hair
changes

Kwashiorkor

Growth failure/wasting of muscles and
preservation of subcutaneous fat/edema fatty
liver/difficulty in walking/moon face due to
hanging cheeks/ loss of appetite/lack of interest
in the surrounding/skin changes (ulceration and
depigmentation or hyper pigmentation)/hair
changes (de-pigmentation, straightening of hair
and presence of different colour brands of the
hair) Straightening of hair at the bottom and
curling on top (Forest sign) / easily pluckable
hair.

Reduced vision in the night or dim light/Dry
eyes /Eye inflammation
Yitamin B, (Thiamine)

H/oWeight loss/Emotional disturbances/
Wernicke’s encephalopathy
(impaired sensory perception)

— ataxia (unsteadiness)

— impaired consciousness

— problems of eye movement

— weakness and pain in the limbs
Muscle pain — typically in the calves
Congestive cardiac failure —

~ shortness of breath

— fluid retention

— rapid and sometimes bounding pulse/loss
of sensation and strength in the hands or
lower limbs

— Korsakoff’s Psychosis — loss of memory
both recent (anterograde) and past

| 2|



Vitamin B; (Riboflavin)

Cheilosis (cracks in the lips)/High sensitivity to
sunlight//Glossitis (inflammation of the tongue)/
Seborrheic  dermatitis or pseudo syphilis
(particularly affecting the scrotum or labia
majora and the mouth/Pharyngitis (sore throat)/
Edema of the pharyngeal or oral mucosa

Vitamin B-3 (Niacin)

Nausea/Abdominal cramps/Severe deficiency
- mental confusion

Vitamin B (pyridoxine)

Anaemia/Skin disorders, such as a rash or cracks
around the mouth/Depression/Confusion/Pink
eye/Epilepsy

Vitamin By (Folic Acid)

Macrocytic anaemia/Birth defects

Vitamin B;; (Cobalmin)

Tingling in the feet and hands/Extreme fatigue/
Weakness/Irritability or depression/Memory
loss/Cognitive defects

Vitamin C

Fatigue and lethargic/easy bruising/Bleeding and
swollen gums/Slow wound healing/
inflammation of the gums/Dry and splitting hair/
Dry red spots on the skin/Rough, dry, scaly skin/
Nose bleeds/Swollen and painful joints/Possible
weight gain because of slowed metabolism

Vitamin D

Severe asthma in children/Cancer




Minerals Deficiency Disorders Findings Action Taken

Anaemia

Shortness of breath/Dizziness/Headache/
Coldness in hands and feet/Pale skin/Chest
pain/Weakness/Fatigue (Tiredness)

Calcium Deficiency

Muscle aches & cramps/Tooth decay/Weak or
deformed bones/Brittle nails & dry skin/Heart
disease/Allergies/Chronic Arthritis/Headaches/
Common Colds, Flu, Infections.

Todine or thyroid deficiency

Brittle nails/Cold hands and feet/Cold
intolerance/ Depression/Difficulty swallowing/
Dry skin/Dry hair or hair loss/Fatigue / lethargy/
Hoarseness/Menstrual irregularities/Poor
memory or concentration/Slower heartbeat/
Throat pain/Weight gain

Signature of the Academic Counsellor/Supervisor



Activity-3: Nutritional Assessment and Assessment of Nutritional
Deficiencies (PSC/DH-2)

Name of the Health Facilify ....uiaiisiississiasivirsisossasssssossanssasse | § 11 7
Date 0f ReZISIAtION: .....ccoeuereeraereereseeeseeseseseneseseneesees Registration NO. ....ccocerevierierieenn

Identification Data:

A)  NAME : cviieciieiiie e ees st e sres st e e s g) Monthly Income: ....ccccovvvvennen.
b) Relationship with head of family: ....................  h) Gender: Male/Female : ..............

€) AZC: e 1) Marital status : ...oooovvveeviiniieenen.
d) Religion :.....cccoveeeneeevneeereecieeennen. 1) Address : oo
e) Education:.......ccccoevreirvieeiineennne. k) Contact NO. : covevvvrveeerieriveeenen.

£)  Occupation : .....cvvvverireenrrmrcrerieronen
Format for Nutritional Assessment and identification of Nutritional deficiencies

Areas of Assessment Findings Management/Report

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

. 45—



Activity-3: Nutritional Assessment and Assessment of Nutritional
Deficiencies (CHC-1)

Name of the Health Facilify ....uiaiisiississiasivirsisossasssssossanssasse | § 11 7

Date 0f ReZISIAtION: .....ccoeuereeraereereseeeseeseseseneseseneesees Registration NO. ....ccocerevierierieenn

Identification Data:

A)  NAME | oo rbe e ee s s iarb s e s e eeesanns 2)
b) Relationship with head of family: .........ccceeeenee

C) ABC: e

d) Religion :.....ccceoevreercerveecneencnnennnn.

e) Education: .......viiiiniininnnn.

£)  Occupation : ....oeeevvevieeeirernneroenenens

Monthly Income : .....ccoocvviriiirnnns
Gender: Male/Female : ..............
Marital status : .....oooeevvvereecieennee.
AdAress ..o
Contact NO. & .oovvreeeeieeircennieens

Format for Nutritional Assessment and identification of Nutritional deficiencies

Areas of Assessment

Findings

Management/Report

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

416 ——



Activity-3: Nutritional Assessment and Assessment of Nutritional

Deficiencies- (CHC-2)
Name of the Health Facilify ....uiaiisiississiasivirsisossasssssossanssasse | § 11 7
Date 0f ReZISIAtION: .....ccoeuereeraereereseeeseeseseseneseseneesees Registration NO. ....ccocerevierierieenn

Identification Data:

A)  NAME : coiieciieiiie e seee e ees st e sre e sree e e snes g) Monthly Income: ....coccoovvvennen.
b) Relationship with head of family: ....................  h) Gender: Male/Female : ..............

€) AZC: e 1) Marital status : ...oooovvveeviiniieenen.
d) Religion :.....cccoveeeneeevneeereecieeennen. 1) Address : oo
e) Education:.......ccccoevreirvieeiineennne. k) Contact NO. : covevvvrveeerieriveeenen.

£)  Occupation : .....cvvvverireenrrmrcrerieronen
Format for Nutritional Assessment and identification of Nutritional deficiencies

Areas of Assessment Findings Management/Report

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

|/ A



Activity-3: Nutritional Assessment and Assessment of Nutritional

Deficiencies (PHC-1)

Name of the Health Facilify ....uiaiisiississiasivirsisossasssssossanssasse | § 11 7

Date 0f ReZISIAtION: .....ccoeuereeraereereseeeseeseseseneseseneesees Registration NO. ....ccocerevierierieenn

Identification Data:

a)

Name : oovevvviiieeeeenn,

b) Relationship with head of family: Self/Wife/Son/Daughter/Any other ...........cccoeeevueereennee
C)  AZe: e g) Monthly Income : ...
d)  Religion : .ciciieiicreeceesresresnseneans h) Gender: Male/Female.: ..............
e) Education: .....cococovvvieciiriieceirinnn. i) Marital status : ......cccoveevevvrreennen.
1) IOEBEPAEONY e ) o (o ;- e e re————
k) Contact NO.: ..oeereerieeeeereeeeeens
Format for Nutritional Assessment and identification of Nutritional deficiencies
Areas of Assessment Findings Management/Report

(Attach additional sheets if required)

Signature of the Academic Counsellor /Supervisor

o | .. (SO



Activity-3: Nutritional Assessment and Assessment of Nutritional

Deficiencies (PHC-2)

Name of the Health Facility Date:

Plate 6F ReGISIFARON: ..o LT T 1T 0] 1 B o S ——

Identification Data:

B) AR s R S e R S R T T
b) Relationship with head of family: Self/Wife/Son/Daughter/Any other .........ccccoieiiiiinnees
6] APETssrnanaaarna g) Monthly Income: ......ccoeeerieeneee
d) REREoN: wewrnrnrurnmsnsnsie h) Gender: Male/Female : ..............
&) Edichlion ! memmmmmmnmarsis i) Marital status: ....covvvviiiiiiiiiinnn
) Occupation : .......cccoevivirrecrieerneernnenn, 1) Address : .oooivevieevieeieeieeeenn
I} COMHEENG L
Format for Nutritional Assessment and identification of Nutritional deficiencies
Areas of Assessment Findings Management/Report

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

O -1



Activity-3: Nutritional Assessment and Assessment of Nutritional

Deficiencies (SC-1)
Name of the Health Facility Date:
Bale o RePisration: wousamsnan s s s s i Registigtion NO. coananaenmnons

Identification Data:

a)
b)
c)
d)
e)

)

255 =< ST

Relationship with head of family: ....................

ARE cammnnR R

e L )
Education : ......coooeeieiiiieiieiiecee
OCCUTALION & cvommmmssmmsamvessossens

Format for Nutritional Assessment

g)
h)
i)
i)
k)

MOnthIyTACOME &
Gender: Male/Female : ..............

Marital Status : ....eoevevererereseeeseeens
Address & oo

COBEEEING. cssssssssvesmrms

and identification of Nutritional deficiencies

Areas of Assessment

Findings

Management/Report

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

-3 ()



Activity-3: Nutritional Assessment and Assessment of Nutritional

Deficiencies (SC-2)
Name of the Health Facility Date:
Date ol Begisiraion:: cawmmmnmsmsmmaseasememes Registration NOL «oswssmssmmsmssissamns

Identification Data:

)  NHIET st s s i s s G T s s s S tss
b) Relationship with head of family: Self/Wife/Son/Daughter/Any other ..........cococveiiiirnnne.
C) AP g) Monthly Income : .....coierniiraienans
) REHBION: wonmsammnvasssassasais h) Gender: Male/Female:: ..............
&) Educalion’: cnenanenananankea i) Marital status : ...vvviiiiiiiiiiininn,
)  Occupation : .......ccvveervereererererereinnns 1) AdAress : .oveeeveeeeeiererereeeene

k) Contact NO. : cooveviieriieeiiensinnansnns

Format for Nutritional Assessment and identification of Nutritional deficiencies

Areas of Assessment Findings Management/Report

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

- &



Activity-4: Organising and Conducting Special Clinics

(PSC/DH-1)
Guidelines: Refer:
e participate in organising and counselling special clinics at various | Block: 1

health facilities such as DH/CHC/PHC/SC Unit: 4
e observe the activities being carried out in each special clinic by CHO-0003

various health functionaries as per the format given below (A)
e participate and carry out the activities in various special clinics
e fill up the information give in the following format (B)
e refer Unit 4 Block 1 CHO-0003 for the details of the activities
Identification Data:
) INBIACT s s s T e s e T L B T S B W A
b) Relationship with head of family: ............c...ce.... g) Monthly Income : .......ccccceeinennns
C)  ALE: . h) Gender: Male/Female : ..............
d) REGION: sovsnsssnsnss i) Marital status': vnnmans
e) EBducation': ..uswswsmsnminminmis 3)  ABDRSET wasmmsisons
f)  Occupation : ......cccoevveviveiiieiiecieenne k) Contact NO. ¢ ceoveveveeeeeeeieeeieeeieees

A) Format for various activities to be carried out at Special Clinics — NCD Clinics

Health Facility Services

Sub-centre 1) Health promotions for behaviour change

2) “Opportunistic” Screening Using B.P measurement and blood
glucose by strip method

3) Referral of suspected cases to CHC

CHC 1) Prevention and health promotion including counselling

2) Early diagnosis through clinical and labouratory investigations
(Common lab investigations: Blood Sugar, Lipid profile, ECG,
Ultrasound, X ray etc.)

3) Management of common CVD, diabetes and stroke cases (out-
patient and in patients.)

4) Home based care for bed ridden chronic cases

5) Referral of difficult cases to District Hospital/higher health care
tacility.




District Hospital 1) Early diagnosis of diabetes, CVDs, Stroke and cancer
2) Investigations:
e Blood Sugar,
e Lipid Profile,
e Kidney Function Test (KFT),
e Liver Function Test (LFT),
e ECG, Ultrasound,
e Xray,
e (Colnoscopy,
e  Mammography etc. (if not available, will be outsourced)

3) Medical management of cases (outpatient, inpatient and
intensive care)

4) Follow up and care of bed ridden cases
5) Day care facility
6) Referral of difficult cases to higher health care facility

7) Health promotions for behaviour change

Format for Activities
District Hospital (DH)

S.No. Activity Findings Management/Referral

1) Opportunistic Screening

2) Detailed Investigation

3) Outsourcing of Certain Laboratory
Investigations

4) Out-patient and In-patient Care




5) Day Care Chemotherapy Facility

6) Home-based Palliative Care

7) Referral & Transport Facility to
Serious Patients

8) Health Promotion

9) Training

10) | Data Recording and Reporting




Human Resources requirement

e  Doctor (specialist in Diabetology/Cardiology/M.D Physician)

e Medical Oncologist

e Cytopathologist

e (Cytopathology Technician

e Nurses (4): 2 for Day Care, One for Cardiac Care Unit, one for O.P.D
o  Physiotherapist

e Counsellor

o Data Entry Operator

e (Care Coordinator

Community Health Centre (CHC)

S.No. Activity Findings Management/ Referral

1) Screening of NCD

2) Prevention and Health Promotion

3) Laboratory Investigations

4) Identification and Management

5) Home-based Care

6) Referral

7) Data Recording and Reporting




T
Primary Health Centre (PHC) and Sub-Centre (SC)

S.No. Activity Findings Management/ Reports

1) Home Visits

2) HWC/SC or Village (fixed day/week)

3) Navigation Services

4) Document and Record Maintenance

Format for activity at Family Planning Clinics

S.No. Activity Findings Management/Referrals

1) Observe availability of Manpower in the
clinic and patients or beneficiaries
coming for availing services.

Methods of creating awareness among
the beneficiaries.

e The proper spacing and limitation
of births

e Advice on sterility
e Education for parenthood
e Sex education

e Screening for pathological
conditions related to the
reproductive system (cervical
cancer)

EE——————————— (S ——



e Genetic counselling

e Premarital consultation and
examination

e Carrying out pregnancy tests

e Marriage counselling

e The preparation of couples for
the arrival of their first child

e Providingservices for unmarried
mothers

e Teaching home economics and
nutrition

e Providing adoption services

o These activities vary from country
to country to national objectives and
policies with regard to family
planning this is the modern concept
of family planning.

2) Observe and participate in maintaining
register

Maternal and Child Health Clinic

1) e All newly registered mothers

e Mothers showing signs of toxemia,
bleeding, anaemia or other
abnormalities.

e Mothers with history of
complications.

e Primigravidae.

e Mothers who have had more than
five pregnancies.

e Take the history of past and present
health, complaints and pertinent
facts about family conditions
including history of treatment or
exposure to syphilis, tuberculosis,
leprosy or other communicable
diseases.

o Make tests for haemoglobin,
urinalysis, blood pressure, and take

O .



pelvic measurements. Collect
specimen for the labouratory such as
stool, blood for syphilis and malaria
smear.

e Observe and record signs and
symptoms of deviation from normal.

e Obtain and record reports of
labouratory and other tests.

e Weigh each mother and take
temperature if indicated.

e Note diet and nutritional status.

Adolescent Wellness Clinic

1) 1) Clinical Services
ii) General Examination.
e Nutrition advice,

e Detection and treatment of
anaemia.

e Easy and confidential access to
medical  termination of

pregnancy.
e Antenatal care and advice
regarding child birth.

e RTIS and STIS detection and
treatment.

e HIV detection and counselling.

e Treatment of psychosomatic
problems.

e De-addiction
e QOther health concerns.
ii1) Counselling Services

iv) Scheme for Promotion of Mental
Health

v) Scheme for Promotion of Menstrual
Hygiene among Adolescent Girls in
Rural India

vi) Preventive Health Checkups and
Screening for Diseases, Deficiency
and Disability

L



vii) Health Problems

viii) Reproductive Health Problems
ix) Behavioural Problems

x) Nutritional Problems

Priority Intervention under NRHM
and RCH

e Adolescent nutrition; iron and folic
acid supplementation

e Facility-based adolescent
reproductive and sexual health
services (Adolescent health clinics)

e [nformation and counselling on
adolescent sexual reproductive
health and other health issues

e Menstrual hygiene
e Preventive health checkups
Oral Health Clinics

1) o Regular Dental Checkups of
individuals and diagnosis at primary
level.

e Preventive services by health
education of individuals, groups,
families.

e Interceptive and curative services to
the community at large and school
children.

e Referral to the dental clinics at
tertiary level if required.

e History - Present illness / Psychiatric
and medical history / AOD /
Psychosocial/Developmental
History (Personal History) / Social
History / Family History

e Comprehensive  Assessment-/
History/Psychosocial/
Developmental and Personal
History/Mental State/Cognitive
Assessment/ Substance Use
Medical/Biological — Physical
Assessment /Risk

..



Assessment Findings Management Referral

Investigations as required -blood and urine For
nervous system problem — EEG, MRI/ CT Scan
For other problems — thyroid function test,
electrolyte levels and toxicology screening

Mental Status Examination

Appearance and behaviour/Hair and eye colour,
ethnic origin, stature and posture./ grooming,
hygiene, clothing

Facial characteristics: furrowing of brow, tear-
rimmed eyes facial expression and eye contact./
kempt or unkempt, personal hygiene standards
(including body odour)

General behaviour of the patient: disinhibition,
psychomotor retardation, any sign of response
to hallucinatory experiences.

Patient’s response to the strange situation of the
interview Motor behaviour : Agitation,
repetitive behaviour tremors, restless Reaction
to situation: hostile, friendly, withdrawn,
uncommunicative

Rapport building with patient and his/her family
members

Speech : Relates to the physical aspects : rate/
volume/quantity of information supplied

Mood : Different aspects of mood

Affect: Observe : Normal / Restricted /Decrease
in intensity and range of emotional expression /
Blunted - Severe decrease in intensity and range




Thought : Form of Thought Assessed by what
and how the person saysAmount of thought
produced -poverty of thought/ flight of ideas

Continuity of ideas : Logical flow of ideas,
ability to stick with the topic/ circumstantial,
tangential, thought blocking

Disturbances in language: use of words that
do not exist or incoherent conversations/
neologisms, word approximations

Perception : Record any abnormalities in the
way in which the patient perceives the world

Cognition : Whether the patient is oriented in
time, person and place. Level of Consciousness/
Memory Orientation/Concentration/Abstract
thoughts/Judgement

Insight : The individuals awareness /
understanding of their situation

Depressive disorders

Sad and irritable/Feelings of restlessness/
Lethargy/Distractibility Feels hopeless and
empty/Weight loss or gain/Inability to sleep/
excessive sleep/Feelings of worthlessness or
excessive guilt/Recurrent thoughts of death/
Suicidal thoughts or plans

Physical symptoms like non specific pains,
marked loss of interest or pleasure

Anxiety Disorders

Excessive fear to real or perceived threat/
Specific fears/phobias - fear of heights, flying
or public speaking/ Generalised feelings of
worry and tension
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Attention Deficit Hyperactivity Disorder
(ADHD)

Children - less attentive in class and cannot
focus on the task given/Difficulty in controlling
behaviour/Hyperactive/Poor performers/Easily
distracted/Talk excessively/Adults - extremely
distractible and have difficulties with
organisation

Bipolar and Related Disorders

Sudden mood swings/Behavioural changes -
fatigue or loss of energy/Sudden significant
weight changes/Complaining about pain/
Suicidal thoughts or plans

Disruptive, Impulse Control, and Conduct
Disorders

Problem with control on their emotions or
behaviour

Oppositional Defiant Disorder (ODD)

Excessive  anger/irritability/ Argumentative/
defiantbehaviour/Vindictiveness/Lose  their
temper/Frequently pick up fights/Resentful/
Easily get annoyed/ Refuse to comply with rules/
Argumentative/Deliberately annoy others or
blame others

Conduct Disorder(CD)

Disrupt the social norm/Aggression to people
andanimals/ Destruction of property/Serious
violations of rules

Obsessive-Compulsive and Related
Disorders (OCD)

Unwanted thoughts, urges, or images/Repeats
behaviour ritualistically

- _ys



Schizophrenia

Delusions of false and persistent beliefs/
Hallucinations/Disorganised speech/Grossly
disorganised behaviour/Disillusionment with
life -stay isolated, not motivated and speaks
infrequently

Trauma- and Stress-Related Disorders

Flashbacks or recurring upsetting dream/
Upsetting memories/ Psychological
disturbances/ Avoidance of stimuli associated
with the traumatic event/Mood changes/
Changing a personal routine/Getting tense

Substance Abuse

Findings Action Taken

e Typeofdrug

e Frequency of use

e Average daily intake — no. injections/day

¢ Duration of this episode, time and date of
last use

e Signs and symptoms when you stop
substance intake

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor



Activity-4: Organising and Conducting Special Clinics

(PSC/DH-2)
Identification Data:

a) Name: ....coeveennn TP UOPP TP SPPOPPPN e U ORSTPPR
b) Relationship with head of family: ............cccooeve. g) Monthly Income : .......cooeevrernee
) AFE s h) Gender: Male/Female : ..............
d) Relgon: «awnummmmsmsmsamas 1) Marital status : .ooooovevvvevieiiieieen.
e) Education : ... 1) Adress : oo
f) ©Oeenpalion Lrsnsnarnmrrsnmaass i) Contact NG swenonsonmass

Format for various activities to be carried out at Special Clinies — NCD Clinies

Health Facility Services

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor
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Activity-4: Organising and Conducting Special Clinics

(CHC/-1)
Identification Data:
BY  DNBIIBLY s s s DS B S A A B A S
b) Relationship with head of family: ................c..... g) Monthly Income : ......ccccooeienenne.
€) AL .iireieienrirnenerenres h) Gender: Male/Female: ..............
4] BEIEON! sosssnsnsasasasmEmsg i) Marial statos: e
)] EBAEHHON: .causnannnnauanssn I ¢ oL R
f)  Occupation @ ......ccevvieiiiiieiiiciiecns k) Contact NO. ¢ oo,

B. Format for various activities to be carried out at Special Clinies — NCD Clinics

Health Facility Services

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor
e R



Activity-4: Organising and Conducting Special Clinics

(CHC/-2)

Identification Data:
a)  NAME © e e R A SRS P SN RSP SS A
b) Relationship with head of family: ............cccooeve. g) Monthly Income : .......cooeevrernee
) AFE s h) Gender: Male/Female : ..............
d) Relgon: «awnummmmsmsmsamas 1) Marital status : .ooooovevvvevieiiieieen.
e) Education : ... 1) Adress : oo
f) ©Oeenpalion Lrcnsnanmmmnannes i) Contact NG swenvoneonmass
C. Format for various activities to be carried out at Special Clinics — NCD Clinics

Health Facility Services

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

(X



Activity-4: Organising and Conducting Special Clinics

(PHC/-1)

Identification Data:

) TR A 1 (S S SOU PR
b) Relationship with head of family: .............c........ g) Monthly Income : .......ooocvrernee
) APEEesnsmesnesn h) Gender: Male/Female : ..............
d) REBGON: v 1) Marital status @ .oooveveveiiiiiiiieeeeee.
e) Education: .....ccoccooviiniiniiniinneinnnns 1) AdAress : oo
f) Oeeubation Luvnnmenarnrarnas k) Contact NG senonsowmass

Format for various activities to be carried out at Special Clinies — NCD Clinies

Health Facility Services

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

e (7



Activity-4: Organising and Conducting Special Clinics

(PHC/-2)
Identification Data:
A)  NAME © e e e s sre s e s sene e e e s e s sannaens SRR OEOOSOPPSTRTSTP
b) Relationship with head of family: ............cccooeve. g) Monthly Income : .......cooeevrernee
) AFE s h) Gender: Male/Female : ..............
d) Relgon: «awnummmmsmsmsamas 1) Marital status : .ooooovevvvevieiiieieen.
e) Education : ... 1) Adress : .oooiiiiiiiieieces
f) ©Oeenpalion Lrcnsnanmmmnannes i) Contact NG swenvoneonmass

Format for various activities to be carried out at Special Clinies — NCD Clinies

Health Facility Services

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

L



Activity-4: Organising and Conducting Special Clinics

(SC/-1)
Identification Data:
A)  NAIMNIC © it et e e r e e e n e sh e na e n e
b) Relationship with head of family: .............c........ g) Monthly Income : .......ooocvrernee
) APEEesnemesnemesm h) Gender: Male/Female : ..............
d) REBGON: v 1) Marital status @ .oooveveveiiiiiiiieeeeee.
e) Education: .....ccoccooviiniiniiniinneinnnns 1) Adress : .oooiiiiiiiieieces
f) Oeeubation Luvnnmrnarnrarean k) Contact NG senonsowmass
D. Format for various activities to be carried out at Special Clinics — NCD Clinics

Health Facility Services

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor
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Activity-4: Organising and Conducting Special Clinics

(SC/-2)
Identification Data:
a)  NAME © e e R A SRS P SN RSP SS A
b) Relationship with head of family: ............cccooeve. g) Monthly Income : .......cooeevrernee
) AFE L resnnemasns h) Gender: Male/Female : ..............
d) Relgon: «awnummmmsmsmsamas 1) Marital status : .ooooovevvvevieiiieieen.
e) Education : ... 1) Adress : .oooiiiiiiiieieces
f) ©Oeenpalion Lrcnsnanmmmnannes i) Contact NG swenvoneonmass
E. Format for various activities to be carried out at Special Clinics — NCD Clinics

Health Facility Services

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

() A



Activity-5:

Investigation of an Qutbreak (PSC/DH-1)

Guidelines:

Follow the steps of investigation of an epidemic / disease outbreak in your area as per guidelines

given in theCHO-0003 Refer:

e identify and estimate the number of cases affected glno.il\:;l

e prepare epidemic curve of the disease outbreak CHO-0003

e fill up epidemiological case sheet as per the example given in log book below

e prepare report of the epidemic occurrence

e check the available records if required to fill up the epidemiological case sheet.

Name of the Health Facility Date: .......

Diaté of REgISTalioN: sunvnvmananansnroaaansnnme Registration No& suammvammmemiae

Identification Data:
) INAIIIC © oiiiiiiieieie ittt ee e ee s ee et r e st e e s es bbb s et e s st st a e et e e e s e st e e et e e e e e nab e

b) Relationship with head of family: ............c..cooe.
G NPT o aiea o
) RElgon) seasususncuamemmmsig

e) Education : ......ccococoviiieiiiiiiiiiiinienn

1) CCBHPALON | vsinsiams s s

g) Monthly Income : .......cooeeiiininiane
h) Gender: Male/Female : ..............

Marital status & ....occoieviiiniiiiiiinnnns

PN (6 ) {1

k). ContactNO: ! suavauauasnanins

Investigation of an outbreak

Steps

Findings and Reporting

Ensure existence of outbreak

Confirm Diagnosis with the help of
authorised health professional

Estimate the Number of Cases

Analyse the data in terms of Time, Place
and Person

Determine who is at risk of contracting the
disease

71



Prepare Written Report

Epidemiological Case Sheet

S.No. | Details Findings Management/Referral
1 Identification No.
2) Date and time
3) Name
4) Age
5) Sex
6) Address: Residence, workplace
separately

7) Contact No:

8) Symptoms present, Date and time of
onset:

9) Source of water supply- Tap/ hand
pump/ well/ river/ ponds/ natural water
body/ etc.History of travel outside/
History of intake of food items outside
house, items taken/Any medication
taken and names/Any labouratory
investigations: check and note based
on available records/Family members
list with age, sex, any family member
suffering from the infection, their onset
day and time

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor



Activity-5: Investigation of an Qutbreak (PSC/DH-2)

Name of the Health Facility Date:

Identification Data:

) INTRIREC TS vt s A A A A A A B A2 R R S
b) Relationship with head of family: ..........c...cc....... g) Monthly Income : ........ccoeevneen.
C)  AZE: ., h) Gender: Male/Female: ..............
d) ReEhgon’ cunununwnwannsannnn R S 51 L ——
€) EduSalOn: o 1) ABAERYT . v
f)  Occupation : ......cocveeerevnrreareriereereennns k) Contact NO. ! .ooovvevveeeeeeerieenee
Investigation of an outbreak
Steps Findings and Reporting

Ensure existence of outbreak

Confirm diagnosis with the help of
authorised health professional

Estimate the number of cases

Analyse the data in terms of Time, Place
and Person

Determine who is at risk of contracting the
disease

Prepare written report

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

L



Activity-5: Investigation of an Outbreak (CHC-1)

Identification Data:

B  INAIIET o i o e e s T e s e S S e T A R T T e
b) Relationship with head of family: ............coceeeeee. ) Monthly Income : ..oovviviiiiininnnn
€)  ALe: i h) Gender: Male/Female: ..............
d) RELGIONT crasmamanininaniniog i) Marital status : ......cooveicininnnnnn
) BAUeARIN s )Y Va0 S ————— R
f)  Occupation : ......cocevviircnieinieeiiennens k) Contact NO. : cooovveeiriirieiiineecnns
Investigation of an outbreak
Steps Findings and Reporting

Ensure existence of outbreak

Confirm diagnosis with the help of
authorised health professional

Estimate the number of cases

Analyse the data in terms of Time, Place
and Person

Determine who is at risk of contracting the
disease

Prepare written report

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

| /J A



Activity-5: Investigation of an Outbreak (CHC-2)

Name of the Health Facility Date:

Identification Data:

A)  INAMEE s o v S S S R T e e S B R T
b) Relationship with head of family: ...........oceeeeee. g)  Monthly Income : ..ovevviiverinnennnn.
€)  AZe: . h) Gender: Male/Female: ..............
d) FREUEION ! ssususasusnsnsmimms D) NBEMalSEns: o
©) EduBaHO e 1) BAMEEE T s
) Occupation : ..cooveevveviveriirsineeennennnn k) Contact NO. @ vevevirviereeiiiireeiiins
Investigation of an outbreak
Steps Findings and Reporting

Ensure existence of outbreak

Confirm diagnosis with the help of
authorised health professional

Estimate the number of cases

Analyse the data in terms of Time, Place
and Person

Determine who is at risk of contracting the
disease

Prepare written report

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

|~ L



Activity-5: Investigation of an Qutbreak (PHC-1)

Identification Data:

B  INAIIET o i o e e s T e s e S S e T A R T T e
b) Relationship with head of family: ............coceeeeee. ) Monthly Income : ..oovviviiiiininnnn
€)  ALe: i h) Gender: Male/Female: ..............
d) RELGIONT crasmamanininaniniog i) Marital status : ......cooveicininnnnnn
) BAUeARIN s 1) AR s
f)  Occupation : ......cocevviircnieinieeiiennens k) Contact NO. : cooovveeiriirieiiineecnns
Investigation of an outbreak
Steps Findings and Reporting

Ensure existence of outbreak

Confirm diagnosis with the help of
authorised health professional

Estimate the number of cases

Analyse the data in terms of Time, Place
and Person

Determine who is at risk of contracting the
disease

Prepare written report

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor
| A



Activity-5: Investigation of an Outbreak (PHC-2)

Name of the Health Facility Date:

Identification Data:

A)  INAMEE s o v S S S R T e e S B R T
b) Relationship with head of family: ...........oceeeeee. g)  Monthly Income : ..ovevviiverinnennnn.
€)  AZe: . h) Gender: Male/Female: ..............
d) FREUEION ! ssususasusnsnsmimms D) NBEMalSEns: o
©) EduBaHO e 1) BAMEEE T s
) Occupation : ..cooveevveviveriirsineeennennnn k) Contact NO. @ vevevirviereeiiiireeiiins
Investigation of an outbreak
Steps Findings and Reporting

Ensure existence of outbreak

Confirm diagnosis with the help of
authorised health professional

Estimate the number of cases

Analyse the data in terms of Time, Place
and Person

Determine who is at risk of contracting the
disease

Prepare written report

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

| /L



Activity-5: Investigation of an Qutbreak (SC-1)

Identification Data:

B  INAIIET o i o e e s T e s e S S e T A R T T e
b) Relationship with head of family: ............coceeeeee. ) Monthly Income : ..oovviviiiiininnnn
€)  ALe: i h) Gender: Male/Female: ..............
d) RELGIONT crasmamanininaniniog i) Marital status : ......cooveicininnnnnn
) BAUeARIN s 1) AR s
f)  Occupation : ......cocevviircnieinieeiiennens k) Contact NO. : cooovveeiriirieiiineecnns
Investigation of an outbreak
Steps Findings and Reporting

Ensure existence of outbreak

Confirm diagnosis with the help of
authorised health professional

Estimate the number of cases

Analyse the data in terms of Time, Place
and Person

Determine who is at risk of contracting the
disease

Prepare written report

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor
.



Activity-5: Investigation of an Outbreak (SC-2)

Name of the Health Facility Date: ...

Identification Data:

A TR, camanmnneio o s R s L S BTN T A TS A SN
b) Relationship with head of family; ........cccocvvvennns g) Monthly Income : ......covevereervenns
€] AP csisrsisisTTss h) Gender: Male/Female : ..............
d) REHGIONT wvnvmmumsumsumsusmsussvans s 1) Marital StAtus': . cericnimsmssamsans
e) Education : ......coocevvviieeviiiiiiiinnnienn, 1) Address © .oviviivererieeceee
1) OOUPANOD, 7 .oiiseiieit it miaiboribsribesss k) Contact NO. T .ocieiioriorisiibsiiieis
Investigation of an outbreak
Steps Findings and Reporting

Ensure existence of outbreak

Confirm diagnosis with the help of
authorised health professional

Estimate the number of cases

Analyse the data in terms of Time, Place
and Person

Determine who is at risk of contracting the
disease

Prepare written report

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

=&



Activity-6: Identification and Appropriate Management of
Communicable Diseases (PSC/DH-1)

Guidelines: Refer:

e select two patients / cases for identifying communicable diseases CHO-0001
e take history of the patient ﬁ:?.{t:k]i

e  assess signs and symptoms indicating any communicable disease ggg(':ogm
e identify the problems based on signs and symptoms Unit: 2

e take the action as per guidelines in practical manual

e record the findings

Name of the Health Facility Date:

Identification Data:

A) NEHEY cinvaanmnmmmm s i s S s o S T S S e R P S
b) Relationship with head of family: ............c.c........ g) Monthly Income : .......occvveevneeene.
) APBLsenanraanaia h) Gender: Male/Female : ..............
d)  ReliZion @ eeceeererereeerererrerenescaneenes 1) Marital Status @ voeeeeeeereeesecenenens
e) Education : ...ooocoooiiiiieieeieireeriinns 3 ARSI s
T}  QCOUDAION. |, iisrineiiionissriioniismsnmiingy k) CoORfactiNOL ¢ toeioieii s iiaiise it
Guidelines for Assessment Findings Management/Referral

History of present illness
History of past medical illness

Family h/o medical illness

Malaria :
Attacks of fever, every 3 or 4" day
with three stages:

Cold Stage:

Headache/nausea/vomiting/chills
with rigors.

Hot Stage:
Headache worsens and temperature
is very hot, lasts for 2-6 hours.

| ()



Sweating Stage:

Temperature drops down to normal
with profuse sweating/jaundice/
anaemia

Kalazar:

Fever/Splenomegaly and
hepatomegaly/ Anaemia/Weight loss
Darkening of skin of face, hands, feet
and abdomen/Lymphadenopathy
Multiple nodular infiltration of skin
usually without ulceration/ painful
ulcers in part of body exposed to sand
fly.

Japanese Encephalitis (JE):

Viral infection presents classical
symptoms similar to any other viral
encephalitis/fever (38-41°C), /
headache/ meningitis or encephalitis.
Severe rigors stupor/ disorientation/
coma/ tremors/ paralysis (generalised/
hypertonia) loss of coordination etc.

Dengue Fever:

Assess for Flu-like symptoms which
lasts for 2-7 days.High Fever (40°C/
104°F) is usually accompanied by at
least two of the following symptoms:
e Headaches

e Pain behind eyes

e Nausea, vomiting

e Swollen glands

e Joint, bone or muscle pains

¢ Rash

(Attach additional sheets if required)

Guidelines for selected diseases have been given you may record if required.

Signature of the Academic Counsellor/Supervisor



Activity-6: Identification and Appropriate Management of
Communicable Diseases (PSC/DH-2)

Name of the Health Facility ........cccccivvinicnisininsniscescnseseresons Date: .......

Identification Data:
4] NAME: s o s T T S T e T R T R T e Ty

b) Relationship with head of family: .............cc..ee....  g) Monthly Income : ....ocovvvviirinnen.

€) AZE . h) Gender: Male/Female : ..............
d) Religion @ ..o 1) Marital status @ ...ooooevveevieieieenn.
) BAutation' siensnsnenswansnnng 1) IO usnsgsnnnns
f) OLUPALON s k) ContattNO.: wuwwanwasmmsss
Guidelines for Assessment Findings Management/Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

- __=sys



Activity-6: Identification and Appropriate Management of
Communicable Diseases (CHC-1)

Name of the Health Facility ........cccccivvinicnisininsniscescnseseresons Date: .......

Identification Data:

d) MNAflE: sorarnsa T R R T R e e e
b) Relationship with head of family: ........cccovvivinnns g) Monthly Income : ......cocecciverivennne
€) AZe: . h) Gender: Male/Female : ..............
d) Religion @ ..o 1) Marital status @ ...ooovvveeeveeeeeee
€) BAUCAION suonnnmnsvsmnnmsesms 1) OO osassnnns
) OCEUPAHIOH 5w k) ContattNG.: s
Guidelines for Assessment Findings Management/Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

- s



Activity-6: Identification and Appropriate Management of
Communicable Diseases (CHC-2)

Name of the Health Facility ........cccccivvinicnisininsniscescnseseresons Date: .......

Identification Data:
4] NAME: s o s T T S T e T R T R T e Ty

b) Relationship with head of family: .............cc..ee....  g) Monthly Income : ....ocovvvviirinnen.

€) AZE . h) Gender: Male/Female : ..............
d) Religion @ ..o 1) Marital status @ ...ooooevveevieieieenn.
) BAutation' siensnsnenswansnnng 1) IS ossnsnnnnanase
f) OLUPALON s k) ContattNO.: wuwwanwasmmsss
Guidelines for Assessment Findings Management/Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

<A



Activity-6: Identification and Appropriate Management of
Communicable Diseases (PHC-1)

Name of the Health Facility ........cccccivvinicnisininsniscescnseseresons Date: .......

Identification Data:

a) MNafle: sorarn s R T e T R
b) Relationship with head of family: ........cccovvivinnns g) Monthly Income : ......cocecciverivennne
€) AZE: . h) Gender: Male/Female : ..............
d) Religion @ ..o 1) Marital status @ ...ooovvveeeveeeeeee
€) BAUtAION suoannnnassnnnsas 1) IO usnsgsnnnns
) OCUPAIION 5w k) ContattNG.: s
Guidelines for Assessment Findings Management/Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

| 8



Activity-6: Identification and Appropriate Management of
Communicable Diseases (PHC-2)

Name of the Health Facility ........cccccivvinicnisininsniscescnseseresons Date: .......

Identification Data:
d) NAME: s T R T R N T R T R TR

b) Relationship with head of family: .............cc..ee....  g) Monthly Income : ....ocovvvviirinnen.

€) AZE e h) Gender: Male/Female : ..............
d) Religion @ ..o 1) Marital status @ ...ooooevveevieieieenn.
) BAutation' siensnsnenswansnnng 1) IO usnsgsnnnns
f) OLUPALON s k) ContattNO.: wuwwanwasmmsss
Guidelines for Assessment Findings Management/Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

(X



Activity-6: Identification and Appropriate Management of
Communicable Diseases(SC-1)

Name of the Health Facility ........cccccivvinicnisininsniscescnseseresons Date: .......

Identification Data:

a) MNafle: sorarn s R T e T R
b) Relationship with head of family: ........cccovvivinnns g) Monthly Income : ......cocecciverivennne
€) AZE: . h) Gender: Male/Female : ..............
d) Religion @ ..o 1) Marital status @ ...ooovvveeeveeeeeee
€) BAUtAION suoannnnassnnnsas 1) IO usnsgsnnnns
) OCUPAIION 5w k) ContattNG.: s
Guidelines for Assessment Findings Management/Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

| /A



Activity-6: Identification and Appropriate Management of
Communicable Diseases(SC-2)

Name of the Health Facility ........cccccivvinicnisininsniscescnseseresons Date: .......

Identification Data:
d) NAME: s T R T R N T R T R TR

b) Relationship with head of family: .............cc..ee....  g) Monthly Income : ....ocovvvviirinnen.

€) AZE e h) Gender: Male/Female : ..............
d) Religion @ ..o 1) Marital status @ ...ooooevveevieieieenn.
) BAutation' siensnsnenswansnnng 1) IO usnsgsnnnns
f) OLUPALON s k) ContattNO.: wuwwanwasmmsss
Guidelines for Assessment Findings Management/Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

- s



Activity-7: Identification and Appropriate Management of
Non-Communicable Diseases (NCD) - (PSC/DH-1)

Guidelines: Rifei:
e select two patients for identification of NCD CHO-0001
e fill up the community based check list for early identification of lB]:)::k‘ll
NCD as per format given CHO-0003
o assess the risk status for NCD using the check list 3:"‘;"41
e identify signs and symptoms for early detection of NCD as per
the format given
e do the detailed assessment of each NCD
e take appropriate action
e record the findings in appropriate column
Name of the Health Facility Date: .......
Date of Registration: s.susimmmnsisnssnisumuanny Registration No.csvmimnmmmimian
Identification Data:
) R A2 8 0 o (< OSSOSO PSPPSR
b) Relationship with head of family: ..........ccoceeee g) Monthly Income : ........ccoveevnnnnns
C) AZC: .o, h) Gender: Male/Female: ..............
d) EBEgION! suasmnensnsisasisnsg i) Marital status : ........cccoeceiiieiinnaie.
e) Education: .....cooooeevieeiieiiiiiieeneenn. i EROREENEE oveesonsnesevmsvesssssspastos
) Oceupatiaoh Lvmmmnnnsmnsnnin k) Contact No;i sueuananassasas
Format for Risk Assessment
General Information
History of present illness
History of past medical illness
Family h/o medical illness
Part A: Risk Assessment
Question Range Finding | Write
Score
1) What is your age? 30-39 years
(in complete years) 40-49 years
e” 50 years

g | £ ) OO



2) Do you smoke or consume smokeless Never

products such as Gutka; or Khaini? Used to consume in the
past/sometimes now
Daily
3) Do you consume Alcohol daily? No
Yes
4)  Measurement (Abdominal girth) Female | Male

<& cm | <90 cm
80-90cm | 90-100 cm

=90 cm >100 cm

5) Do you undertake any physical Less than 150 minutes
activities for minimum of 150 minutes | in a week
in a weak? At least 150 minutes
in a week

6) Do you have a family history(any one of] No
your parents or siblings) of high blood | Yes
pressure, diabetes and heart disease?

Total Score

A score above 4 indicates that the person may be at risk for these NCDs and needs to be
prioritised for attending the weekly NCD day.

Part B: Early Detection of NCD

Women and Men Findings Management/Referral
Shortness of breath

Coughing more than 2 weeks

Blood in sputum

History of fits

Difficulty in opening mouth
Ulcers/patch/growth in the mouth that has
not healed in two weeks

Any change in the tone of your voice
Women only

Lump in the breast

Blood stained discharge from the nipple
Change in shape and size of breast
Bleeding between periods

Bleeding after menopause

Bleeding after intercourse

Foul smelling vaginal discharge

In case the individual answers yes to any one of the above mentioned symptoms, refer
the patient immediately to the nearest facility where a Medical officer is available.

e )



T
Format for Assessment and Management of NCDs

NCDs Findings Management / Referral

Cardio Vascular Disease (CVD)
Coronary heart disease

Chest pain (angina) Sub sternal pressure
radiating to neck, jaw, arm with duration

<20-30 minutes which may be associated
with dyspnea/palpitations, nausea vomiting.

Mayocardial Infection (MI): Has angina
increased intensity and duration >30 min.
Associated symptoms: Weakness/nausea/
vomiting, sweating/apprehension/anxiety/
sense of impending doom.

Stroke

Sudden onset of the following:

e weakness of one half of body or one part
of body

inability or difficulty in speech
imbalance

blindness

dizziness or spinning

severe headache

Seizures

loss of consciousness
Diabetes

e age of or above 30 years

e overweight (BMI is more than 23kg/m®).

e physically inactive (exercises less than
3 times a week)

e high blood pressure.

e impaired fasting glucose or impaired
glucose tolerance.

e parents/siblings or grand parents have or
had diabetes.

e had diabetes or even mild elevation of
blood sugars during pregnancy.

uncontrolled hyperglycemia

excess thirst/ excess urination/ excess hunger
with loss of weight/frequent infections/ Non-
healing wounds

Raised BMI is a major risk factor for non communicable diseases such as heart disease, stroke,
diabetes; osteoarthritis cancers (including endometrial, breast, ovarian, prostate, liver, gallbladder,
kidney, and colon).

Signature of the Academic Counsellor/Supervisor

| C) |



Activity-7: Identification and Appropriate Management of
Non-Communicable Diseases (NCD) - (PSC/DH-2)

Niame of thie Héalth FRGltV insnimismisnimnisiniig Date: .......

Identification Data:

8) NAMR. s e r s s e T B R e S T e S B oSS A

b) Relationship with head of family: .......................  g) Monthly Income : ........c.ovvvinnnne

€) AZE e h) Gender: Male/Female : ..............
d) Religion @ ..o 1) Marital status @ ...ooooevveevieieieenn.
e) BAication’ sucoummmmmmamss ) e R
5 (D 127011 10 600 0 R k) Contact NO. & coveiereieieieeeiee i,

Format for Assessment and Management of NCDs
NCDs Findings | Management/Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

e S



Activity-7: Identification and Appropriate Management of
Non-Communicable Diseases (NCD) - (CHC-1)

Name of the Health Facility Date: .......

Identification Data:
8 NIRE: s s R TR R S T ras

b) Relationship with head of family: Self/Wife/Son/Daughter/Any other ......cccccovviviviviciieninens

C) APOT s g) Monthly Income : .......ccoeveinnene
d) BBRIOH: wowmnmmmnmmnsmumvm h) Gender: Male/Female: ..............
) EdRERHORY s I )L B L ———
f) OBEHEROH SuvnnsunuicnmnanEs 1) AdAESS s

k) CBRASENG. & vcnsrneninnsssi

Format for Assessment and Management of NCDs

NCDs Findings | Management/Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

EE——————————— ) 3 ————— S ——



Activity-7: Identification and Appropriate Management of
Non-Communicable Diseases (NCD) - (CHC-2)

Name of the Health Facility Date: .......

Identification Data:

8) NER: camisimmrrrr R R G R T
b) Relationship with head of family: Self/Wife/Son/Daughter/Any other ........ccceeevvevivvinnnnn.
B) AP L g) MonthlyIncome: ........ccocveeenneens
d) PREHGIOH ccnmnmironmerassiis h) Gender: Male/Female: ..............
e) EBdutationi: s I )L B L ————
f) OEPEHON ¢ anamranmsnsiasiaia 1) AdAESS s

k) CHHAENG. & vcnincnsmnsenians

Format for Assessment and Management of NCDs

NCDs Findings | Management/Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

.



Activity-7: Identification and Appropriate Management of

Non-Communicable Diseases (NCD) - (PHC-1)

Niame of thie Héalth FRGltV insnimismisnimnisiniig Date: .......

Identification Data:

a)
b)
c)
d)
e)

f)

NIRRT <o consnmmnsvonamss i oaao s o S NS R SRS SO SN R A A AR S R B PSS
Relationship with head of family: Self/Wife/Son/Daughter/Any other .........coecvveerieeriennee
ALE . corienirrerieninneens g) Monthly Income : ....ccccovvevvcrennns
Religion ... h) Gender: Male/Female : ..............
Education : ......ocooviviiiiiiiiiisiiiiiinnnns 1)  Marital status @ ....ooooviiiieiiiiinnenns
Occupation : .......cocvevcerernnnieinenn. 1) Address : ...

k) Contact NO. : ..oovievieireeereeerene e

Format for Assessment and Management of NCDs

NCDs Findings | Management/Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

. A



Activity-7: Identification and Appropriate Management of
Non-Communicable Diseases (NCD) - (PHC-2)

Niame of thie Héalth FRGltV insnimismisnimnisiniig Date: .......

Identification Data:

A TAITEET cosssvsinrsmmiss snse s R Ry S S e P A s e S S e A
b) Relationship with head of family: Self/Wife/Son/Daughter/Any other ........ccceeerveereervecennes
€) AZE: . g) Monthly Income : ....ccccovvevvcrennns
d) Religion:......cooooiiiiiniiciiiciiciicee. h) Gender: Male/Female: ..............
e) Education: ....ococoviviiiiiiiiiiniieiiinns 1)  Marital status @ ....ooooviiiieiiiiinnenns
f)  Occupation : .......cccooerevrviincirinnnns 1) Address : ...

k) Contact NO. : .oooveievrevieereaereeeee

Format for Assessment and Management of NCDs

NCDs Findings | Management/Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

A



Activity-7: Identification and Appropriate Management of

Non-Communicable Diseases (NCD) - (SC-1)

Niame of thie Héalth FRGltV insnimismisnimnisiniig Date: .......

Identification Data:

a)
b)
c)
d)
e)

f)

NIRRT <o connmmnsvnanss i e s o S SN TR SRS SO SN R A G AR S R S B P T R RS
Relationship with head of family: Self/Wife/Son/Daughter/Any other .........coecvveerieeriennee
ALE . corienirrerieninneens g) Monthly Income : ....ccccovvevvcrennns
Religion ... h) Gender: Male/Female : ..............
Education : ......ocooviviiiiiiiiiisiiiiiinnnns 1)  Marital status @ ....ooooviiiieiiiiinnenns
Occupation : .......cocvevcerernnnieinenn. 1) Address : ...

k) Contact NO. : ..oovievieireeereeerene e

Format for Assessment and Management of NCDs

NCDs Findings | Management/Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

O ———————— G| ()7 O  ————————————————————————



Activity-7: Identification and Appropriate Management of
Non-Communicable Diseases (NCD) - (SC-2)

Name of the Health Facility Date: .......

Identification Data:

8) NER: i S R T G T
b) Relationship with head of family: Self/Wife/Son/Daughter/Any other .........cccevveviivininnen.
B) A s g) MonthlyIncome: ........ccocveeenneens
d) PREHGIOH ccnmnmironmerassiis h) Gender: Male/Female: ..............
e) EBdutationi: s I )L B L ————
f) OEPEHON ¢ anamranmsnsiasiaia 1) AdAESS s

k) CHHAENG. & vcnincnsmnsenians

Format for Assessment and Management of NCDs

NCDs Findings | Management/Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

EE—————— () 8, ————— S ———



Activity-8: Social Mobilisation Skills (PSC/DH-1)

Guidelines:
e visit the selected community Refer:
e indentify the problems Block: 1
_ _ o Unit: 5
e write down the process of social mobilisation adopted CHO-0003

e prepare the report

Identification Data:
A) INIIOB S i s i o P e e b e S A A R R et TR s

b) Relationship with head of family: Self/Wife/Son/Daughter/Any other ...........cccevivevieannne

C) AL g) Monthly Income: ......ccoceerivnnnens
d) REREoN: cwrnsnrernasnsnsiens h) Gender: Male/Female : ..............
8} BARASEES s 1)  Maral SIS s
1), OESBAHGH e - Vo o e ——

| T 601 £: Vo1l [ o SR

Guidelines Findings | Management and Referral

Indentify general and specific problems of
the community

Creating awareness about problem

Preparation of awareness material

Community participation and responsibility/
ownership in planning and implementing
the programme

Empowerment of community

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

| ) A



Activity-8: Social Mobilisation Skills (PSC/DH-2)

Identification Data:

B INEERET wmmnsron s s o e 0 R 0 A A B T TS S PR R
b) Relationship with head of family: Self/Wife/Son/Daughter/Any other ..........c.cccoveverirevenen.
€) AZE . g) MonthlyIncome: ......ccocovvrnnene.
d)  Religion ..o h) Gender: Male/Female: ..............
e) Education: ......cocooeiiiiiiiiiiiiiiinienn i)  Marital Status  .ocovveeiieiiiiiiieienn.
f)  Occupation & .....ccoceevieviiiiiieiieaieene §)  Address :...ooooviiiiiniiiieceees
k) Contact NO. : oovviveiieeciireeirienen
Guidelines Findings | Management and Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

()



Activity-8: Social Mobilisation Skills (CHC-1)

Identification Data:
T £ 1 i (T T ———

b) Relationship with head of family: Self/Wife/Son/Daughter/Any other ..........cccooecvnerivane

€) AZE: . g) Monthly Income: ......ccocovvrnenene.
d)  Religlon i ..o h) Gender: Male/Female: ..............
e) Education: .....coooooviiiiviiiiiiiniinnenn, i)  Marital Status  .ooovveeiieiiieiieenn.
£)  Occupation & ......occevvieviieieeiienieenns §)  Address :...ooooviiiiiniiiieceees

k) Contact NO. : ooeooereeeeieeeeeiieeeens

Guidelines Findings | Management and Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

e 1 ()]



Activity-8: Social Mobilisation Skills (CHC-2)

Identification Data:

A)  INBIRET .o sinnnerann s eSS e o s i s B e s B i e s n eSS e KR st
b) Relationship with head of family: Self/Wife/Son/Daughter/Any other .............ccccieiniie.
) AR i g) Monthly Income : .......ccoeceiennu
d) PBERGON: sunsnsmmsms h) Gender: Male/Female : ..............
) Baucation’; sauauannunnaumii 1) NIEEENSEANR: i
f) Occupation | v 7)) AdIress s
Yy Cortaet N cmmmmammmmsms
Guidelines Findings | Management and Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

()2 O



Activity-8: Social Mobilisation Skills (PHC-1)

Identification Data:
T £ 1 i (T T ———

b) Relationship with head of family: Self/Wife/Son/Daughter/Any other ..........cccooecvnerivane

€) AZE: . g) Monthly Income: ......ccocovvrnenene.
d)  Religlon i ..o h) Gender: Male/Female: ..............
e) Education: .....coooooviiiiviiiiiiiniinnenn, i)  Marital Status  .ooovveeiieiiieiieenn.
£)  Occupation & ......occevvieviieieeiienieenns §)  Address :...ooooviiiiiniiiieceees

k) Contact NO. : ooeooereeeeieeeeeiieeeens

Guidelines Findings | Management and Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

13



Activity-8: Social Mobilisation Skills (PHC-2)

Identification Data:

B INEERET wmmnsron s s o e 0 R 0 A A B T TS S PR R
b) Relationship with head of family: Self/Wife/Son/Daughter/Any other ..........c.cccoveverirevenen.
€) AZE . g) MonthlyIncome: ......ccocovvrnnene.
d)  Religion ..o h) Gender: Male/Female: ..............
e) Education: ......cocooeiiiiiiiiiiiiiiinienn i)  Marital Status  .ocovveeiieiiiiiiieienn.
f)  Occupation & .....ccoceevieviiiiiieiieaieene §)  Address :...ooooviiiiiniiiieceees
k) Contact NO. : oovviveiieeciireeirienen
Guidelines Findings | Management and Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

()



Activity-8: Social Mobilisation Skills (SC-1)

Identification Data:
T £ 1 i (T T ———

b) Relationship with head of family: Self/Wife/Son/Daughter/Any other ..........cccooecvnerivane

€) AZE: . g) Monthly Income: ......ccocovvrnenene.
d)  Religlon i ..o h) Gender: Male/Female: ..............
e) Education: .....coooooviiiiviiiiiiiniinnenn, i)  Marital Status  .ooovveeiieiiieiieenn.
£)  Occupation & ......occevvieviieieeiienieenns §)  Address :...ooooviiiiiniiiieceees

k) Contact NO. : ooeooereeeeieeeeeiieeeens

Guidelines Findings | Management and Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

()



Activity-8: Social Mobilisation Skills (SC-2)

Identification Data:

A)  INBIRET .o sinnnerann s eSS e o s i s B e s B i e s n eSS e KR st
b) Relationship with head of family: Self/Wife/Son/Daughter/Any other .............ccccieiniie.
) AR i g) Monthly Income : .......ccoeceiennu
d) PBERGON: sunsnsmmsms h) Gender: Male/Female : ..............
) Baucation’; sauauannunnaumii 1) NIEEENSEANR: i
f) Occupation | v 7)) AdIress s
Yy Cortaet N cmmmmammmmsms
Guidelines Findings | Management and Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

1)



Activity-9: Health Education/Counselling (PSC/DH-1)

Select following groups:

e adults (Female/Male) Refer:
e school children Block: 1

. . Unit: 6
e under 5 children and their mothers

CHO-0003

Prepare a plan of health education as per the need. Conduct health
education/counselling sessions. Record the process in your log book
Name of the Health Facility — District Hospital 1

Outline of Health Teaching/Counselling Plan

Topic covered

Type of Group Adults/School Children/Number of group members

PIECE: iisiminimimimiimia i i i i i e i i e e e e e e e e
TS S srararararras DUration. ; s Wssnsoenensnmmmnmms
Persons or Health worker involved :

Supervisor :

Previous experience or knowledge of the Group: Ask the ground and record Teaching Plan

S.No. Objectives Content Teaching Evaluation
Learning
Activity

y)

2)

3)

4)

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

. 10 7



Activity-9: Health Education/Counselling (PSC/DH-2)

Name of the Health Facility — District Hospital Date 2 s

Outline of Health Teaching /Counselling Plan

Topic covered

Type of Group Adults/School Children/Number of group members

PHAEES wsocusicvsumisoisososu o e e i i e o A D e U G S 0
TS sreonavnresnavnaie 5152 o) s T ——
S.No. Objectives Content Teaching Evaluation
Learning
Activity

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

() .



Activity-9: Health Education/Counselling (CHC-1)

Name of the Health Facility — District Hospital Date vneiai

Qutline of Health Teaching /Counselling Plan

Topic covered

Type of Group Adults/School Children/ Number of group members

PLACE! ..ttt et s bbb s e
Time @ oo Duration @ ......ooooeiiciiienene O i e
S.No. Objectives Content Teaching Evaluation
Learning
Activity

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

. 1 ()0



Activity-9: Health Education/Counselling (CHC-2)

Name of the Health Facility — District Hospital Date 2 s

Outline of Health Teaching /Counselling Plan

Topic covered

Type of Group Adults/School Children/ Number of group members

PHAEES wsocusicvsumisoisososu o e e i i e o A D e U G S 0
TS sreonavnresnavnaie 5152 o) s T ——
S.No. Objectives Content Teaching Evaluation
Learning
Activity

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor
| | () |



Activity-9: Health Education/Counselling (PHC-1)

Name of the Health Facility — District Hospital Date vneiai

Qutline of Health Teaching /Counselling Plan

Topic covered

Type of Group Adults/School Children/Number of group members

PLACE! ..ttt et s bbb s e
Time @ oo Duration @ ......ooooeiiciiienene O i e
S.No. Objectives Content Teaching Evaluation
Learning
Activity

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor



Activity-9: Health Education/Counselling (PHC-2)

Name of the Health Facility — District Hospital DAL &isvisvinanss

Qutline of Health Teaching/Counselling Plan

Topic covered

Type of Group Adults/School Children/Number of group members

PLACE! ..ttt et s bbb s e
Time @ oo Duration @ ......ooooeiiciiienene O i e
S.No. Objectives Content Teaching Evaluation
Learning
Activity

(Attach additional sheets if required)
Signature of the Academic Counsellor/Supervisor

2O



Activity-9: Health Education/Counselling (SC-1)

Name of the Health Facility — District Hospital DAte S i

Outline of Health Teaching/Counselling Plan

Topic covered

Type of Group Adults/School Children/Number of group members

PLACET <.ttt st e n et
Time & oo Duration @ .....cocceiecicnnene L0 e
S.No. Objectives Content Teaching Evaluation
Learning
Activity

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor
| ] ] 3



Activity-9: Health Education/Counselling (SC-2)

Name of the Health Facility — District Hospital Date @ aviinesis

Outline of Health Teaching/Counselling Plan

Topic covered

Type of Group Adults/School Children/Number of group members

R AR s s s T e T T T T T R R T R T A e s
TS sasamananananis DURAGON. & s W samnmmmmmma
S.No. Objectives Content Teaching Evaluation
Learning
Activity

(Attach additional sheets if required)
Signature of the Academic Counsellor/Supervisor

O



Activity 10: Recording and Reporting Format (PSC/DH-1)

e  visit a health facility

e observe the records and registers maintained for various activities | Refer:
. Block: 1
e document your findings after completing the activity (such as | ynit: 7/Sec. 7.2.2
household survey etc.) in the formats given below. CHO-0003
Map of the Community
Guidelines: Refer:
Identify the village to be covered for preparing map Block: 1
Unit: 3
Draw the map, mark community resources etc. as explained in Section | CHO-0003

Also read CHO-0001Block 3 Unit 3.

Name of the Health Centre ............ccovocvviiiiiiiinriiiesiieesienranns DATC S siconisanissivssivsussanissvssie

Draw Map in the space given




Village Register
S.No. Content/Steps Findings and
Remarks
1) Number of households
2) The population of each village
3) The population distribution according to age and sex
4) Number of Anganwadi centres with the name
and address of AWWs
5) Number of private practitioners (Allopathic,

Ayurvedic, Homeopathic, RMP etc)

6) Dais in each village (name and address)

7) Schools — location

8) Panchayat Bhawan — Name and address of the
Sarpanch

9) M.S.S/Mahila Mandal members

10) Voluntary organisations, if any

11) Number of deep hand-pumps

Signature of the Academic Counsellor/Supervisor

EE—————————— | | ———— S ——



Household Survey Register Refer:

Block: 1
Unit: 7/Seec. 7.2.3
CHO-0003

S.No Content/Steps Findings and

Remarks

1) Number of eligible couples (ECs)

2) Number of pregnant mothers

3) Number of pregnant mothers registered

4) Number of pregnant mothers registered given full doses of TT

5) Number of births

6) Number of births registered

7 Number of home deliveries

8) Number of home deliveries conducted by TBAs

9) Number of home deliveries conducted by ANM/ LHV

10) Number of deliveries conducted at PHCs/CHCs/ Govt.
hospitals/nursing homes

11) Number of deliveries conducted by private practitioners

12) Number of pregnant mothers referred as high risk cases

13) Number of pregnant mothers who develop any kind of
complication

14) Number of abnormal deliveries

15) Number of abortions

16) Number of low birth weight babies born

17) Number of newborns who had difficulty in breathing
immediately after birth (did not cry immediately)

18) Number of neonatal deaths occurred

19) Any stillborn baby delivered

20) Number of children upto one year of age

- - N - -



21) Number of children below 3 years of age

22) Number of children below 5 years of age

23) Number of children who have had frequent episode of diarrhea

24) Any children referred due to dehydration

25) Number of children who have had frequent attacks ofARI

26) Number of children referred to PHC/hospital fortreatment of
pneumonia

27) Number of children suffering from malnutrition

28) Number of children going to AW centre

29) Number of children completely or fully immunised
0-1 year

upto 3 years

upto 5 years

30) Number of women using oral pills. Women who have
undergone MTP

31) Number of women who got Cu “T” inserted

32) Number of couples using condom

33) Number of women who had accepted sterilisation (tubectomy)

34) Number of men who have undergone vasectomy

35) Number of women who are having signs and symptomsof
RTI/STI

36) Number of women/couples taking any treatment for RTI/STI

37) Number of adolescents
1) Girls (10-19 years)
i) Boys (10-19 years)

Signature of the Academic Counsellor/Supervisor



Eligible Couple Register Refer:

Block: 1
Unit: 7/Sec. 7.2.4
CHO-0003

S.No. Content/Steps Findings and

Remarks

1) Identify number of couples

2) Address

3) Parity

4) Age of youngest child

5) Contraceptive method used

Signature of the Academic Counsellor/Supervisor



Cumulative Family Folder/Record —
Block: 1
Unit: 7/See. 7.2.5
Family Folder CHO-0003

1) Name of Head of Family (HoF)
2) House No.

3)  Family Unique ID

4) Type of Family (joint or nuclear)
5) Religion

0) Caste

7 Below Poverty Line B.P.L (Y/N)
8)  Details of Family Members

Name of Family| Age/ Rel. Age at Edn | Occu- | Income | Ht | Wit Any
Member Sex with marriage pation Health
HoF Problem|

9) Birth and Death data
a) Any birth in last 12 months (Y/N) e

1) Number e

Wy s Ghanahalaasaa

b) Anydeathinlast 12months (Y/N) e

i) Number

i1y Sex 00000 e

10) Communication facility available (Y/N) e
a)  Newspaper e

by Phone e

& TNVIREAIG: @000 e

df Other@gpecity) @ @ @ @z 3202000 Gisisasasassassa
T 20



11) Social Abnormalities

Yes No Unique ID

Addiction
Widow

Delinquent behaviour

Unemployed

12) Environment

a) TypeofHouse
Pukka /Kuchha / Semi Pukka

b) Totallivingarealsqfeet = == 0z000D0 Gscssocssscsc

c) Typeoftoilet
Attached/ Semi Attached/Detached s

d) Electricity supply (Y/N) e
e) Ventilation: Adequate / Not Adequate L
f) Lighting: Adequate / Not Adequate e
g) Source of water supply: Tap/Bore/other e
h) Water Storage : Safe/Unsafe ™~ e
i)  Waste Water Drainage: Sewerage/Drain/soak pit/open  .ooireveeeiveeeieennns
j)  Refuse: Open field/ Municipal Van
k) Sanitary latrine : Yes/No e

1)  PetAnimal : Yes/No e
If Yes, Pet is kept Inside House / Outside House i,

13) Family Planning (ask in case of eligible couple in the family).

Contraceptive Method Used Unique ID | Duration Satisfied Not
of EC of Use Satisfied

Condom
OCP
Cu-T

Vasectomy

Tubectomy

e | 2 |



T —
Note: Ask and record wherever applicable

Maternal Health and Contraception register

Antenatal Records

1)  UniqueID Noofwoman e
2) Name ofthe antenatal mother i
3)  Husbandsname
4) Residentialaddress @000 e
5)  Age(yrs) e
6) LMP e
I = T 1 s —
8) MAMTA Card Present(Y/N) e
9)  Gestational age at registration e
10) No.of ANCvisitsdone o eiseisreiaeasees
11) Lab Investigations (ask and record) s

G BE 0000 e

b) Urine Sugar/Albumin s

¢) Blood grouping /typing e

12) Tetanus Toxoid Vaccine

a) IDose e
by HDose e raanaee
¢) Beoser = Emamamamamanans
13)  Any disease during Pregnancy (Anaemia/H.T/Any other specify) .....cccoevvvvniiniiinnn
14) Treatmenttaken e
Natal Records
1)  Place of Delivery (Institutional/Home) e
2)  Deliveryconductedby e
TBA/Untrained TBA/ ANM /LHV/Community Health Nurse /Doctor ...........ccocvvveee...
3)  Anycomplications during delivery (Y/N) s
L (T 51T § OSSO RSRSRROY

22O



e
Post Natal Records

1) Na.af daysinhospital @ 000 issssssessssssssasis
2) No. of visits for post natal checkup s
3)  Anycomplication (Y/N). If yes specity e
4) Initiation of Breastfeeding = L

Contraception Register
1)  Temporary method
a) Female: Oral Pills / TUD/ any other e
b) Male: Nirodh/ any other s
2) Permanent Method

Vasectomy for male / Tubectomy for female

Child Health Register (Under Five Years)

Iy UnjaslDetehd @ =000 9 00 esesseeseesessoeee
2) Nameofthechild e
3) Fathers name

4) MOIHSES RIS @ 0 ssseassesssseasaie
5, Bgermes, 0 e
6) Date ofbirth e
7) Bithweight{Eg @ = @ nsiswesieesien
8)  Place of birth (Institutional/home) e
9) Initiation of Breastfeeding e
10) Exclusive breastfeeding till age (inmonths) s
11) Ageofweaning = 000000 GGasnasshasssassasssiss
12) Immunisation Card (Y/N)

13) BCG e
14) HEP (birthdose) e
15) OPN{(Zerodos€) Gihiaieaisaisaieaien
16) PehtA LIOPV 1L s
17) Penta2/OPV 2  eeeresnensnntenns
18) Penta3/OPV 3 e
19y Measles @ 000 00 e
20) VitAOPV/IDPTBMesales2 =000 Gssssassasssssssis
21y ppr2Md

Signature of the Academic Counsellor/Supervisor
| | 23



T
Sub-Centre/FRU Clinic Register

Refer:
Block: 1
Unit: 7/Sec. 7.2.6

CHO-0003

S.No.| Date | Name & Address Complaints Medicine given Remarks

Signature of the Academic Counsellor/Supervisor

T 24



Death Register
Refer:
Block: 1
Unit: 7/Sec. 7.2.7
CHO-0003
S.No.| Date of Death Name & Address Age Sex Cause of Death

Signature of the Academic Counsellor/Supervisor

_____________________________________§wAs ____________________________________________________



Stock Register
Drugs
Date Previous Quantity | Quantity | Balancein | Expiry Remarks
Balance Received Used Hand Date
Inventory of Vaccines and Drugs
SL Item Unit | Requirement| Actual | Surplus |[Requirement
No. Assessed | Quantity of for Current
Last Year |Received | Shortage Year
Last Year| Last Yean|
1) ORS packet
2) Metronidazole tablets
3) Cotrimoxazole
4) Paracetemol
5) Chloroquine
6) Antiseptic solution
7) Uristix
8) DD kits (Disposable
Delivery Kits)
9) Thermameter
10) | Gloves
11) | IFA large tablets

2 (A




12 IFA small tablets

13 Vitamin A solution

14 Condom
15 Oral Pills
16 1UDs

17 Syringe and needles

Monthly Stock Position

SL Item Opening | Recei- | Total |Consum- | Bala- | Require-
No. Balance ved ption nce ment

1) IFA large

2) IFA small

3) Vitamin A

4) Cotrimoxozole

5) ORS packets

6) Methylergometrine

7) Cholorophenaramine

8) Paracetemol

9) Anti-spasmodic
tablets

10) Inj Methylergometrine

11) Mebendezole

12) Syringes and needles

13) Vaccine day carrier

14) Steriliser
Autoclave




15 Choloramphemicol
16 Centrimide powder
17 Povidine ointment 5%
18 Cotton bandage
19 Contraceptives
i)  Nirodh
i1)  Oral pills
iii) [UDs
20 Disposable Delivery Kit
21 Chioroquine Tablets

Vaccine Received from PHC

SL Name of Vaccine Vaccine Vaccine | Vaccine | Vaccine | Total
No. | Vaccine Received Received | Received [Received | Received
Weekly for for for for
Session 1 Weekly Weekly Weekly | Weekly
Date/Dose Session 2 Session 3 | Session 3
Date/Dose | Date/Dose | Date/Dose
1) DPT
2) OPV
3) DT
4) TT
5) BCG
6) Measles
7 Pentavalent

Signature of the Academic Counsellor/Supervisor




Register for Recording Consultative Process

Refer:
Block: 1
Unit: 7/Sec. 7.2.9
CHO-0003
Month/Year Date & Time Venue/Place Members who Items
of Holding the Attended Discussed
Meeting Meeting
1.
2.
3.
4.
5.
6.
7.

Signature of the Academic Counsellor/Supervisor



Referral Register
Refer:
Block: 1
Unit: 7/Sec. 7.2.10
CHO-0003
Date Name & Age | Sex [ Complaints [Reasons | Referred |Follow-up
Address for to Actions
Referral Taken

Signature of the Academic Counsellor/Supervisor



Live Birth Report

. Refer:

Religl N warssarararansraiaiasaias Block: 1

; : ey ; - Unit: 7/Sec. 7.2.11
Registration Unit/Village/Talug/Tehsil/Block/Thana/District Town/ CHO-0003
MuniGipality s TR
1) Date of Birth
2) Sex —Male/Female
3) Name of Child
4) Place of Birth
5) Permanent residential address
6) Father’s

e  Name

e  Literacy

e  Occupation

e  Religion
7) Mother’s

e  Name

e  Literacy

e  Occupation

e  Religion
8) Age of mother in completed years at confinement
9) Order of birth

(Number of live births including birth registered)
10) Type of attention at delivery
11) Informant’s

e  Name

e  Address
Date Signature or thumb mark of the informant

- _p&®



Live Birth Report
Refer:
L iy [ T T Block: 1
Unit: 7/Sec. 7.2.12

Registration Unit/Village/Talug/Tehsil/Block/Thana/District CHO-0003
Towh/MUNICIpalitY smsmarsmmrErsmETERss T
1) Date of Birth
2) Sex —Male/Female
3) Place of Birth*
4) Permanent residential address
5) Father’s

e  Name

e  Literacy

e Occupation

e  Religion
6) Mother’s

® Name

e  Literacy

e  Occupation

e  Religion
7) Age of mother in completed years at confinement
8) Type of attention at delivery
9) Informant’s

e  Name

e  Address
Date Signature or thumb mark of the informant




Death Report

Refer:
Block: 1
Unit: 7/Sec. 7.2.13

CHO-0003

SefiGAl NG sunwsssssssrsrsmsmsmsmmg

Registration Unit/Village/Talug/Tehsil/Block/Thana/District
PR ANIBBRCTPIEIEY . cuirvionusinsnons s sV S AR AV i
1) Date of death

2) Full name of the deceased

3) Place of death

4) Name of trhe father/husband

5) Age

6) Sex—Male/Female

7) Marital Status

8) Occupation

9) Religion

10) Nationality

11) Permanent residential address+

12) Cause of death*

13) Whether medically certified (Yes/No)

14) Kind of medical attention received, if any

15) Informant’s
i)  Name
il)  Address

DLEL cisosvinssssrniorssnrsssssmsssmsnnssmssonssonses Signature /thumb mark of the informant



s~
Monthly Report for Sub-centre

General Information

1 ST cmsrmrrimir o e R R T R S R S eSS el
B T B 1 1 (o SRR
) T & = (OSSOSO PR PR PSPPSR
QY S TRNEGBREI a4 s SasAR
5  Populahion Of PHG s s i i i e s hirsarsmnassavanss
6)  Population Of SUD=COIMIIE: .......ooiieeiiiiieeie et eeieeeiteeeaeeeaa e eaiaeeeeaesseanasbnsesrseanessnsesrseanasn
7)  Reporting for the month of ..o
8) Eligible couplesi(as oni1® April of the Year) ! ...cavmummmmimimimismismismismimiis
Sl | Services Performance [ Performance| Cumulative | Cumulative | Planned
No. in Correspon- in the Performance | Performance| Perfor-
ding Month | Reporting | Correspon- | till Curren | mance
of Last Year Month ding Month Month in
of Last Year Current
Month

1 Antenatal Care
1.1

Antenatal Cases
registered

a) Total

b) < 12 weeks

1.2 | No. of pregnant
women who had 3

check-ups

1.3 | Total no. of high
risk pregnant

women referred

No of TT Doses
i) TT1

m) TT2

iil) Booster

1.4

1.5 | No. of pregnant
women under
treatment for

anaemia

1.6 | No. of pregnant

women given

5O



prophylaxis for
anaemia

Natal Care

2.1 | Total No. of
deliveries

2.2 | Home Deliveries
a) (i) by ANM
(i) by LHV
b) by TBA
¢) Untrained Birth
Attendant

2.3 | Deliveries at
sub-centre

2.4 | Complicated
deliveries referred
to PHC/FRU

3 Maternal Deaths

3.1 | During pregnancy

3.2 | During delivery

3.3 | Within 5 weeks of
delivery

Post Natal Care

4.1 | No of women
given 3 post natal
check-ups

4.2 | Complications
referred to PHC/
FRU

5 | RTISTI

5.1 | Cases

a) Detected
b) Treated
¢) Referred

6 Pregnancy M F M F M F M F |[M|F
Outcome

6.1 [ a) Live births
b) Still births




6.2 | Order of Birth in 3
a) 1+
b) 2™
¢) 3¢

6.3 | Newborn status at
birth

a) less than 2.5 kg
b) 2.5 kg or more
¢) No. of high risk
newborns referred
to PHC/FRU

7 Immunisation M F M F M F M F (M| F

7.1| InfantO-1 year
BCG

DPT 1

DPT 2

DPT 3

OPV 0

OPV 1

OPV 2

OPV 3
Measles

7.2| Children more
than 18 months
DPT Booster OPV
Booster

7.3| Children more
than 5 years DT

7.4 Children more
than 10 years TT

7.5| Children more
than 16 years TT

7.6| Adverse reaction
reported after
immunisation

8 Vitamin M F M F M F M F (M| F
administration
(9 months to 3
years)




Dose |
Dose 2
Dose 3-5

9 Childhood M F M F M F M F (M| F
Diseases

9.1 [ Vaccine

preventable

diseases

a) Diphtheria

1) Cases detected

ii) Treated

iii) Referred

1v) Deaths

b) Poliomyelitis
(AFP)

i) Cases detected

i1) Treated

iii) Referred

iv) Deaths

9.2 [ ¢) Neo Natal
Tetanus

1) Cases detected
i1) Treated

i11) Referred

iv) Deaths

d) Measles

i) Cases detected
11) Treated

ii1) Referred

iv) Deaths

9.3 | ARIunder 5 years
(Pneumonia)

a) Treated with
Cotrimoxozole

b) Referred to
PHC/FRU

¢) Deaths

9.4 | Acute Diarrhoeal
Diseases under 5
years

a) Treated with
ORS

b) Referred to

e | 37



PHC/FRU
c) Deaths

10 | Child Death M F M F M F M F (M| F

a) Within 1 week

b) 1 week-1
month

¢) 1 month-1
year

d) 1year—5
years

11. | Contraceptive
Services

11.1| Eligible couples
contacted

11.2| Male sterilisation
a) Total no. of
cases motivated
b) No. of cases
followed up

11.3| Female
sterilisation

a) Total no. of
cases motivated
b) No. of cases
followed up

11.4| Total IUD
insertion

a) Cases followed
up

b) Complication
¢) Discontinued
1) Removed

i) Expelled

11.5| Total Oral Pill
Users

a) Old users

b) New users

¢) Complications
d) Discontinued

O —————— | ] & O . ———————————————————————



11.6

Total Condom
users

12

Abortions

a) No. of women
referred for MTP
b) No. of MTP
done

c) Cases followed
up

d) Deaths

Date:

Signature /thumb mark of the informant



Daily Diary gfof:’ll; 1
Unit: 7/Sec. 7.2.15
CHO-0003
Date Activities Performed in the Field | Activities Performed in the Clinic

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

i 74 I



Activity 10: Recording and Reporting Format (CHC)

Name of the Health Centre ....cccceeereeeceereeeceereeecerseseccesssescssssssscssssssosssses Date : cceeeeeeeeennnnnn.

Draw Map in the space given

Village Register




Household Survey Register

Eligible Couple Register




Comulative Family Folder/Record

Maternal Health and Contraception Register




Sub-Centre/FRU Clinic Register

Death Register




Stock Register

Inventory of Vaccines and Drugs




Monthly Stock Position

Vaccine Received from PHC




Register for Recording Consultative Process

Referral Register




Live Birth Report

Still Birth Report




Death Report

Monthly Report for Sub-centre

Daily Diary

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

. T4



S
Activity 10: Recording and Reporting Format (PHC)

Name of the Health CeNtI'@ ...eeeeceeeereeeeeeeeceeereeeeneesesecsseeassssesssesssssssssenses Date : ceeeeeeeceeeeenneee

Draw Map in the space given

Village Register




Household Survey Register

Eligible Couple Register




Cumulative Family Folder/Record

Maternal Health and Contraception Register




Sub-Centre/FRU Clinic Register

Death Register




Stock Register

Inventory of Vaccines and Drugs




Monthly Stock Position

Vaccine Received from PHC




Register for Recording Consultative Process

Referral Register




Live Birth Report

Still Birth Report




Death Report

Monthly Report for Sub-centre

Daily Diary

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

TS 7 S Ii—————



Activity 10: Recording and Reporting Format (SC)

Name of the Health CeNtIe ......cceeeeeeeeeeeceeerereeeeeeeccessrresssssscessssasssssssonns Date : .ceeeeeeneeenennee

Draw Map in the space given

Village Register




Household Survey Register

Eligible Couple Register




Cumulative Family Folder/Record

Maternal Health and Contraception Register




Sub-centre/FRU Clinic Register

Death Register




Stock Register

Inventory of Vaccines and Drugs




Monthly Stock Position

Vaccine Received from PHC




Register for Recording Consultative Process

Referral Register




Live Birth Report

Still Birth Report




Death Report

Monthly Report for Sub-centre

Daily Diary

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

I |67



Activity-11: Hand Washing Skills (PSC/DH-1)

Follow the steps of hand washing while washing in any health facility as given below:

before and after each episode of patient contact

between individual patient contacts

after contact with blood, body fluids, secretions or excretions, whether or not gloves are

worn

after handling soiled/contaminated equipment, materials or the environment

immediately after removing gloves or other protective clothing

Identification Data:

a)
b)
c)
d)
€)

f)

JA S 1 <SOSR

Relationship with head of family: Self/Wife/Son/Daughter/Any other ............coveverenenee.

R s scnmsassnmsnsimsasss
REBHFION: wmavmviavaian
Education : ....oocoveeeeeeeeeeeeeeeeeeeeeenenens

(8571033 11,515 7o) 1 SRR

Six steps of hand washing are shown in figure

Step 1: Palm to palm

Step 2: Back of both hand
Step 3: In between the finger
Step 4: Back of the fingers
Step 5: The thumbs

Step 6: Tip of the fingers

Wi Eipmiitns

Monthly Income : .......ccoooevveveenn
Gender: Male/Female : ..............
Marital status : ......ocoveeveeeeeeenee.
ABOLESE S civvommsmmsisvssrsissivisronssss

ContactNo: L nananananananas

Refer:
CHO-0001
Block: 1 Unit: 6
CHO-0003
Block 2 Unit 1

Signature of the Academic Counsellor/Supervisor

168




Activity-11: Hand Washing Skills (PSC/DH-2)

Identification Data:

A) N B s T S R T s o T A T e i G PR o

b) Relationship with head of family: Self/Wife/Son/Daughter/Any other ..........ccccoeviiiicnnen.

€} APET cunnnssassassaesa g) Monthly Income: .....ccceervirinnnn

d) Religlon: .o h) Gender: Male/Female:: ..............

& Edutalion’: cusssnsasnsasisnis 1) Marital staths’s canssii

) Occupation : ....ceooveenreerenreernerersenses 1) AdAress : ovoevieevireeerereeree e
k) Contact NO.: vreiereieieieieieieeenn,

Hand Washing

(Attach additional sheets if required)

Signature of the Academic Counsellor/ Supervisor

(2.



Activity-11: Hand Washing Skills (CHC-1)

Identification Data:

AY  INHHHESS riveim oo sm s oot o S s B T R T A o S s B S i
b) Relationship with head of family: Self/Wife/Son/Daughter/Any other ..........cccoeevevveeenneenn.
) Agel.inn s g) MonthlyIncome : ......ccoeeveenrnnens
d) Religlon: .....coovvviviiviiriiriiiecinieenns h) Gender: Male/Female: ..............
e) Education : ......cocoeevvievviiiiiiiininninen. 1) Marital status © ......coovveveveveeernnnne
f)  Oceupation @ ....ccoeevvvirieriienicciees 1) Address : ..o

k) Contact NO. : cooveveiiiieeeiiiieieiinns
Hand Washing

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

e |7 ()



Activity-11: Hand Washing Skills (CHC-2)

Identification Data:

R T —

b) Relationship with head of family: Self/Wife/Son/Daughter/Any other ...........cocvvviviervcinne
i) T T Y —— g) MonthlyIncome: .......cccccniunun
d) ReEBMON: .o h) Gender: Male/Female: ..............

B O RIS oo e o ueneuaeanes 1)  Marital SIS cswsesesosesan
)  OCCUPALON & cunsmnsssssimamainsisin §)  AGArEEEY cosamensissareri

) CottEt Mo L iy
Hand Washing

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

I | 7 |



Activity-11: Hand Washing Skills (PHC-1)

Identification Data:

) TR 1 (<SSR
b) Relationship with head of family: Self/Wife/Son/Daughter/Any other .........c..cccevvevvvinenne.
6) ARR LamnERRRER g) MonthlyIncome: ..........coeveneeen
d) Religion: cnanimmamanannes h) Gender: Male/Female: ..............
gl [EBdiicalioh: zisisisusesesnsnsus 1)  MEtEl 8latus’ cososoaononnsn:
1) OCePaHeD I it 1 AT i e

K) Contact NO. : .covvvirerereirererererenen,
Hand Washing

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

EE———————————— | '] ) | —————— S ——



Activity-11: Hand Washing Skills (PHC-2)

Identification Data:
AY  INEITRET avemarmonne o s sms oo a3 o N A S e S T T B o S0 S SRR A

b) Relationship with head of family: Self/Wife/Son/Daughter/Any other .........ccooeviiiicnnen.

€) AZC: e, g) MonthlyIncome: .......ccoouveeeee.
d)  Religion : ... h) Gender: Male/Female: ..............
e) Education : ......cccovvvrivrvrniriinnnn, 1)  Marital Status : .....oovvevveererenrenne
B Coenpalion Lo 2 i T

k) ContactNO. : coooveiiiieieieieeeieieiiinas
Hand Washing

(Attach additional sheets if required)
Signature of the Academic Counsellor/Supervisor

W



Activity-11: Hand Washing Skills (SC-1)

Identification Data:

LY TS oo s 153 G S S A B R R NS
b) Relationship with head of family: Self/Wife/Son/Daughter/Any other ........c..ccoeveeriereennes
€) AZEl.iin, g) Monthly Income: .....ccccevvvrinennn
d)  Religion: .o h) Gender: Male/Female : ..............
e) Education: ......ccoovvieieeiiiniieeennee. i) Marital status @ ......coeeeeievieeeennn
) Occupation : ......ccoeevvveviveecreiireenens 1) Address : ....oooieeiiiiiiiiieiecens

k) Contact NO.: coceeevriirierecreen
Hand Washing

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

- sy



Activity-11: Hand Washing Skills (SC-2)

Identification Data:

A)  INAIELE oo s S e S A S B O S S A M S TR L AT
b) Relationship with head of family: Self/Wife/Son/Daughter/Any other .........c.ccovvverievennnn.
8 B e g) MonthlyIncome:........ccccerurunen
)  REHEION s h) Gender: Male/Female: ..............
e) Education: .......cococovieiiirnrmrnrnnnrnnnnnns 1) Marital status : .ooovvevvveeveeeeeeeeen
) OCCUPalION wsassesmasasisarsasassaas 1) AAATESE s

k) CotEENDl s
Hand Washing

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

7 A



Activity-12: Bio-medical Waste Management (PSC/DH-1)

e visit a Ward in a selected health facility wherever applicable Refer:

e observe the bio-medical waste management system followed CHO-0001
. Block: 1 Unit: 6

e f{ill up the check list given below CHO-0003

e write your observation and remarks Block 2 Unit 1

e record the findings as per observation and availability in a particular health facility

Name of the Health Facility - DH/CHC/PHC/SC/....... Date :

Check List for Bio-medical Waste Management — DH

Health Facility / Ward Response Remarks
Black bags Yes No
Located at right place

Placed on stand

Contain only non-infected waste

Is it torn?

Available sufficiently

Collected daily

Yellow bags

Located at right place

Placed on stand

Contain only infected waste

[s it torn /leaking?

Available sufficiently

Collected daily

Bleaching solution

Is it prepared today?

/(O



Separate bucket for needle/sharps and other
Plastic material

Does the bucket contain mesh?

Available in sufficient quantity?

Is it covered properly?

Needle destroyers

Present

Working

Location is appropriate

Syringes

All syringes are in bucket for disinfection

Collected daily

Gloves

Disposed in bleaching solution

Available in sufficient quantity

Available of appropriate size

House keeping

Floor Hygiene Good | OK | Poor Bad
Toilets cleanliness Good | OK | Poor Bad
COITENE s vsms B S A s
SIgNAtUTe: ..vveeverererercinreeraanes

Signature of the Academic Counsellor/Supervisor



s~
Name of the Health Facility - DH/CHC/PHC/SC/....... Date :

Check List for Bio-medical Waste Management - CHC

Health Facility / Ward Response Remarks
Black bags Yes No
Located at right place

Placed on stand

Contain only non-infected waste

Is it torn?

Available sufficiently

Collected daily

Yellow bags

Located at right place

Placed on stand

Contain only infected waste

Is it torn /leaking?

Available sufficiently

Collected daily

Bleaching solution
Is it prepared today?

Separate bucket for needle/sharps and other
Plastic material
Does the bucket contain mesh?

Available in sufficient quantity?

Is it covered properly?

Needle destroyers

Present

Working

Location is appropriate

&g



Syringes

All syringes are in bucket for disinfection

Collected daily

Gloves

Disposed in bleaching solution

Available in sufficient quantity

Available of appropriate size

House keeping

Floor Hygiene Good | OK | Poor Bad
Toilets cleanliness Good | OK | Poor Bad
CODMIIOTIES s s v v s s S o s T T
Signature: ........cccocceeeceiiienenne.

Signature of the Academic Counsellor/Supervisor



Name of the Health Facility - DH/CHC/PHC/SC/....... Date :

Check List for Bio-medical Waste Management — PHC

Health Facility / Ward Response Remarks
Black bags Yes No
Located at right place

Placed on stand

Contain only non-infected waste

Is it torn?

Available sufficiently

Collected daily

Yellow bags

Located at right place

Placed on stand

Contain only infected waste

Is it torn /leaking?

Available sufficiently

Collected daily

Bleaching solution
Is it prepared today?

Separate bucket for needle/sharps and other
Plastic material
Does the bucket contain mesh?

Available in sufficient quantity?

Is it covered properly?

Needle destroyers

Present

Working

Location is appropriate

4.



Syringes

All syringes are in bucket for disinfection

Collected daily

Gloves

Disposed in bleaching solution

Available in sufficient quantity

Available of appropriate size

House keeping

Floor Hygiene Good | OK | Poor Bad
Toilets cleanliness Good | OK | Poor Bad
CODMIIOTIES s s v v s s S o s T T
Signature: ........cccocceeeceiiienenne.

Signature of the Academic Counsellor/ Supervisor



T
Name of the Health Facility - DH/CHC/PHC/SC/....... Date :

Check List for Bio-medical Waste Management — SC

Health Facility / Ward Response Remarks
Black bags Yes No
Located at right place

Placed on stand

Contain only non-infected waste

Is it torn?

Available sufficiently

Collected daily

Yellow bags

Located at right place

Placed on stand

Contain only infected waste

Is it torn /leaking?

Available sufficiently

Collected daily

Bleaching solution
Is it prepared today?

Separate bucket for needle/sharps and other
Plastic material
Does the bucket contain mesh?

Available in sufficient quantity?

Is it covered properly?

Needle destroyers

Present

Working

Location is appropriate

- pryy



Syringes

All syringes are in bucket for disinfection

Collected daily

Gloves

Disposed in bleaching solution

Available in sufficient quantity

Available of appropriate size

House keeping

Floor Hygiene Good | OK | Poor Bad
Toilets cleanliness Good | OK | Poor Bad
11 11 e -
Signature: ........cccocceeeceiiienenne.

Signature of the Academic Counsellor/Supervisor



Activity-12: Bio-Medical Waste Management (PSC/DH-2)

Identification Data:

a)
b)
c)
d)
€)

)

TNBIBELS | orovaessmrasiesssiosinesonsssamss oo e e e AT AT AR D AP A IR TN OAT0
Relationship with head of family: Self/Wife/Son/Daughter/Any other ..........cccovvvnviniuenen
RGOS s g) Monthly Income: ......ccccviiiiiinnn
Religion @ .....ccccvveveciiniriereieceeieenns h) Gender: Male/Female: ..............
EdUCAtIoNT . smmssansiesasinsassmia 1) Marttal Status: s
QeCupation, summmmmvinvnvnrove I Address swamiasiansniTase

k) Contact NO.: vovvvereeeriieiereeerevenens

Check List for Bio-medical Waste Management

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

S BREE



Activity-12: Bio-Medical Waste Management (CHC-1)

Identification Data:

a)
b)
¢)
d)
€)
f)

INBETR oo oo s o B e R P e R B R s
Relationship with head of family: Self/Wife/Son/Daughter/Any other .........c.cccveereereenene.
AGE Fminsansmismsrs g) Monthly Income : ...
Religion 2 suswsnsnanmennnnnans h) Gender: Male/Female: .............
Education : .......coveevevveevineeirrieeennenn 1) Marital Status : ....c.ccccvevveevveeennen.
OEEUPREIN ¥ sorsraonorsmarsams 1) A s

k) CONECEND. § o conscossssnsennssmmsmmmsomas

Check List for Bio-medical Waste Management

(Attach additional sheets if required)

Signature of the Academic Counsellor/ Supervisor

I | &S



Activity-12: Bio-Medical Waste Management (CHC-2)

Identification Data:

B  INBIEDS coinnosioon s o om0 3 4 e B S B S S
b) Relationship with head of family: Self/Wife/Son/Daughter/Any other ..........ccooveevieernnnn.
€) A cuaimananeimesai g) Monthly Income : ........cocoevvianinenn
4 REESRON; weusumsurupiaavag h) Gender: Male/Female : ..............
e) Education: .......ccmniiniinninnes i) Marital status : ......ccooceereevieennnnn.
f) OEEUPARDN. | s 1) AR mnanananiarins

k) ContastiNG: i wanananananasas

Check List for Bio-medical Waste Management

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

. | & 6 ———



Activity-12: Bio-Medical Waste Management (PHC-1)

Identification Data:

a)
b)
c)
d)
€)
f)

DNVELIREE 2 oo o e 44 A VS SR TS SRS A BTN 4
Relationship with head of family: Self/Wife/Son/Daughter/Any other ...........c.ccccocuvviunnnnee.
AZE i g) Monthly Income: .....ccveevvennnnnee.
RCTIGHONS - cissvsinsvsassisssass sussesirsssirans h) Gender: Male/Female: ..............
BAUCHLON . socsnrsasrmiernims 1) MNIERAlSIATUS : .cmmanscmsmisscmise
Occupation : ....cceveeiveeniecriecricnnins 1) Address ..o

k) ConfactNe. i civacnsinsimenins

Check List for Bio-medical Waste Management

(Attach additional sheets if required)

Signature of the Academic Counsellor/ Supervisor

EE————————————— | 8] ———— R ———



Activity-12: Bio-Medical Waste Management (PHC-2)

Identification Data:

) NREEE uncvvmmssimmm s s o o s S P S o AR S S
b) Relationship with head of family: Self/Wife/Son/Daughter/Any other ............cccoeeieennnee.
€) ABET s g) MonthlyIncome: .......cocouvennenne.
g ReEligon; winrururuasisimiig h) Gender: Male/Female : ..............
e) Education: ......ccccooevimvvireeviieniinenns i)  Marital Status : ....cccceeeeveeeerneennnn.
f) OEEIEANON s R - a4 175 o,
K): Contacdt NG rasmnnannaamm

Check List for Bio-medical Waste Management

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

| 8 8 ——



Activity-12: Bio-Medical Waste Management (SC-1)

Identification Data:

a)
b)
c)
d)
c)
f)

INAIBE cocncinnnsamsmiroms o msi ao Do i S S S s e Sy B oo o o Sy D S S T e S B VBT S et

Relationship with head of family: Selt/Wife/Son/Daughter/Any other ...........cccovvverevvreennen.

OB rsannansesnasssnsssisssson g) Monthly Income : ........cocoevvianinenn
REIFHON 7 oicaananansn b anmg h) Gender: Male/Female : ..............
Education : ......ccoooeevveivviieieieieeieens 1) Marital Status : ....oooovveevrecreeennnn
OEEAPAEION. L savsavsmmamasmmmsisias 1) ADIEEE Y anauananmaiaiss

Ky ContastNG. i wannananaaieg

Check List for Bio-medical Waste Management

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

I | O



Activity-12: Bio-Medical Waste Management (SC-2)

Identification Data:

a)
b)
c)
d)
€)

f)

INAIMIE © o et et st b s s sre e s e e
Relationship with head of family: Self/Wife/Son/Daughter/Any other ...........cccceoveveenne
B0 o g) Monthly Income: .........cocciuene
Religion : .oooiviieiiiiiceiic s h) Gender: Male/Female : ..............
BAREAaN ¢ oo VR 7 o 12 o ——————
Oceupialion, | wasvsnsiasmiivig I Address : cosssnenamasiEiEs

k) Contact NO. : oo

Check List for Bio-medical Waste Management

(Attach additional sheets if required)

Signature of the Academic Counsellor/ Supervisor

! 1 (1 —



-
Activity-13: Procedures for Basic Tests (PSC/DH-1)

Urine test for sugar albumin and pregnancy

Guidelines Refer:
. , Block 2
e Seclect two patients /and two pregnant women who requires Unit: 2/Sec. 2.3, 2.4,
urine investgation 25 & 2.6
e Perform following tests: CHO-0003
; . Unit 3
- Urine Test for Sugar and Albumin

- Pregnancy Test
e Record the result in the format provided in the log book.
Blood Test
e Select two patients and test blood sample for following:
- Malaria using Rapid Test Kit (Section 3.4, 3.5)
- Peripheral Smear Preparation
- Rapid test kit for Typhoid (Section 3.6)

- Record the result for 5 patients in log book.

Collection of Stool and Sputum Sample
e Select two patients each
e Read Section 2.4, 2.5

e  (Collect blood sample as per procedure given in Section 2.6

Name of the Health Facility as given below DIAEES coonsesmasnmsnassuanss

Date of ReGIStration: .......ccoeuveeieeireeeeeiseeeeeesmeseeesreseeesnsenneens Registration No. ....ooovvieeiiiiiinennne

Identification Data:

a)  NAMEE oovamemmimnaem s s s o s s i L ST N S S R
b) Relationship with head of family: Self/Wife/Son/Daughter/Any other ..........ccoceevvvieeriennen.
€) AZE!.iiiiiieieneene g) MonthlyIncome: .......ccoouvennne.
d)  Religion ..o h) Gender: Male/Female : ..............
e) Education : ......ooeovvvieiiiiiiieiieniinans 1) Marital Status @ ..o,
f) Oesapation & s ) AGAESS e e
k) Contact NO: i vnnsmmnm
HiStOry Of PreSent 1IINESS .vviiuieiieiiiieieeiaeceieiceseeeeraserr s sse s eessaseetsesesasssnseraserasesssesaseaesnsnssnasenes
History 6f past inedical ilNEss ... nmnmnnnaunnumsmamssnsnsnsasmemeEeeETESTREEE
Family h/0 Medical 11IMESS .ueiieiiiiiiiiieiiie it ie et ee et s e e smtes e e s smsseaeeeesmssae s sssssessensrssseessnsbases

EE—————————— | () | ————— S ———



T
S.No. Urine Tests Reports and Results

1)

2)

3)

4)

5)

S.No. Blood Tests Reports and Results

)

2)

3)

4)

5)




S.No. Collection of Sample for Stool Reports and Results
1
S.No. Collection of Sample for Stool Reports and Results
1

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor



Activity-13: Procedures for Basic Tests (PSC/DH-1)

Name of the Health Facility as given Delow ... DAtE : sucessiesenessaassiesans
Dafe of REgISIoN ! wusananavsmsian Regisifation No: usansmuansss

Identification Data:

A)  INAINC & ciiiiiciiieciiieeireee et ie s enesesrtessese s sbbaesenssaesaaseesbbs st ense s s s e sassssesaanase b bs e e s ae e ebbaeeesbe s sanses

b) Relationship with head of family: Self/Wife/Son/Daughter/Any other ..........ccccevveeeueninnne

€) AARE LasununRRRRE §) MonthlyIneome': v
d) EBelgion: oo onanenonnasassassae h) Gender: Male/Female . ..............
&) Eduedlion; crmvmmimvmvmvmvees 1) Meastalstalus: coainsninenns
f)  Occupation @ ......cceeevereeirceeseeieaens §) Address ...

k) Contact NO.: ...coocvrererrerrreerrerrnns

Blood Tests Reports and Results

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor
o | C).2 QSO



Activity-13: Procedures for Basic Tests (PSC/DH-2)

Name of the Health Facility as given below ... DAte § esiissneiien
Diate 6 RepISIatOn; «onmimsniniamis REgISHatioON NO. . covmvammsomvamvasiaos

Identification Data:

B NIRRT e T e T A T e R s A B TR s
b) Relationship with head of family: Self/Wife/Son/Daughter/Any other ...........ccccoeeivveiviuneen.
&) AL amammvansansasva: g) Monthly Income: .......c.covvennenee.
d) EReligion cocssnunnassnsaimin h) Gender: Male/Female: ..............
el BAueaHon: coewrasnmmarnvasmasin 1)  Masial Status:
f) OGERRERH fusnsnanmnmmnnins Vs (G L

k): COOHEEND: § wanananamanss

Blood Tests Reports and Results

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

I 195



Activity-13: Procedures for Basic Tests (CHC-1)

Name of the Health Facility as given below .......cvvniiiniensinsiinnnens Date: wasssssssssnsonen
Date oI Registialioh suussnssnsansnss Registration No. .......ccccoieiiiicince.

Identification Data:

Q) NI © oooiiiciiiiee et iesiersesersssnsassssrasaseessrasasss e sssssss e ssnsanes s sasnss e sssaanassnsnsasesernrsressssrsrssesnen
b) Relationship with head of family: Self/Wife/Son/Daughter/Any other ........cccocvvverivreinne
€) ABE i g) Monthly Income: .......coeevrinnnnn
d)  Religion: .ooveeeeeeeeeeeeeee e h) Gender: Male/Female: ..............
€) Educalion ) ........oiessessssmssanssssissnss i) Marital status @ .......cccceereeveennnnes
) Occupation @ ..ecvveervererersieernernerenns 1) AdAress : coeveerirrieresreene s

k) Contact NO.: ..ooovivreriierererereirinane

Blood Tests Reports and Results

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

EE———————— | () ¢, ——



Activity-13: Procedures for Basic Tests (CHC-2)

Name of the Health Facility as given below ......ecoveevcnnennnnnninnnnee. DALS cisisisisissaisssininas
Date 6T REBISHBHON cusnsmmmvmmimsanims Régistiation N e e

Identification Data:
) TR i R R R R R A R T

b) Relationship with head of family: Self/Wife/Son/Daughter/Any other ......cccccovvvviviiicricnnnns

) AR g) Monthly Income : .......cccooieinnne
d) BeRgIon: e h) Gender: Male/Female: ..............
) EAUCHEOR: .uusnanannsmnasssives s g e B R ————
) OBCUENOH Sy 1) RS s

k) EOHEBENG. & cmommesimsmsia

Blood Tests Reports and Results

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

Y |/



Activity-13: Procedures for Basic Tests (PHC-1)

Name of the Health Facility as given below ......ciivviicnniciiiniicnnnens 711 I S ——
Date of Registration : ........ccoeevreeveinneinnesnns Registration NO. «nnmns

Identification Data:

) TR B 1 (USSP SSSP RS
b) Relationship with head of family: Self) lefefS(meaughterfAny OIhSE smminmmannnim
B) ABE:uenennnanananae g) Monthly Income: .......cccovvreenen.
d)  REHBIONS ... 0icmsioosiorssomssosianaisonstnsstons h) Gender: Male/Female: ..............
e) Edigdlion] cicinnsusasisinsini D))  Matital SIS .. oimsimsssnssnnionms
) Occupation @ ..coeevvereirireesineeeierenns 1) AdAress : .oveiviviiiieceeees

k) ContactNO. ! .oveererrerrrrrrrenens

Blood Tests Reports and Results

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

)



Activity-13: Procedures for Basic Tests (PHC-2)

Name of the Health Facility as given Delow ..., Dt isuisiississuioviions
Date of Registration : .......ccceccreevnveesvunnennns Registration NO. ....coovveereineerrienenns

Identification Data:

B INTRTREET st 3 S A A R A A e A M A S RS
b) Relationship with head of family: Self/Wife/Son/Daughter/Any other .........ccccoceeveriverinnnn.
€) AZE.iiiiii. g¢) Monthly Income: ......cooverveernne.
d)  Religlon i .o h) Gender: Male/Female: ..............
e) Education : ......cccccoeveeverveevrieeernaens 1) Marital Status @ ..ooooveveeeeeeeeeeanne
f)  Occupation & ......occceeeeeevreiieeiieniennns 1) Address ...

k) ContactNO. & .oocoviiereiriieieiieeeins

Blood Tests Reports and Results

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

Y | )



Activity-13: Procedures for Basic Tests (SC-1)

Name of the Health Facility as given below .......cciiinniiiennniieennns Date & vvenviiivesninsenns
Date of Registration : ........c.occeveerieeriennennn. Registration NO. ......coceeveerveirennnenes

Identification Data:

AY  INEHIEY somusesmrmsusmss s cr s o AR Vo s s S S A R SV S B SRS
b) Relationship with head of family: Self/Wife/Son/Daughter/Any other ...........cccoeveveernenee.
€)  AZE . ¢) Monthly Income: .......ccccovennene
d)  Religion @ .ocvveiieriveniereiisieennns h) Gender: Male/Female: ..............
e) Education: ......ccocoeevvvviiieiiiinieeinnn i)  Marital status : ......ccoeeevrecureeennn
£ OCeupation. & coevmapmarersmssssrsss D Vo

k) Contact NO. : .cocvrvierieriiiriienainnans

Blood Tests Reports and Results

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

EE—————————————————— ') (] () —————— R ——



Activity-13: Procedures for Basic Tests (SC-2)

Name of the Health Facility as given below ... DAte § esiissneiien
Diate 6 RepISIatOn; «onmimsniniamis REgISHatioON NO. . covmvammsomvamvasiaos

Identification Data:

B NIRRT e T e T A T e R s A B TR s
b) Relationship with head of family: Self/Wife/Son/Daughter/Any other ...........ccccoeeivveiviuneen.
&) AL amammvansansasva: g) Monthly Income: .......c.covvennenee.
d) EReligion cocssnunnassnsaimin h) Gender: Male/Female: ..............
el BAueaHon: coewrasnmmarnvasmasin 1)  Masial Status:
f) OGERRERH fusnsnanmnmmnnins Vs (G L

k): COOHEEND: § wanananamanss

Blood Tests Reports and Results

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

2 () |



Activity-14: Drugs Dispensing and Injections: Oral Drugs,
Injection, IV Fluid (PSC/DH-1)

1 Medicati
Oral Medication Refer:

e select two patients on oral medication, injections/ I'V fluids Block : 2

e administer medication injection/IV Fluid as prescribed (written Unit: 8/Sec. 805

e record the details of patients in log book as per given format

e monitor the patient as required

Name of the Health Facility Date:

DVAtE FER SIS OAION o s v svsmavsmavin vsmann ovss svi v v ssbwavsmaomas Registration N «.wwveiiauias

Tdentification Data:

Y IR ovous oo s s 5 5 B G SR SR SR S
b) Relationship with head of family: Self/Wife/Son/Daughter/Any other .........cccccevveeieenenn.
€) APE s g) MonthlyIncome: .......c.ccccvinnnne
) RERHON wonsmemuemmmmmsamsansems h) Gender: Male/Female: ..............
e) Education: ........cocoovvviiiiiiiiirieennn i)  Marital status : .ooovveeveeeeeeeeeeee.
f)  Oceupation @ ......ccceovireeriieerercnene J) Address ...
k) Contact NO.: ccooeieiiiieeeeiiieceenns

History ol present THNeER o s s e e S s
History of past medical 11IN@SS ......oeviiiiiie i e e e e s e e s eenas
Faitialy B/ o e aRCRN LIRS .o ssominsansnesunanonsiosains 5ssasinsss osms 4 Mo 555 56455044 EA 4 A SRRV SRR S AR

S.No. Method Patient Profile Drugs Dispensed

1 Oral

2

3

4

5




S.No. Method Patient Profile Drugs dispensed

1) Injection

2)

3)

4)

5)

1) IV Fluids

2)

3)

4)

S)

(Attach additional sheets if required)

Signature of the Academic Counsellor/ Supervisor



Activity-14: Drugs Dispensing and Injections: Oral Drugs,
Injection, I'V Fluid (PSC/DH-2)

Name of the Health Facility as given Delow ......iicinicinicinen Date & oevivniveccnninne
Date of Repistration; .ivivavininanns Registration NO-iisimimimnnis

Identification Data:

r I 1 s T T
b) Relationship with head of family: Self/Wife/Son/Daughter/Any other ..........cccceeciiiiiinn.
B) AT nsnmnnnan ¢) Monthly Income : .........cccceennn
d) PEREON: wousrarsnssmairainas h) Gender: Male/Female : ..............
) BAutation'; sisasnsnenanswsnsns 1)  NETHEAl SRS ovmnsmnsmmn
f) OCEUPIHON v 7)) AdIIess | vaninannnaeii
i) Contact MO &y
Method Patient Profile Drugs Dispensed

(Attach additional sheets if required)

Signature of the Academic Counsellor/ Supervisor

2 ().



Activity-14: Drugs Dispensing and Injections: Oral Drugs,
Injection, I'V Fluid (CHC-1)

Name of the Health Facility as given below ....iininininveniinsnnicn. Date & cocivcnicinieicnennns
Date of Registration : .........ccoceveeeerrneencen Registration NO. ....ccooveerereieriennnns

Identification Data:

Q) IR B v T R T e TS e P e T B B T s
b) Relationship with head of family: Self/Wife/Son/Daughter/Any other ..........ccccooceiiiiiiininns
€) ABS e g) Monthly Income: ......ccoviviiiiininnns
d) FeEipion umnnananababaneng h) Gender: Male/Female : ..............
€) Eduoeation ! cocacssannsnsnsnsay 1) Marital $tals’? coosnunrusmss
f) OéEupation unumrnrrrnaras 1) ATdress essananaserinaea
k) ContattNo: sussmnannsmmns
Method Patient Profile Drugs Dispensed

(Attach additional sheets if required)

Signature of the Academic Counsellor/ Supervisor

o



Activity-14: Drugs Dispensing and Injections: Oral Drugs,
Injection, I'V Fluid (CHC-2)

Name of the Health Facility as given below .......ccviiinniiininniicennns Date & vievviiivenninsnenns
Date of Registration : .......c..coceeveievienenns Registration NO. ....ccccovveecveecrennnnn.

Identification Data:

al NN s R e e S R A A B e TR S N s T
b) Relationship with head of family: Self/Wife/Son/Daughter/Any other ...........ccccoeeceveenene
€)  AZE .o g) Monthly Income : ......coevvvrinnnnn
d) Religlon: ....ccoviiiiiieiiiiieireeaieanns h) Gender: Male/Female : ..............
e) Education: ........ccooiiiiiiiiiiiininn 1) Marital status © ....oooeeieiicieee
) Occupation : ....cccceeevvrviereeriacrecreeens 7)) AdAress : ..oooreereeniereeeeeeenes
k) Contact NO. : ccevcrerrerereeerereieees
Method Patient Profile Drugs Dispensed

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

| () (A



Activity-14: Drugs Dispensing and Injections: Oral Drugs,
Injection, IV Fluid (PHC-1)

Name of the Health Facility as given Below .........niciicnicc Date § iiiciiiciiicninnns
Date of Registration : .........cccceenvernnvrrvennnen Registration NO. ......ccveericnnicnerennnns

Identification Data:

A) INAMETE o s S D e S S s T e e e S B BT T S
b) Relationship with head of family: Self/Wife/Son/Daughter/Any other ...........c.c.cccceeeeeinnn.
o T g) MonthlyIncome: ...
d) ERehgon; suswanassvassassiss h) Gender: Male/Female : ..............
& Education ) wuswsnmusmnaiseis i) Marital status : ...,
fy, Oecupalion {..oemsis s i) AArESS i
) CoORfaetNG. P vnnsnnnnsne
Method Patient Profile Drugs Dispensed

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

() 7 A



Activity-14: Drugs Dispensing and Injections: Oral Drugs,
Injection, IV Fluid (PHC-2)

Name of the Health Facility as given Delow .....c.iiinnieniniinnin. Date: wanainviaviss
Date of Registration : .........ccceeeeevvncnenne. Registration NO. .......ccoceeveerccenncen.

Identification Data:

) 212 1<
b) Relationship with head of family: Selt/Wife/Son/Daughter/Any other ..........coceeveeeveevenennne
€C) AZe . g) MonthlyIncome:........ccovveeneeee.
d)  Religion : ....ccovevicivienrcieccenns h) Gender: Male/Female: ..............
e) Education: .....ccecoviiiiirniiniiieeinnnns 1) Marital status : ......cooeevvivrenennn
) Occupation : ......ccevveerevvveeeenieeiiieeenns J) Address : ...ooveeeviiieiiiieiciaeene
k) Contact NO.: .cooeeeeciieeeeiieceens
Method Patient Profile Drugs Dispensed

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

EE——————————— ) () 8 ————— S ——



Activity-14: Drugs Dispensing and Injections: Oral Drugs,
Injection, I'V Fluid (SC-1)

Name of the Health Facility as given below .........ciiviiesieiisciicsnnne DA ¢ crenviiirvinsinnrennns
Date of Registration : ........ccccceeveiveciienenns Registration NO. .....ccccovvevieiccnncen.

Identification Data:
@) NAIMNE I 1iieiiiieciiirtei e s erseerere s st s sne srrae s erae e sreaesat b e eesbsnessns s e saes e e anne s s ae s bess e arte s sbaeenananes

b) Relationship with head of family: Self/Wife/Son/Daughter/Any other .........cccceveerveereennene.

€) AZe:.iiiene g) Monthly Income : .......cooevrenene.
d)  Religlon : .o h) Gender: Male/Female: ..............
e) Education : .......coooocvviieeiiiiiiniinieinenns 1) Marital status © ...ooovviviiiiieeennnne
f)  Occupation @ ......cccoveverrerrereeerovereares 1) AdAress @ ..ooooverieeeieeeeeeenee

k) Contact NO. : .oovvveevieciieiriireenns

Method Patient Profile Drugs Dispensed

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

EE———————————— ) (}) . {——————  ———



Activity-14: Drugs Dispensing and Injections: Oral Drugs,
Injection, I'V Fluid (SC-2)

Name of the Health Facility as given Delow .....occiiinnnninsinssnssenses DAtE 1 wivsvissriinrcsnsansiens
Date of REZISration | ... Registration NO. ........ccccceevivniiinninn.

Identification Data:

2 T A 1§ (SO P ST TSURUUSTOSURTUPURPPR
b) Relationship with head of family: Self/Wife/Son/Daughter/Any other ..........cccocvevervriennne
8) INBAS s ) Monthly Ineome &
d)  RENSIONT wonmmmmmmmmssasnsians h) Gender: Male/Female : ..............
)  BUNOHNEHY cueommmmnsesmminmmsmioasmmn 1) Marital Status : cooceveeeieeeieeeieeeinns
B  OCEUPaEoN. fossnscnscnsmasssrsmrsisrsiars 1) AGArESE S nmenmsasrsasas
k) ContactNO.: v
Method Patient Profile Drugs Dispensed

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

EE——————————— '] | () ———— S ———



Activity-15: Examination of Lumps and Joint Pain (PSC/DH-1)

Guidelines:

e select two patients with Lump and joint pain

e perform assessment and examination with help of Academic Counsellor

e provide care as planned

e record the findings

Name of the Health Facility Date:

Date of REgISIaHONY .isiassassansonunsumsumsmsonsensessossosses Registration NO: .o wvsssimmimsmians

Identification Data:

) INAINIE § 1ieiiiiriiii e iiiarseeersaeesesesssaeseessnneseeessssasse e smssse e s saesssae s srss e se e sasasaan s ns s s eneanrresae e shrtbeseares
b) Relationship with head of family: Self/Wife/Son/Daughter/Any other .........cccoceevvicrennnen.
€) AL .iririenreerennaaeies g) Monthly Income : .....coceevvvvnvennne
d)  Religion : ...coeeeeeeieeee s h) Gender: Male/Female : ..............
2) EGAHON: sronmmrsnnrmmanns 1)  Marital STatuS | ....cooveersvessrorsvssse
f) Oeeupalion ..csnsssemamanaay 7)) AddESsd enannnensmanaan
k) GContactNG: fuannmememenraas
HiStory of present 1INESS .....oo.iio ittt eae e ee e smeceme et a e e ae e
Histaryof past tHEdIERL M IHEES o inmismeinms s s i e R e R s
Family hjo medical illness «asmrmmnmmrmsmammmassii s saa i
SL Question Findings Management/
No. Referral
1) | When was the lump first noticed? (Duration)
2) | What made the patient notice the lump? (First symptom)
3) | What are the symptoms related to the lump? (Other
symptoms)
4) | Has the lump changed in size, texture since it was first
noticed? (Progression)
5) | Does the lump ever disappear (persistence)? What makes
the lump to reappear?
6) | Has the patient ever had any other lumps? (Multiplicity)
7) | What does the patient think caused the lump? (Cause)
8) | Is there loss of bodyweight?
9) | Is there recurrence after operation?

2O



Assessment and Examination Findings Management/
Referral

1. Look (observation)

Location of Lump/Position/Contour/Regular/Irregular/
Pulsation: check for Aneurism/High Blood Flow/
Number of lumps/swellings /Shape: Spherical/
Hemispheric/Pear or Kidney shape/ Size of lump/
Colour and texture of overlying skin: Check for
smoother and shiny or thick and rough skin, scars,
ulcers, discharging sinuses, peaud orange)/Check for
Abnormal vessels / Impulse on cough

2. Feel the lump/swelling (palpation)

Check temperature by touching and compare it with
nearby / adjacent normal skin other than the lump
swelling/ Tenderness: Feeling pain on touch / Surface:
Check forsmoothness/regularity/nodularity/Edge:
Check for well defined or indistinct edges /
Consistency: Check for stony hard/ firm/ rubbery/
spongy/soft consistency/ Cough impulse: Reducible
(Ask the patient to cough and see if the lump increase
in size or not. If size increases by to reduce it by
spreading the lump to see whether such as a bony
prominence, joint etc.). It is reducable or not e.g.
hernias-don’t forget cough impulse/Position
Measured from a landmark/ Size: Measure with a
measuring tape /Thrill or pulsation

3. Press:Pulsatility:

Check whether the lump is pulsatile or not. It should be
expansile pulsation or transmitted pulsation) /
Compressibility: Disappear on pressure and reappear
on release Emptying / Reducibility: Reappear only on
application of another force e.g. cough / Fluctuation:
It is checked by 2 fingers moved apart when middle
area pressed.

4. Percussion:

Put three fingers (index, middle and ring) of left hand
over the lump or swelling. Using middle finger of right
hand tap gently over the middle finger of left hand over
the lump and listen to the sound. It can be dull or
resonant. Dull indicates solid nature. Resonance
indicates presence of gas.

|22



5. Move (This is to check plane of attachment)

Skin tethering (To see skin fixed with tissues lying
beneath. Attempt to pick up a fold of skin over the
swelling and compare with other side).

Deeper structures (attempt tomove the swelling in
different planes relative to surrounding tissues).
Muscles and tendons (palpate the swelling whilst
asking the patient to use the relevant muscle).

Assessment of joint pain

e Seclect two patients with Joint pain

e Perform examination and record the findings
e  Make appropriate referral if required

e Plan care and take action

e Record the findings

Name of the Health Facility Date:

Bate o REEEIAIONT i anmnm s R R R R Regisiration No. wuauauausis

Identification Data:
) NBHE sovsvmmmavsmmn smme s ST s v e i v £ e o oD R 9 M T s B R

b) Relationship with head of family: Self/Wife/Son/Daughter/Any other ........cccccevieeiiiniianens

€)  AZE .o, g) Monthly Income: ......ccocvvvrennee.
d) Religion: ..cocoeeieciiieeiieeciieccnieeens h) Gender: Male/Female : ..............
e) Education: .......cccocoviiiiiiiniieannnnn. 1)  Marital status @ ......ccceeeveenveeennen.
1) Oceupalion {amiasaian 1) Address sasannnnnanaaiais
kY ComtattNoO. s
History of present 11INESS .....oooioi ittt eie e eme e e
History of past TEAICRLIIINEES: .. cuinsmmsmucmmcmmonmsmmssims s e s s e s s s s s i soaameiaiss
FamilyThio medieal THBBES owumsmummims s mm s e e e e s ey Lo A s
History Findings

a) | Medical Disease related to Heart . Lungs, Abdomen, Diabetes or
Chronic disease

b) | Surgical Disease or Trauma or Any surgery

c¢) | Dietary History
d) | History of Job /Sports

|3



Physical Assessment
General examination

e Pulse

e BP

e Respiration
e Temperature

e Level of Consciousness

Site of Pain

Onset of pain (Severe, Sudden , Slow, Steady)

Provoking factors (exertion, position, sports, work activities,
cold weather, morning and evening time )

Character of pain

Associated Symptoms ( Low range of motion, inability to do
daily work).

Time Course of pain ( Intermittent, Continuous)

Exacerbating /Relieving Symptoms

Severity Rate the pain from 1-10 for 1 being the slight pain and
10 being the worst pain

Possible diagnosis:

Advices and Referral details:

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

I | 4 —



Activity-15: Examination of Lumps and Joint Pain (PSC/DH-2)

Name of the Health Facility DALE 3 socasisanisanisansuions

Date of Registration @ .........cocceeieiicicneenes Registration NO. ....cccccoeeivceieinencee.

Identification Data:

8 NS canammcrsanar s R T R BT T
b) Relationship with head of family: Self/Wife/Son/Daughter/Any other .............ccccoveeeiennnne
) ABeT. g) Monthly Income: .......cccovvenene.
d)  Religlon @ ..o h) Gender: Male/Female: ..............
e) Education : .......ooocoevvevrieiiierieniinnns 1) Marital status : .......oooecevvveieneinnnns
f)  Occupation & .........coccoveeveeoreieereenns i) Adress : .oooecveveveeeriecieseneniennns
k) Contact NO. : covererireiererceerreennnns
Question Findings Management/Referral

Assessment of lumps

Assessment of joint pain

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor
A



Activity-16: Assessment of the Patient with Eye Problems

(PSC/DH-1)

Guide Lines:

e select two patients having eye problems

o take history and make assessment

e plan action to be taken and care as per need

e record the findings

Name of the Health Facility as given below .....c.ccvveenresssnssssssssnesnas Date:

Dite of REBISIEtONT s REGISHALON NO: wsunsunsunsunsunzis

Identification Data:

- [ 17 . O SRR

b) Relationship with head of family: Self/Wife/Son/Daughter/Any other .......cccocivieeiiieiiainnns

€)  AZE e g) MonthlyIncome: .......ccccovrvnnnne

d) Religion: ..covvieeeiieiiciieeecesreene h) Gender: Male/Female: ..............

¢) Education : ....ccevivienieeiiieniinnnn, 1)  Marital status : ....ooveeveeeveirinnenn.

1) Occupation iusamananaimsmnass J)  AdAESS S wannnmnninees
K} ContactNO S unmnmnnammm:

HiStory Of PreSent IIHESS wiuuisuisuioskonsiossinsbsnsssasssnstsnsianshsnsksnsionshoashsassasssnstsnsisnshsnsksnshonshiashiasans

History O pastHiediCal 1HNESS ..o s i o i i T

Eainily o melical il0ess «v s s e A TR TR

Assess the patient for the following parameters, identify problem and take need based
action

Assessment Findings Management/Referral

e Pain. itching, or sensation of a foreign
body in the eye
Photosensitivity (aversion to bright light)
Redness or small red lines in the white
of the eye

e Discharge of yellow pus that may be

crusty on waking up

Watering of eyes

Whitening of black of eye

Swollen eyelids

Constant involuntary blinking

(blepharospasm)

e Crusting over of the eyelid

.7 A



Referral and Follow up (If required

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

__________________________________wJw ________________________



Activity-16: Assessment of the Patient with Eye Problems
(PSC/DH-2)

Name of the Health Facility as given below .......eieeiieicriciinsienens DAt@ 1 onvneveeciencnrinnne
Diateof ReGISHHEIION ! vmmmimimmisns REgistration NoL«.wmswmmissianss

Identification Data:
) INAITNIC © 1iiiiiiiiiiee et eesiseeseaessssessesssssnsesssasssse e sas s s s s e ssnbanes st s s aessanssanasssasnsane s rbbsseesersssnnaeses

b) Relationship with head of family: Self/Wife/Son/Daughter/Any other ...........cceveevecennnnne
(o) (Y. Y- 5 O — g) Monthly Income: ........cccovrneene
@) FEBBIHE i h) Gender: Male/Female : ..............

€1 BRSNS oo 1)  Marital SEatus: .cosomomamoeme:

1) TOCEUPALON & wummssmssmssissmvsssssais ) € [ O RREEREEP R ———

k) LOtacENO. S unimimiaimaiiaiis
Assess the patient for the following parameters, identify problem and take need based
action
Assessment Findings Management/Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

- wmas



Activity-16: Assessment of the Patient with Eye Problems

(CHC-1)
Name of the Health Facility as given Delow .....occiiinnnninsinssnssenses DAtE 1 wivsvissriinrcsnsansiens
Date of REZISration | ... Registration NO. ........ccccceevivniiinninn.
Identification Data:
2 I A 1 (< SRR OSUPPUPRUOTN
b) Relationship with head of family: Self/Wife/Son/Daughter/Any other ........cccovveverererennnen.
8] NS ) Monthly InGomE &
d)  REFIONS nsmnsmnasnsmnssrscoscssssses h) Gender: Male/Female : ..............
) BN cenremanmmimasmsmmsmme 1) Marital Status : cooceveeeieeeieeeieeeinns
1) OBEUPELON §sssnimissssmsm 1) AGArESE S nmenmsasrsasas

k) ContactNO.: .o,

Assess the patient for the following parameters, identify problem and take need based
action

Assessment Findings Management/Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

Y |



Activity-16: Assessment of the Patient with Eye Problems
(CHC-2)

Name of the Health Facility as given below .......eieeiieicriciinsienens DAt@ 1 onvneveeciencnrinnne
Diateof ReGISHHEIION ! vmmmimimmisns REgistration NoL«.wmswmmissianss

Identification Data:
A)  INAINIC & oooviriieiieieeeesssessseiseasssssesaessseseseseseasesseshssesssessssessaeessssansaesaseensaesase e s s e sas e er s e enns s rraeenns

b) Relationship with head of family: Self/Wife/Son/Daughter/Any other ...........cceveevecennnnne
(o) (Y. Y- 5 O — g) Monthly Income: ........cccovrneene
@) FEBBIHE i h) Gender: Male/Female : ..............

€1 BRSNS ook 1)  Marital SEatus: .cosomomamoeme:

1) TOCEUPALON & wummssmssmssissmvsssssais ) € [ O RREEREEP R ———

k) LOtacENO. S unimimiaimaiiaiis
Assess the patient for the following parameters, identify problem and take need based
action.
Assessment Findings Management/Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

- wwy



Activity-16: Assessment of the Patient with Eye Problems

(PHC-1)
Name of the Health Facility as given Delow ......ciniivissvinsinissnnns DA ¢ cevvvvvinviiseenennns
Date of REgISIIalion ! .. Registration NO. ......cccoceieeinicenaeens

Identification Data:

A INETRES om0 A B S T A B S A S s b

b) Relationship with head of family: Self/Wife/Son/Daughter/Any other .........c.ccovviiiiiinna
€) APE s g): Nonthly INEome s
d) REBEON" s h) Gender: Male/Female: ..............

8} EdUeabsn] oo 1) MERELSESS oo

f) OCCUPRtIOD Fsnnnnnnnmmnna 1) RO s

K) ComtaCtNG, i wnsnsnmnsnimiia

Assess the patient for the following parameters, identify problem and take need based
action.

Assessment Findings Management/Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

| 7)) | |



Activity-16: Assessment of the Patient with Eye Problems

(PHC-2)

Name of the Health Facility as given Delow ... DAte & einiesnsnnonnnn,

Date 6F REPISIANON ovvisimmaviasas ) 570 a0 () (o DA —

Identification Data:

Q) INAITNIE § oioiiieiiiieciieirireceinesesersssessessssasasesssessssesessaass s e s e sssanessssbasasssssssanesssnssnansrernrsnassssssrsnnsses

b) Relationship with head of family: Self/Wife/Son/Daughter/Any other ..........coccocevviecieennnns

€) AZC . g) Monthly Income: .......coovvvennnee.

;N C 3 A — h) Gender: Male/Female : ..............

e) Education: ......ccocovvvivcrreririirrennrnns 1) Marital Status : ....oocoveeevrvirrereenn

D) OCEUPatION. i wssmamismiasaussssssmss 1) AAAEEER s
k) Contact NO. : oooveeviieieieieieeereieiae

Assess the patient for the following parameters, identify problem and take need based

action.

Assessment Findings Management/Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

- ___________wyyy



Activity-16: Assessment of the Patient with Eye Problems
(SC-1)

Name of the Health Facility as given Delow ... Date : icinsinsinisiiin
Date of Registration : ........cccceevevevveereneannns Registration NO. ....coovvuevvrreeciienenns

Identification Data:
A TN s e S e e R e S e S e

b) Relationship with head of family: Self/Wife/Son/Daughter/Any other ..........cc.ocooiiiieiennne

€) AP s g) Monthly Income: .......ccccoceinnenne
d) REBION: sesasnarsmaanussms h) Gender: Male/Female:: ..............
g EBdSHoLY ssevmmmnmnmmmnnnns 1) Marital stafus'; s
f) Ocoupation ;v 1) AAAress s susisnsnsiieaTe

k) ContBatNO:nnsnanssmsmmn

Assess the patient for the following parameters, identify problem and take need based
action,

Assessment Findings Management/Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

e | 3 . (S



Activity-16: Assessment of the Patient with Eye Problems

(SC-2)

Name of the Health Facility as given Delow .......iinviciinernenen Date & ecviiievivncccnnnne.

Date of REgistimtich ! csunusuamnausinns Registration NO. ......cccocceveeieicinaeens

Identification Data:

B INEETICE ouuvnsvossomrosossiben s auc e s o s b s E35as s S TV A S G S R TS VT R

b) Relationship with head of family: Self/Wife/Son/Daughter/Any other .........cccooviviiiiniinn.

8) APelisnamsasnsnai g) Monthly Income: .......ccccovrnne

d) Rehgion' v h) Gender: Male/Female: ..............

e) PBdaetafitn: ~uosaranananaaaia 1)  NEErtElsSiais conananann

f) OCEUDAESD Fnunannmmsiaei 1) A susiamsisinveraaiiari
K) CanfactND. iummmnmaias

Assess the patient for the following parameters, identify problem and take need based

action.

Assessment Findings Management/Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

- wyey



Activity-17: Assessment of Patients with Ear, Nose and Throat
(ENT) Problems (PSC/DH-1)

Guidelines: Refer:
e select patient each with problems of ear, nose & throat. Block: 2
. Unit: 5§
1 d take act
e plan care and take action CHO-0003
e record the findings
e make appropriate referral if required
Name of the Health Facility Date:
Date 6T REGISHBUON: wiivinismmsissmninussssesi Registration No. .......ccccovevninane

Identification Data:
B) R T R e R R T T T R R G R TR a

b) Relationship with head of family: Self/Wife/Son/Daughter/Any other ...........cccccvvevrreeenene.

) R g) Monthly Income: .........ccoovveeee.
d) Religion: .........cooivniiiiiicciinnns h) Gender: Male/Female: ..............
e) Education : ......ccoceeevierrvermnnrnnersrnnnnnns 1) Marital status : .ooevveevveeeeeeeeeeeen,
f)  Occupation : ......cceveeinieeiinreeiieerinns 1) AdAress : .oveieviiierieeeee e
k) ContactNO.  ..ooovvvreeeeiiieeecrreeeenns
Problem of Ear
Assessment Findings Management/Referral

History : H/o earache occurring within
3 to 5 days after an attack of common
cold/Fever/Decreased hearing/Pus
discharge from ear/Child is irritable

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

by



Activity-17: Assessment of the Patient with Ear, Nose and Throat

(ENT) Problems (PSC/DH-2)

Name of the Health Facility as given

BEloW cnnaaaaasnasisecs DATR T ssiaviasrsamsis

Date of Registration @ .........ccceoeeeveiinennne. Registration NO. «.cc.oooveeiieeiiccicene

Identification Data:

8) NIWe: o R G R T
b) Relationship with head of family: Self/Wife/Son/Daughter/Any other ............ccoveevveveen....

1) T T g) Monthly Income: .........ccvrveeneee.
d)  Religlon: ....ccccvvviviiiiiirciesiseenns h) Gender: Male/Female: ..............
e) Education: .......cccoeeieeviiiiiiinenneen, 1) Marital status : .oocoevvveevieiiirnnenn.
f)  Occupation : .....cocccoevieviiiiiieieceeene 1) Address :....ooooeiiiiniiiiiieees
k) Contact NO. : covvvererercrrereserrenn
Problem of Ear
Assessment Findings Management/Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor
- wyy



Activity-17: Assessment of the Patient with Ear, Nose and Throat

(ENT) Problems (CHC-1)

Name of the Health Facility as given below .......iiiiiiiiiiiiiiiniiiannns | § [ (5 mm—

Date of Registration © .........c.ccccevvevevveenee. Registration NO. .......coovveeeereeeennnn.

Identification Data:

)  NANE s s s e S e e e o e S R e S T S et

b) Relationship with head of family: Self/Wife/Son/Daughter/Any other ........ccccoveriverveninnne

€) ARE wnsnrnsisnR g) Monthly Income: ......coevvvvinnnn

d) Religon: cnnmmnmiasnsnime h) Gender: Male/Female: ..............

8] Edugalion: soaoaoavnenososemes 1)  Matital Status s oo ssosmsssasssnisas

) Occupation : .......cooevvevvriercieeieienne 3) Address: ......ccoooeeeerereeeeeeeeeenns

k) ContactNO. : ooeoeeeeeeeeeeesrieeeens
Problem of Ear
Assessment Findings Management/Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

EE————————— ) () ] | ——



Activity-17: Assessment of the Patient with Ear, Nose and Throat

(ENT) Problems (CHC-2)

Name of the Health Facility as given Delow ..., Date: coasasansans

Date of Registration : .........cccccceevveveeenne. Registration NO. .......ccoeevvcerccnnen.

Identification Data:

A) NI & oottt ee e et e e e e et e e seseee e saeeeaeeeeaaeeerns et e nee et aaennaseeannnaeenaeeeeaneeensateenneeeeanree

b) Relationship with head of family: Self/Wife/Son/Daughter/Any other .........cceevveevneeereannen.

C) AZEl . g) MonthlyIncome: ........ccoeeeneenn.

d)  Religion: ....oooveviiciiiieircciencieenns h) Gender: Male/Female : ..............

e) Education: ......ccccovviiiirriiniineeinnens 1)  Marital status : .....ocooeeericreeennnn

) Occupation : .....coeeeveivvieeccviecrneeenns 1) Address : ....occcooiveviiieniriieeeiaens

k) Contact NO.: .cooeeeecieeceeciieceens
Problem of Ear
Assessment Findings Management/Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

- wwmy



Activity-17: Assessment of the Patient with Ear, Nose and Throat

(ENT) Problems (PHC-1)

Name of the Health Facility as given Delow ... Date e,

Date of Registration ; ......vevasvanvavsmamians Registration NO. .......cccvvenvievinnnnes

Identification Data:

AY  INREED . omsvmomsios o s o e A T s S B A T SRR B0 A B B o

b) Relationship with head of family: Self/Wife/Son/Daughter/Any other ...........ccccooiiiie.

) AR wessesnsemnssasse g) Monthly Income : .......ccocovennnnn

) REBEON | wianananunawarigig h) Gender: Male/Female: ..............

) BAutalon: csususwswswswswnees 1) MEELSIatE: cananananasini

1) Oteupalion | 7)) AR s
k) ContattNG. o

Problem of Ear
Assessment Findings Management/Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

2 C) A



Activity-17: Assessment of the Patient with Ear, Nose and Throat

(ENT) Problems (PHC-2)

Name of the Health Facility as given below ..., Date § e,

Date of Registration : .........ccovceevvieecinennnns Registration NO. ..c.ccceevvvveecienrinnnns

Identification Data:

H) N0 raricimins e i s T R T N NS S T e

b) Relationship with head of family: Self/Wife/Son/Daughter/Any other ..........cccvveveveerriennee.

6] BT i i niisiinaiiseiiseiiv g) Monthly Income: .........ccoooveeee.

d)  Religion : ....coeveeviirciercireeenne h) Gender: Male/Female: ..............

e) Education: .....ccceccviineeeniiinviesnnnnn 1) Marital status : vovevveevveevieeeeeeeeenn

f)  Occupation @ .....coceveveieeieciie e 1) Address :...ooeveeeriiereiieccae e
k) ContactNO.: .ooovireieeeieeeeecene.

Problem of Ear
Assessment Findings Management/Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

e —— )3, ()



Activity-17: Assessment of the Patient with Ear, Nose and Throat

(ENT) Problems (SC-1)

Name of the Health Facility as given below ......cieniiininieiniennns ) 13 7 R —

Date 6f Registration | «..cuananananmna Registration No....vnwnamnmmna

Identification Data:

A INCENE 5 oo 00 4 A S SO RS R

b) Relationship with head of family: Self/Wife/Son/Daughter/Any other .........cccccceeviiviviinen.

E) AP g) MonthlyIncome: .......ccoeveinnnn

d)  REHEONE cwmmnsmmmnssmivsiism h) Gender: Male/Female : ..............

2) EdUeAton: .o D 7, LT 0 ———

f) 'OSCupaton & s sz 1) REAFESS i esisiis
k) ContetNG.: funmmnsoniess

Problem of Ear
Assessment Findings Management/Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

___________________________________________________pos



Activity-17: Assessment of the Patient with Ear, Nose and Throat
(ENT) Problems (SC-2)

Name of the Health Facility as given

[ 1751 (11 (AR ) I} { -,

Date 6F REPISIANON ovvisimmaviasas ) 570 a0 () (o DA —

Identification Data:

Q) INAITNIE § oioiiieiiiieciieirireceinesesersssessessssasasesssessssesessaass s e s e sssanessssbasasssssssanesssnssnansrernrsnassssssrsnnsses

b) Relationship with head of family: Self/Wife/Son/Daughter/Any other ..........coccoevveciecinnns

€) AZC . g) Monthly Income: .......coovvvennnee.

;N C 3 A — h) Gender: Male/Female : ..............

e) Education: ......ccocovvvivcrreririirrennrnns 1) Marital Status : ....oocoveeevrvirrereenn

D) OCEUPatION. i wssmamismiasaussssssmss 1) AAAEEER s
k) Contact NO. : oooveeviieieieieieeereieiae

Problem of Ear
Assessment Findings Management/Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

Xy



Activity-18: Identification and Management of Dental Problems

(PSC/DH-1)
Guidelines: Refer:
e Select 2 persons (of any age groups) having dental problems Block: 2
Unit: 6
e  Assess the problem CHO-0003
e Assess severity of dental problem
e Take appropriate action
e Record the findings
Name of the Health Centre - SRR ) (- TA—
Name of the Health Facility as given Delow ........ccccciciiniiiniicninnnnns Date:
Date of Re@IStration: ..........ccceeiiiiiniiiniiiiiianiee e sne e e sseeanenes Registration NO. ....coovveviiinnnnne.

Identification Data:
A INCETENEE oot ot A A A R A G BRSO AR

b) Relationship with head of family: Self/Wife/Son/Daughter/Any other .........c..ccoviviiviinne

€) AZC: ., g) Monthly Income : .....ccovevvirnnnn
d)  RERgION ummssmmmsassassasis h) Gender: Male/Female: ..............
e) Education : ......cccccoevvveeveeeneirannne. 1) Marital Status @ .ooovvvveeeeeieeeieeeienns
5 [ 5750 e T (s SRR 1) AAAEER samvamimsnsasmvamnssinesissis

K) ContactNo: {wawmmisamsamisgs

Assessment and Management

Assessment Findings Management/Referral

History of present illness
History of past medical illness
Family h/o medical illness Assess

Problems

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor
3 . (A



Activity-18: Identification and Management of Dental Problems

(PSC/DH-2)
Name of the Health Centre . ) 1 ————
Name of the Health Facility as given Delow ......crniiseirssennsisenns Date
Date of RegIStration: ccuamrsnnnisinimmmirasing Registration NO. ooamnsine
Identification Data:
A) NI & oot ee e e e e et e e seaeeeesbe e eaaeee e aaeeerns et eannae et aaennaneeananaeeaaeenennneensateenneeeeanren
b) Relationship with head of family: Self/Wife/Son/Daughter/Any other ........ccceeerveereerveennes
€C) AL i g) Monthly Income: .......ccoeuvneee...
d) Religion: ...ocoovviiiiiiiceeceeereene h) Gender: Male/Female: ..............
e) Education : ..., 1) Marital status : ....cocoveeviicieeeninnns
) Occupation : ....oocceeveveeiiveiiviieecineenns 1) AdAress : ..o
k) ContactNO.: .ooeeeeeeeeeereeeeeenns
Assessment and Management
Assessment Findings Management/Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

- gy



Activity-18: Identification and Management of Dental Problems

(CHC-1)
Name of the Health Centre “ - “ WRRR ) [ ; 3 JRER————
Name of the Health Facility as given below ..........cccveevvvenerninnnenee. Date:

Date of RepiSaTION sy e o s o s s R o Registration No. ......cccceeeerennnnnes

Identification Data:
B)  INBIOBIS .oeseecismbaesirosiinettssismmbassbosfbsashotintrrs sess A soshontte tomtassfrosimnttosimttas pbas bonipsasassasabbss dbarshondtas

b) Relationship with head of family: Self/Wife/Son/Daughter/Any other ...........cccceeevieerennen.

€) AZe: . g) MonthlyIncome: .......cccouvennene.
d)  Religlon : .oeoeircrcieciecie e h) Gender: Male/Female : ..............
e) Education : .......c.ccoovevveveeireirinnens i)  Marital status : ........cccoveeerneeneen.
) Oceupation @ ....ccecevereveeiricruenrennen, 1) Address :......ooceiiiiriiiiieeeeanen

k) Contact NO. : .ooooviieiiiiiiinriiiiininns

Assessment and Management

Assessment Findings Management/Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

w8



Activity-18: Identification and Management of Dental Problems

(CHC-2)
Name of the Health Centre. - - . Date: s
Name of the Health Facility as given Delow .......coeiniinnsnnsicnsinnnns Date:
EVARS G IR SO NSRBI ..o o ot s o i Répaatratzoii NG . o v
Identification Data:

)  NAHISE suvnsmmarsm s s i s S o s S T T PR

b) Relationship with head of family: Self/Wife/Son/Daughter/Any other ...........ccccevvniinniee
€) ABSmananmammaa g) Monthly Income: .......cccccvivnnnnn
d) Rebgon: s h) Gender: Male/Female : ..............
e] EBdigation: sy 1) Maxital $ialis’; o
1) Oeeubafion \:umurmnrausmmisin 7). AJIESS svnnenasnaa
k): ContactNo: ' zsnsnsnsnsnsnss

Assessment and Management

Assessment Findings Management/Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

|23 €O



Activity-18: Identification and Management of Dental Problems

(PHC-1)

Name of the Health Centre Date :
Name of the Health Facility as given Delow ......ccuiumimnmnnnmisnsinnn, Date:
Daté of REgISTEloN: oot s ssiasitaio Registration Wo..iisaiae
Identification Data:
) N R S I S R R A R R R e R R T G T T LA
b) Relationship with head of family: Self/Wife/Son/Daughter/Any other ..........ccccvvverivrenenne.
€)  AZE . g) Monthly Income: .....ccevvvrrnnn
d) Religlon : ....ccoovvireireeoriieie e h) Gender: Male/Female : ..............
e) Education: ........cccemieniierinnnnne. 1) Marital status © ....oooeeeveeccieennee
) Occupation : ....c.cceeerrecreeineirienrearns 7)) Adress : ..oovereeerieenieerreneenenes

k) Contact NO.: .covovrivreiereierirvinnen.

Assessment and Management
Assessment Findings Management/Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

| 3 /A



Activity-18: Identification and Management of Dental Problems

(PHC-2)

Name of the Health Centre . Date
Name of the Health Facility as given below .........covveniininincninennes Date
Date of Re@IStration: ..........ccceiiieaniiiniinieiiinesine e Registration NO. ...ccoooevveviicnenne.
Identification Data:
A)  INBIBLS vvanvmmmesimis st or s b s R F s e S s o s S TR TR ST R S R s
b) Relationship with head of family: Self/Wife/Son/Daughter/Any other .........cccoccveeeiieiinnnen.
C) (AOE T crcracmmommmsmm e g) MonthlyIncome: ........cccceimnen
d) REHGIGN wsnsnmmmavismsmmini h) Gender: Male/Female : ..............
e) Bdicitioh! uusonanusonannans i) Marital status : .........cccoeieinieinnnns
f) DEBUHEHBA e 1) BEOIESE Snmnmnmmmaniarris

k) CORHEENG: i

Assessment and Management
Assessment Findings Management/Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

I 3 &



Activity-18: Identification and Management of Dental Problems

(SC-1)

Name of the Health Centre

) 12 7 L

Name of the Health Facility as given below ........cccnennsicnsnnnnenn. Date:

Diaté.of REBISHAGO s conuimnim s n  amsin Registration No. ......c.civeiveininies

Identification Data:

Q)  INEUIE anmimimn s s s e s S e TR G s R L e e i

b) Relationship with head of family: Self/Wife/Son/Daughter/Any other ............cccovevevvenene.

€) AZe! . g) Monthly Income: .......ccooveenne.

d)  Religion : .ooovecieiciieeieeciceciinns h) Gender: Male/Female : ..............

e) Education: .........ccoeceoveveeviiiiinnenns 1)  Marital status : .......ccceevveeerneenne.

)  Occupation @ ......occoovvrecneenieirieaeenne J)  Address ...
K) Contact NO. : .cocovvvverecriieriiveennnns

Assessment and Management
Assessment Findings Management/Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

N 2 3O



Activity-18: Identification and Management of Dental Problems

(SC-2)
Name of the I-Iealth Ccﬂtre - L Ll - . Date : SrsssadsEsEsRRR R RIRERRRERRRRY
Name of the Health Facility as given below .....c.ccvvinennenninnnnnen, Date:
Date of Re@IStration: ..........cccoeiiieeiieeainiieiieseneseeeeeeieesaeeseeens Registration NO. ...ccccovvvevieniennne.
Identification Data:
e 35 o (SR
b) Relationship with head of family: Self/Wite/Son/Daughter/Any other .........ccccceiveciieiinncn.
€}  AOB L seasosmasemsemvass g) MonthlyIncome: ........cccocerunene
@) PEBEINS i h) Gender: Male/Female : ..............
) BAMCAHONS sammvenieanoniasias 1) Martal SIS v
P OCCUPAlION & wmmmmssmmssmvessessens 1Y AUITESS S s
k) CotfactNO. I avisnmansisimsasmisinsanios
Assessment and Management
Assessment Findings Management/Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

2 4 () ———



Activity-19: Suturing of Superficial Wounds (PSC/DH-1)

e select 2 persons (of any age groups) having wound. Refer:
e  assess the problem Block: 2

k . . Unit: 7
o .

take appropriate action. CHO-0003

e record the findings
Name of the Health Facility as given below ......cccccvviiieiniiiccninninnns Date
Date of Re@IStration: ..........coeiiieeniieniiriieiieee e asraeanenens Registration NO. ....ccooeeviviieneene.

Identification Data:

BY  INCBEINGE oot s A R A R B S S RS A SR A R RO
b) Relationship with head of family: Selt/Wife/Son/Daughter/Any other ......coccvviiviiivicieninen

€) AP s g) MonthlyIncome: .......ccoveeinenns
@) Religon: cusssunwnsnmmanimimie h) Gender: Male/Female: ..............
) EdUCHHOT: .cunsusasamosiasis  GINR 7, E e h B L ——
f) OCEUPAlon L 1) AEAFESE i
k) CottastNG: fvnnumsonaes
|3 BT T 0Tt T -
Higtory of past inedical IInEss o amammmmss  a
Family h/0 Medical 11INESS ...veiiririeriieiiirieiies ettt ebeaas
Assessment and Management
Assessment Findings Management/Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor
- __wa



Activity-19: Suturing of Superficial Wounds (PSC/DH-2)

Name of the Health Centre. = = ¢  IDRBE T Gumesnssnissssaa
Name of the Health Facility as given Delow ......cccoveeeicinerssneresnnenns Date:
Dt Of REBISMAHONT oiimsmsimsisisisisiinssnsinsinsinsinsisisis ReEISIFAION NO! «.oiasssmisssinss

Identification Data:
AY  INBIEY oot e o s A s s S S oo S SRR

b) Relationship with head of family: Self/Wife/Son/Daughter/Any other ............ccoccoieennnn.

G A e ¢) MonthlyTneome . cwamna
d) PBERGGN wonnsrsrsnissuseiews h) Gender: Male/Female: ..............
€] Ehtaoh): s 1) NEEEHAlVSEatE: cnnnnn
1) OCCUPation [ viaaaaanmvmanmnsng 1) Address ¥

I6): CORaCENG. S ncnsmcmsrsricris

Assessment and Management

Assessment Findings Management/Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

I 24 R ——



Activity-19: Suturing of Superficial Wounds (CHC-1)

Name of the Health Centre - - «.  Date:
Name of the Health Facility as given below ......ccccviieivieiisniiscnisnnns Date:
3B W0 LS ) b I e R e REGISEADN NG: wivsvisisiiviiniin

Identification Data:

) AR s S S S S Taas

b) Relationship with head of family: Self/Wife/Son/Daughter/Any other .........cccovevvirininnnen.

Bl S R g) Monthly Income: ..........co.........

d) REIHIONE . iivciisesinesinminitssitssiissiisn h) Gender: Male/Female:. ..............

e) Education : ......cceccvvvivenvenineirnnnnnns 1) Marital Status 2 voveveeeereeereeseeinnns

f)  Occupation & .....coceevevvrevineeeriererenieanns 1) AdAress @ ..o
k) ContactNO. :.cocoviieeeeiiiceecreaeens

Assessment and Management
Assessment Findings Management/Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

-3 AN



Activity-19: Suturing of Superficial Wounds (CHC-2)

Name of the Health Centre. = i 5 Date s ciccinanaims

Name of the Health Facility as given below .......ccccvvieeiiisnenriennnnss. Date:

Diate oL REPSHBHBIE (st s Registration NO: «..sssassassas
Identification Data:
AY  INEIEET . umursrscanmmsmmm i rrass oo ave Soumssisais s b s v aaay oSy S 0 e TS o SN S SRR
b) Relationship with head of family: Self/Wife/Son/Daughter/Any other .........ccoovveviicnnnnn.
e) APemamansncnsnnn ¢) MonthlyIncome: ...
d) Religion: .ninnnnmnananaes h) Gender: Male/Female : ..............
e) Bdicatioh’ ccanunnnannnnmanaa i) Mantal Statis: coancasanasi.
) OESuHatin & aumaraansriaes 7)) ARIIES T s
K) CotECtND.: amamanmaans

Assessment and Management

Assessment Findings Management/Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

...



Activity-19: Suturing of Superficial Wounds (PHC-1)

Name of the Health Centre DO | -~ SR R,
Name of the Health Facility as given below ......vnenniiensiisnnnnnn. Date
Dale ST REGISIAUONT unmmnnnanmianmnn s RegiStration NG, +.ciuesismivssssniss
Identification Data:
A) WNANE. cnrnsrrr R T G T T e
b) Relationship with head of family: Self/Wife/Son/Daughter/Any other .............ccccecveevvenenn.
B B, g) Monthly Income: .........cccrveeneee.
d) Religion: .....cccoveireirenrnerneeenensnenns h) Gender: Male/Female:: ..............
e) Education : ......cccccoeevvieveiinriienne, 1) Marital Status @ .ooovveveeeeieeereeeienns
f)  Oceupation @ .......coceeveveieeirecreereenne 1) Address : ..o
k) Contact NO. : ovevrerererrerereirreeenns

Assessment and Management

Assessment

Findings

Management/Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

. 2 4,5 ——



Activity-19: Suturing of Superficial Wounds (PHC-2)

Name of the Health Centre .

DAte S auanmanniavies

Name of the Health Facility as given below ........

sasssssssssssasssssasinass Dates:

Date of REPISHREONT . sy Registration INO. «usasmerasimms

Identification Data:

A) NG it s s s s s s S s SR A s P s S A s S ATt
b) Relationship with head of family: Self/Wife/Son/Daughter/Any other .........c.ccccoeeieinnnne.

6) AP s g) Monthly Income: ......ccoeeerieeneee
d) RBHEISH ovnununanammnanims h) Gender: Male/Female: ..............
e) Bdueation: ...usssssassoss: 1) Marital Statsie s
I 8 (67530157 1 ()3 P 1) AEAESS e
k) CONACENG: {wnnannnaaian
Assessment and Management
Assessment Findings Management/Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

| €O



Activity-19: Suturing of Superficial Wounds (SC-1)

Name of the Health Centre " . SRR L SR ——
Name of the Health Facility as given below .........cooenviciiinninnnnns Date:
Date of RegiStration: ..........ccoeiieeriieriarieeereee e e e eseeaeaens Registration No. ......ocooveeieeenne.

Identification Data:
) TR A 1 OSSR

b) Relationship with head of family: Self/Wife/Son/Daughter/Any other ............ccoceervevriennene.

€) AZe: ., g¢) Monthly Income: .......cccoovrnnene
d) Religion: ......cooooiiiiiiiiiiiiiecieeeee h) Gender: Male/Female : ..............
€) Education : .......cococveieverererereriranannn 1) Marital status : ...ooovevvvevveieieinnenn,
f)  OCCUPAlION ! vorommsmmsmmsassassasa D V2[R ——

k) Contact NO.: vvvieieieieieieieieieienn,

Assessment and Management

Assessment Findings Management/Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

. 24 ] —



Activity-19: Suturing of Superficial Wounds (SC-2)

Name of the Health Centre. i i S | ) e E———
Name of the Health Facility as given below .........cooenviciiinninnnnns Date:
Date of RegiStration: ..........ccoeiieeriieriarieeereee e e e eseeaeaens Registration No. ......ocooveeieeenne.

Identification Data:

O N 1T O

b) Relationship with head of family: Self/Wife/Son/Daughter/Any other .........c.ccoveevveeennenn.e.

€)  AZE . g¢) Monthly Income: .......cccoovrnnene

d) Religion : ...ocoovviiiiiiiiiiiiieceicee. h) Gender: Male/Female : ..............

e) Education : ......ccooceeevivviiiiiiiiireaninns 1) Marital status : ...ooovevvvevveieieinnenn,

) T 8 1501155721 0o RS T—— D (2 [G1§ :2C—
k) Contact NO. : ovvereieieiereiereiereienens

Assessment and Management
Assessment Findings Management/Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

A



Activity-20: Basic Life Support(PSC/DH-1)

e practice the procedure of Basic Life Support in manikin Refer:
Block:

e record the steps of procedure Unfi{;' 13
CHO-0003

Name of the Health Facility as given below ..........ccccevveervricnernnenn.. Date:

Diate of REBISIFAGOHE . ccnunununimimunsmiimimiimiimim Registration NoO. .....ccccinivinininina

Identification Data:

B INEIINE ouimnmorons ot 0 5 S S e e T TS G S R S S e
b) Relationship with head of family: Self/Wife/Son/Daughter/Any other ...............coccovviinan.
6) AR i g) Monthly Income: .......c.cccueneenee.
d) RelgOn: cssimimmmamasnsnse h) Gender: Male/Female:: ..............
& Ediealioh —mmrmmramnrass 1) Marital'status® —wrmmmnmnenss
)  Ocoupation : .......cccevreerrerresrersersserens 1) ADADEEET . oo rns st sems smns semsaissmssinss
k) CloRtagtNG.f ommsmaisii

Higtoiy af presetif et cumimimmnmirnrs s G
History of past medical 11INESS .....c.ooiierieeireircire et eraeeraesraenneennennnes
Faxtiily {0 TRBATOAL AEIEEE -wuunuaoniavommons assansin oonsss oo iaa s sossa s i s s s ket

Assessment Findings Management/Referral

Basic Life Support

Steps:

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor
- _________w/ooy



Activity-20: Basic Life Support(PSC/DH-2)

Name of the Health Facility as given below .......coccceeervernsnercnnen.. Date:

Date 0FREGISTAIONT c.ciniummmsmmismimmimmsssssmmsnsisseis REGSIEAON NG, .o

Identification Data:

L I 1 1 T L
b) Relationship with head of family: Self/Wife/Son/Daughter/Any other ...
) ASElumsnsmsmsea ¢) Monthly Income: .......c.ccoceeneene
4] FReligion; wimrunuasisiaiaie h) Gender: Male/Female:: ..............
&) PBdueation: uossnanansnenens i) Marital status : ..........cocceviieniinne
) Oceupation !sesmmsvnnnnmnmg 7)) AGAress Ve

k). ContactNo. @ umnmnmnmnmnmay
Hastainy o present THSEE v aumm s s e s s s e e e
History of past Medical 11INESS .....viverirerreiirrererisieerersin s sresese s eseses s esenseeresssseesessnssesssssssesessns
Eamilly hio nietiCalAlEES causmmsvemsunisversassessomms s is o i s s s s eaion

Assessment Findings Management/Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

N 2 5 ()



Activity-20: Basic Life Support(CHC-1)

Name of the Health Facility as given below .....iciiiiiniisiiniinnnians Date:

Date of REGISHAtONT oo s sraes Registration NO: «ivasimsis

Identification Data:

AY RS onsiomvmos s oo isssis o e S S N S D0 S 28 D L SN B s SRR

b) Relationship with head of family: Self/Wife/Son/Daughter/Any other ............ccoeieiene.

) APEY s g) MonthlyIncome: .......cccoevinnnne
d) RERGONS s h) Gender: Male/Female: ..............
S) EBAUCHHON woususnsnswpwansss 1) Marital status; caaawavissmasini
f) Occupation janansnmaianin P Address i uauninsianien
k) ContactNo: Suwmasmansigsg:
History of Preseit ITHBES wucpmmmmmissmamimismr s o s b i s i s
History of past medical 11BER i i s e
Family h/0 Medical 11INESS .....cccoiiviiiiiiiiiicieeieiie e se st eme s s s ba s erassbaess s esssnnas
Assessment Findings Management/Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

2. O



Activity-20: Basic Life Support(CHC-2)

Name of the Health Facility as given below .........c.ccccceevvinunnnaneeo. Date:

Date Of REGISTHATIONT 1w seusmusws i s R R R R Registration Mo, s

Identification Data:

B NEBE: o T T R e T e
b) Relationship with head of family: Self/Wife/Son/Daughter/Any other ........cceevvevrveviinnne.
i . g) Monthly Income: .........cooveneee.
d) Religion: .....cccovvveeveiesecesasieenns h) Gender: Male/Female: ..............
e) Education: ......cccecevviinreriiiineesiines 1) Marital status : ...ooeevvieieeniienenns
f)  Occupation : ...oocveerverivinieeeiiieeiiiieenns 1) AdAress : ..o
k) Contact NO.: .oveeeeeieeeeiieeeee
History ol Present THNESS" «ismiimsimmimmimesmmi oo ey sy v s sy sy sy iy oo
History of past Medical 11INESS .......ooiiiiiiiii ittt e e e ee
Fariily Boritedieal AHNES oo oo s o s s S e G Vs
Assessment Findings Management/Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

- ayy



Activity-20: Basic Life Support(PHC-1)

Name of the Health Facility as given below ......c.ccccecueeee

dssiseiss DAtes

Date of Re@IStration: .........coooiviiiriiiiieiieeiee i Registration NO. ......ooooeeviiinnne.

Identification Data:

) INAITIE & ooiiiiiie it ee e eeeeee et et e e e e e e e et batea e e e e aeeeeeeeat st atateaaeaeeee e e nnannrateeeaeae e eraasnnanas
b) Relationship with head of family: Self/Wife/Son/Daughter/Any other ...........ccccceevveeriennene.
(1) ST < . g) MonthlyIncome: .......c.ccccvviunee
d)  BEBEon: womansmsusmsmsamamao h) Gender: Male/Female: ..............
e) Education : .....ocooooooveviiciiiannans 1)  Matital Statis: crcssossonsossanios
1)  OUBOPAIONR & v amamsamsansnsvasvassas 1) ACAEEE . vsvssssssssanmmamsmmg
k) ContactNO. cumrsmmmsssnssnss
History of present 11INESS ... ..o ittt eae e
Histagyaf Pt edichl FIHBSS < rnrmmmmmrammrr e R R R TR
Family h/0 MEdiCal 1IINESS .....covviiiieiieiiieie ettt eess s s sbe s s eaesntsaesnesesbeennsenetseans
Assessment Findings Management/Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor
e 5 3



Activity-20: Basic Life Support(PHC-2)

Name of the Health Facility as given below ......cccvvevriverrnrirensnenn.. Dates

Date oF R D ISR O iyt e s s G AT s Registration No. ........cccoccevenmnenns
Identification Data:
A) NS o s e e s R R s A e e TR e T R A g
b) Relationship with head of family: Self/Wife/Son/Daughter/Any other ..........ccccoeeeeveervecnnens
C) ALE: e g) Monthly Income : .....cccovvvvevieenns
d) Religion ..o h) Gender: Male/Female : ..............
e) Education : ....ccceevviviricrieniiieninnnn, 1)  Marital status : .oovveeveviieiicnnenn.
f)  Occupation : .....ocovvvenveeciieeree e 1) Address : ...coooceeecieriiieeieeennnn
k) Contact NO.: .oovieriarrerreeceeenee
HIREOTY O PRea e TS e v sso s e e s o e R s T ey ey
History of past medical lINess ...........occoviiiiiiiiiicc s
Fariily hio Hetieal AlBERE «.vcnmmm s s s s o e e s
Assessment Findings Management/Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

- ws



Activity-20: Basic Life Support(SC-1)

Name of the Health Facility as given below ....couiiiiiinnn

Rl ) I | { v

Date o RepISHBAIIONT suocanmmmmmms s s s Registratton N\ «vuissiasias
Identification Data:
I N T T
b) Relationship with head of family: Self/Wife/Son/Daughter/Any other ...........ccccoocovvninnn.
8) APE fussnsnssnsannisni g) Monthly Income: .......cccccvennan
d) RENGN numensmsensasmsinie h) Gender: Male/Female : ..............
8) EBAdueaHon | o 1) NGB SRR oo
), OCEUPATOR fesvavnnnsnuiaviass 1) AR s
K) ComtactNG: fvmrmmammnasmss

History of present illness
History of past medical illness

Family h/o medical illness

Assessment Findings

Management/Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

| (o



Activity-20: Basic Life Support(SC-2)

Name of the Health Facility as given below .......cccvcvicrcicnnrceenns

.. Date:

Diate 0T REFISIRIONT . .. iioinoiinarinsbinabinsbi skasshbs sk knobiasbbrarinsbinss Registration NO. .........c0oervremnesnes

Identification Data:

A)  INAIME © oottt e e sr e sr b e bae s aae ek e b e e e R ee et e e st b g e e eeaaeenes
b) Relationship with head of family: Self/Wife/Son/Daughter/Any other ........cccceereeiveeerinnnne
C)  ALE . g) MonthlyIncome: .....ccccovvveerrenns
d) Religion:.....ocoooiiiiiiiiiiiciiciicee. h) Gender: Male/Female: ..............
¢) Education: ......cccevvrevierinnrnrrennnen 1)  Marital Status : ......cccoevreereeniennn
f)  Occupation : ......ccoevvvrviencirnnnns 1) Address ...
k) Contact NO. : covvverererererererevnrererens
(3 (07T 6 T s 1T R R e S i S Py B i M
stk P A L U o wmsmmavmwrss enarosiresmms was i s R A T R S 5 R R RS DR
Family o inedical THRess cuursnanamns i e i s e
Assessment Findings Management/Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

2 5 6



Activity-21: Identification and Care of Patients with Common
Conditions and Emergencies (PSC/DH-1)

Guidelines: Sekor:

e select two patients in a District Hospital Block: 3

e perform health assessment and observation in in-patient and Unit2;3

Out-patient Departments CHO-0003

e provide care as per need

e identify the type of illness

e record the action taken

e make appropriate referral if required

e write a brief report

Name of the Health Facility as given below ......cicnicniiianinens Date:

Date of Re@iStration: ..........cccoeviueeieeeieeeieieceeeseseeseesnseeiaeesnnens Registration NO. ......coovveeveeinnnnnnn.

Identification Data:

) TR AN 4 (<SSP

b) Relationship with head of family: Self/Wife/Son/Daughter/Any other .........c.cecvveiriervennne

€) APE T g) Monthly Income: .....cccvevvirnnnnnn

d) RehBions cosssosiosasimssississsiis h) Gender: Male/Female : ..............

e) Education : ...ooooooevveeieiiieiiieieeeianans i) Matital SN wcosvmonomomns:

T .5 CLE s T O ——— 1) AEATEEE Y sssmnsennensmassres
k)i ContatENOL 2 oo,

HiStory Of PreSent 11IMESS ......ocoveiiriiiie e eie et ee e s eas s e asesasees s e ssaesmsesmseessesesssensesanenas

History of pagt Tiedical tHNBSE ..vumimmummimimmiimimimsii i s o R A WA A WA

Family h/0 Medical 11IN@SS .......ocoeeeiiiiieiieiiiie ittt smee e sse e s ere s esse s asasesaennes

Poisoning
Assessment Findings Action Taken

Food Poisoning
Acid Poisoning

Alkali Poisoning

| 5



Dog Bite

Snake Bite

Insect bites and stings

Minor injury

Burns and scalds

Trauma (RTA)

Drowning

Seizure

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor



Activity-21: Identification and Care of Patients with Common
Conditions and Emergencies (PSC/DH-2)

Name of the Health Facility Date:

Date of REpISHAIBH :ucooiwsivsamssiss sivs s sivesivs snwsiasis s siss sici s Registration No. ......ccccociiiiiiennee

Identification Data:

) NS s T T S e S R T S o VR e S R S R
b) Relationship with head of family: Self/Wife/Son/Daughter/Any other ...........c.ccoeeevevviennene.
€) APl lupnrnnuaraan g) MonthlyIncome: .........ccoeeeeee.
d) ReligiBil: sionmnanommmaniinse h) Gender: Male/Female:: ..............
e) Edicalion’; soscssnsvsammwemsas 1) Maral Blatis: ooanammmms
T} Oceupalion {eusuaiainsisis i 1) Address | aninenamnniiniimg
k) Contact NO.: ...coccvrrerrrerereeriensens
Assessment Findings Action Taken

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

e 2 5 O



Activity-21: Identification and Care of Patients with Common
Conditions and Emergencies (CHC-1)

Name of the Health Facility Date:

Date of REGISHAHONT movomomomomomonomamasomamsmsos Registration NO. .......cevennviianen

Identification Data:

Y NG oo s s s o s B R S T S A DY SR St s S A E
b) Relationship with head of family: Self/Wife/Son/Daughter/Any other ........cccocevvivivencnnne.
C) AGET s s g) Monthly INCOmeE . v
) ROHBIGN cunmnmnssmasemmmssvisssimgs h) Gender: Male/Female: ..............
) Blealion o 1y NESERE]l SIS .o
f) OERUHELDH L nsmmnmsvsvavsiis 1) A nnnnnmasmnmsi
K) COontactNo. { cncnenancnisna
Assessment Findings Action Taken

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

- w3y



Activity-21: Identification and Care of Patients with Common
Conditions and Emergencies (CHC-2)

Name of the Health Facility .iinnisianananananananaaas Date:

Date of ReZISration: ....c..coveireniiiisiiis s et ssseeseneens Registration No. ...ccoeveervieecennenn

Identification Data:

e A T3 (< PTRTRTR
b) Relationship with head of family: Self/Wife/Son/Daughter/Any other ..........cccevveceeneen.
€) AZe:. g) Monthly Income : .....c.ccovvvrvennnee
d) Religion: ...ocoovveeveieceieciececiee h) Gender: Male/Female: ..............
e) Educalion : ......ocooevviiiveviiiiinieireniennn 1) Marital Status @ .ooovveveieieevreieiinnns
D) Ocupalion i vy V(< L R ——————
k) ContactNO.: cooveiiieiiieiiieieieiaann.
Assessment Findings Action Taken

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

| O



Activity-21: Identification and Care of Patients with Common
Conditions and Emergencies (PHC-1)

Name of the Health Facility .iinnisianananananananaaas Date:

Date of ReZISration: ....c..coveireniiiisiiis s et ssseeseneens Registration No. ...ccoeveervieecennenn

Identification Data:

e N 2§ (<P
b) Relationship with head of family: Self/Wife/Son/Daughter/Any other ...........ccccoveeeeneennee.
€) AZe.es g) Monthly Income : .......cccovvvrvennne
d) Religion: ....ccooovvivvieviciecereereen h) Gender: Male/Female: ..............
e) Education : ...ocooeovcvvieeeeeieeiiiiinneen 1) Marital Status @ .ooovveveieieevreieiinnns
D) Ooeupalion & vesemssmassemnessens V(< L R ——————
k) Contact NO.: cooiveiiieeiieeiieriieniienin
Assessment Findings Action Taken

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

e — . 2. (A



Activity-21: Identification and Care of Patients with Common
Conditions and Emergencies (PHC-2)

Name of the Health Facility Date:

Date of Re@iStration: ..........ccoeiieeiiieniioieeeeeenere e eneeseeaseens Registration No. .......cceeeieennnne.

Identification Data:
) IO A ' U< OSSPSR

b) Relationship with head of family: Self/Wife/Son/Daughter/Any other .........c.cccevcrivirnnan.

€)  AZE: . g¢) Monthly Income: ......ccoovvrnnnne
d) Religion: ... h) Gender: Male/Female : ..............
e) Education: ......cccoovveiviiiiiireannn 1)  Marital status : ......cooeeevrecnreeennnn
ST B 1- 1) T §)  Address :...oooveeviiniiiieeeee,

k) Contact NO. : coovevrieirieiriersrsnnnns

Assessment Findings Action Taken

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

N



Activity-21: Identification and Care of Patients with Common
Conditions and Emergencies (SC-1)

Name of the Health Facility .iinnisianananananananaaas Date:

Date of ReZISration: ....c..coveireniiiisiiis s et ssseeseneens Registration No. ...ccoeveervieecennenn

Identification Data:

e N 2§ (<P
b) Relationship with head of family: Self/Wife/Son/Daughter/Any other ...........ccccoveeeeneennee.
€) AZe.es g) Monthly Income : .......cccovvvrvennne
d) Religion: ....ccooovvivvieviciecereereen h) Gender: Male/Female: ..............
e) Education : ...ocooeovcvvieeeeeieeiiiiinneen 1) Marital Status @ .ooovveveieieevreieiinnns
D) Ooeupalion & vesemssmassemnessens V(< L R ——————
k) Contact NO.: cooiveiiieeiieeiieriieniienin
Assessment Findings Action Taken

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

. 2 G4 I ————



Activity-21: Identification and Care of Patients with Common
Conditions and Emergencies (SC-2)

Name of the Health Facility .iinnisianananananananaaas Date:

Date of ReZISration: ....c..coveireniiiisiiis s et ssseeseneens Registration No. ...ccoeveervieecennenn

Identification Data:

e A T3 (< PTRTRTR
b) Relationship with head of family: Self/Wife/Son/Daughter/Any other ..........cccevveceeneen.
€) AZe:. g) Monthly Income : .....c.ccovvvrvennnee
d) Religion: ...ocoovveeveieceieciececiee h) Gender: Male/Female: ..............
e) Educalion : ......ocooevviiiveviiiiinieireniennn 1) Marital Status @ .ooovveveieieevreieiinnns
D) Ocupalion i vy V(< L R ——————
k) ContactNO.: cooveiiieiiieiiieieieiaann.
Assessment Findings Action Taken

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

I (>



Activity-22: Aches and Pain (PSC/DH-1)

Guidelines:
Select 2 patients with aches and pains assess and identify problem Refer:
e make assessment and observation in inpatient and Block: 3

Out Patient Departments Unit: 3
e identify problem if any CHO-0003
e provide care as per need
e make appropriate referral if required
e record the action taken
e write a brief report
Name of the Health Facility Date:
EIatE DR B BRI - cammnmsammssmsa s msa SRR s TR EAARAITR ReEGISEaon NO. .o
Identification Data:
A)  INEIE T vy aas o o K L o s R e S A A T R A iy
b) Relationship with head of family: Self/Wife/Son/Daughter/Any other ............cccoviveinnnee
) T (S ——— gy Menthly IRCOITE 2 cummmsmmssnc
B BERROE ccuncmeasspenseesoniomsonsis h) Gender: Male/Female: ..............
e) Education: .......ccoovceiiiiiiiiiniinieens i)  Marital Status : coooveeeieeiieeiiiiienn
)  Occupation ! ....ocoevvveeevinieeeeceeaeenns 1) Address :...oeviviieeeeee e

k) ContactNo.: .......
Hhastory of prefent o amnmnmnmnmnmnmnenmnmnmimnmim e e
History of pAStMEHICAT TIMEORE ..o am s i s e s s s s S s S e i
oG IO MR osurmmmemians e ors i s A R A S R B NSRS
Assessment of Abdominal Pain
History Findings Management/Referral

a) Medical Disease related to Heart, Lungs,
Abdomen, Diabetes or Chronic disease

b) Surgical Disease or Trauma or Any surgery

¢) Menstrual History (for Women)

d) Obstetrical History

¢) Dietary History

f) History of Substance abuse

g) Food allergies (if any)

h) Medication history

I 2 (6  —



T
Assessment of Abdominal Pain

History Findings Management/Referral

Physical Examination
General examination

Pulse

BP

Respiration
Temperature

Levels of Consciousness

Site of Pain (Upper/Lower, Quadrant affected,
Possible organ affected, Centrally Located )

Onset of pain ( Before taking food , After
taking food, Sudden, Slow, Steady)

Character of pain (Stabbing, Cramping,
Burning, Dull, Acute, Chronic, Colicky)

Radiation of pain (Back, Chest, Over the
abdomen, Localised)

Associated Symptoms ( Nausea/ Vomiting ,
Bleeding (Bleeding per vagina/Haematemesis,
Diarrhoea, Heartburn, Burping, Jaundice,
Fever, Utricaria, Vaginal Discharge, Anorexia,
Constipation, Dysuria, Haematuria, Urine
Urgency, Cloudy Urine, Pallor, Hard or Rigid
abdomen, Cullens Sign/Grey Turners Sign,
Lethargy, Guarding, Weight loss, Bloating,
Change in Bowel Habits, Dehydration,
Tenderness, lumps.

Time Course of pain ( Has become worse
over the time, Has become better over the
time, No change)

Exacerbating /Relieving Symptoms
(Position, Diarrhoea /Passage of Stool/
Urine, Coughing, Food, Medicines)

Severity
Rate the pain from 1-10 for 1 being the
slight pain and 10 being the worst pain

Passible organ affected

Findings on:

e [nspection

e Auscultation
e Percussion

e Palpation

Possible problem of the patient:

Advices and Referral details:

e ——| ¢



S S S S S E S S EEGEEETTe
Assessment of Chest Pain

History Findings Management/Referral

Take History

a) Medical Disease related to Heart,
Lungs, Abdomen, Diabetes or Chronic
disease

b) Surgical Disease or Trauma or Any
surgery

¢) Dietary History

d) History of Substance abuse/Smoking

e) Food allergies (if any)

f) Medication history

Physical Assessment
General examination

Pulse

BP

Respiration
Temperature

Levels of Consciousness

Site of Pain

Onset of pain (Severe, Sudden, Slow,
Steady)

Provoking factors (exertion, stress,
position, change with repositioning )

Character of pain ( Stabbing, Cramping,
Burning, Aching, Sharp. Continuous,
Tearing, Dull, Acute, Chronic)

Radiation of pain (Jaw, Arms, Neck, Back,
Chest, Arm, Abdomen, Localised)

Associated Symptoms (Nausea/ Vomiting,
Dysnea, Diaphoresis, Weakness, Cough, Joint
Pain, Cyanosis, Hemoptysis).

Time Course of pain (Intermittent,
Continuous)

Exacerbating /Relieving Symptoms
( Position, Rest, Medication )

Severity Rate the pain from 1-10 for 1 being
the slight pain and 10 being the worst pain

Possible diagnosis of the problem:

- w4



S S S S S E S S EEGEEETTe
Assessment of Back Pain

History Findings Management/Referral

Take History

a) Medical Disease related to Heart ,
Lungs, Abdomen, Diabetes or Chronic
disease

b) Surgical Disease or Trauma or Any
surgery

¢) Dietary History

d) History of Job/Sports

Physical Examination
General examination

s Pulse

e BP

e Respiration

e Temperature

e Levels of Consciousness

Site of Pain

Onset of pain (Severe, Sudden , Slow,
Steady)

Provoking factors (exertion, position,
sports, work activities, cold weather,
morning and evening time)

Character of pain

Associated Symptoms

Exacerbating /Relieving Symptoms

Severity
Rate the pain from 1-10 for 1 being the
slight pain and 10 being the worst pain

Possible diagnosis of the problem:

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

I (O



Activity-22: Aches and Pain (PSC/DH-2)

Name of the Health Facility Date:

Date 0T RegIStration: ..usussumsussususrssarsvomvassamsssssamsaniaes Registration NO: v

Identification Data:

Y INCEMET om0l o 1090 00 A R AR

b) Relationship with head of family: Self/Wife/Son/Daughter/Any other .........ccooveeiieecannen.

§)] AR e g) Monthly Income: ........oceerneeneee.

d) RERFIOH sy h) Gender: Male/Female : ..............

g) Baueation sesvsesresvesvussmmsvess 1) Marital status : ......cocoviiiviiiciiiiiin

f)) 'OeLupation & e 1) AEATEEE s
k)i COEGENG. I s

Assessment of Abdominal Pain
History Findings Management/Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

|7 () A



Activity-22: Aches and Pain (CHC-1)

Name of the Health Facility Date:

Diate 0T REMISHIBONT . woomsomsamsmusmonsonsonsomsoms s Regstration No: ..o

Identification Data:

a) NEAHE: TR TS R R T e

b) Relationship with head of family: Self/Wife/Son/Daughter/Any other .......cc.ccvvvnivninne

€) AZe:.iie, £) Monthly InCome . ceemmeessosnssess
d) Religlon : ....coovviveireeoriiiiiieecrieeens h) Gender: Male/Female : ..............
¢l Ediealion ! causnausasamie ) Merital status’ s
) IOCEUPALION & s 1 Address v snssamamansassas

k) Contact NO. @ oo

History Findings Management/Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

/|



Activity-22: Aches and Pain (CHC-2)

Name of the Health Facility Date:

Date of ReISLatIoN: ...c.uiivererirerreeineeisecssaessaesiaesesesenenesaneeans Registration NO. ...ccoeevveervecrieennn.

Identification Data:

B INBIEREET nnmsa s msnm s e s Vs 0 0 R 5 T e R A S ST e
b) Relationship with head of family: Self/Wife/Son/Daughter/Any other .........c.ccoveevveeenennee.
€) AZC: ., g) Monthly Income : .....ccovervirinenn
d) PRERGION vnnsrasvisnismissieiewis h) Gender: Male/Female: ..............
€l BOCHEOINS connmsneosmosmsion 1)  NISEElSHERNS woamumsamsmmmes:
f)  Occupation : ....occceveveeiiiveiiviiescinienns 1) AdAress : ...oocoiviiiiiiiiiiieeeaens
K}y EonteoiNG vrsisssaniss
History Findings Management/Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

|27 A



Activity-22: Aches and Pain (PHC-1)

Name of the Health Facility Date:

Date .of REgiStration: u e i i s i iiaiiaisiias Registration No. .....cccccicaiveionnie

Identification Data:
) INAITIE © ooiiiiirieiiieiiiuerieerseesseserssseseessssnreseesssanas s s smssse e saasssae s sansnes e sasasaee s ns s b eneebnreegeer srrbbeaearen

b) Relationship with head of family: Self/Wife/Son/Daughter/Any other ............cccecveveevenene.

6)  APE Lunnnnnnnnamsnn g) MonthlyIncome: .......cccociinnn
d)  Religion o h) Gender: Male/Female : ..............
e) Education: .......cccoviiieeiiiiineeeeennen. i) Marital status @ ......ocooeeieeeienneenn.
f) Occupation wswwmmmnnanEnEs I 7 (o

k) ConfactNe. & ciuvusnsnsierass

History Findings Management/Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

/AN



Activity-22: Aches and Pain (PHC-2)

Name of the Health Facility Date:

Date 0T RegIStration: ..usussumsussususrssarsvomvassamsssssamsaniaes Registration NO: v

Identification Data:

d) NAME: s o s T T S T e T R T R T e Ty
b) Relationship with head of family: Self/Wife/Son/Daughter/Any other ........cccvvvvvirivvnninne
€) AZE.e g) Monthly Income : .....c.ccovvvrvennnee
d) Religion @ ..o h) Gender: Male/Female: ..............
&) EBduration sussssmnsnsnsiiams D) Marital status’: oo
) OBEUPAION Fommmmmmssasss i) L 1 PP —
k) Contact NO.: vvvivirireririrererinirinens
History Findings Management/Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

|27 <A



Activity-22: Aches and Pain (SC-1)

Name of the Health Facility Date:

Lale ot RepsEons wwmmosumasasomamonamamasasor o Registration NO: v

Identification Data:

a) MNafle: sorarnsarr s T R T R e e e
b) Relationship with head of family: Self/Wife/Son/Daughter/Any other ........ccccovvviviiininnna
€) AZe:. g) Monthly Income : .....c.ccovvvrvennnee
d) Religlon @ ..o h) Gender: Male/Female : ..............
&) EfUcation s Ginsms D) Marital status’: s
f) OBCUPIHION frarnarssnsmrseiieis i) L 1 PP —
k) Contact NO.: oeviriveririeivereeereeenn,
History Findings Management/Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

EE————————————— ] '] 5, | ————— S ——



Activity-22: Aches and Pain (SC-2)

Name of the Health Facility Date:

Date ol REGISIation: i susmisussninsnimanmmasemaneisi Registration NO. ....c.cccoivienniniaies

Identification Data:

A)  NAMIE I oo re e rresee e e s snnee e s sasseee s sanreas e eebeaeeeaesntttae e anta e e s e er e rnnee e s tnres

b) Relationship with head of family: Self/Wife/Son/Daughter/Any other ...........cccrvveeverennee.

) g) Monthly Income: ......cccoevennnne

(o DT T35 LT 1155 £ S ——— h) Gender: Male/Female: ..............

e) Education: ......cccooiriereiiriireennnne, 1)  Marital status @ .....ocoveeevieieeeennn

) 'Oesipativon i =reeamnmasannanses 1) ATAreSs cnenersreissgnasg
k) ConEEENG: Suvanamamamanas

History Findings Management/Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

|/ (A



Activity-23: Common Fevers (PSC/DH-1)

Guidelines:

Select 2 patients with fever and identify problem.

Name of the Health Facility as given below .......................

make assessment and observation in in-patient and Out Patient

Departments

take measures to provide need based health assessment

provide care as per need

Refer:
Block: 3
Unit: 2
CHO-0003

identify for appropriate referral if situation is not being able to manage by you.

record the action taken

write a brief report

seisessenss DALEE

Date of Registration: s cusssnnssmnssnmsnssnnnsnsssns Registration NO: .....cccceeevecnnieenanns

Identification Data:

a)

b
c

d

)
)
)

e)

f)

History of present illness
History of past medical illness

Family h/o medical illness

TNBEEIIION, sy s A )Y MR S TN ATEAR
Relationship with head of family: Self/Wife/Son/Daughter/Any other ...........ccooeviciienenns
T T g) MonthlyIncome: .......cccorvrenrienns
RElTBIoN 5 swnimisisimmahi h) Gender: Male/Female : ..............
EAUCation? oununanmmnnimami i) Marital status’? oivannannana
OBEIPAEON. Sosnminninminmiassmamsss 1) ABITESE T s

Contact NO. & voverereeieeierereeresnens

Assessment for Common Fevers

Sl Signs and Symptoms Yes No | Management /
No. Referral
1) | Cardinal Signs and Symptoms

High temperature - above 37°C (98.6°F)

Pallor of skin

Feeling cold with shivering and chattering teeth

Hot, flushed skin, body rash and sweating

Headache

General body aches

O ————————————————— 2 77 O —  ——————————————————



2) | Accompanying signs and symptoms

Nausea, vomiting

Diarrhoea

Cough

Fast breathing

Increased pulse rate

Running nose

Neck stiffness

Difficulty, urgency and burning in urination

Weight loss

Jaundice

Drowsiness

3) | Other signs and symptoms accompanying
fever include

Lethargy

Depression

Anorexia (low appetite)

Sleepiness

Myalgia (muscular pain)

Hyperalgesia, (increased pain sensitivity)

Decreased ability to concentrate

Additional Assessment

Ask H/o pain in any specific part of the body/taking
medication/travelling to areas with endemic infection

Perform thorough physical examination

Any abnormal fluid collection

Investigation

Blood — complete haemogram with ESR, smear for
malarial parasite, blood culture, widal test

Urine analysis including culture
X-Ray chest (h/o fever beyond 2 weeks)

USG to rule out amoebic liver abscess

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

| 7oA



Activity-23: Common Fevers (PSC/DH-2)

Name of the Health Facility as given below ........cooveniiiinincnnnne Date:

Date 0T RegIStration: ..usussumsussususrssarsvomvassamsssssamsaniaes Registration NO: v

Identification Data:

d) MNafle: s S T R e T R
b) Relationship with head of family: Self/Wife/Son/Daughter/Any other .......c.ccoccovviviviniirnan
€) AZe:. g) Monthly Income : .....c.ccovvvrvennnee
d) Religlon @ ..o h) Gender: Male/Female : ..............
&) EfUcation s Ginsms D) Marital status’: oo
f) OBCUPIHION frarnarssnsmrseiieis i) L 1 PP —
k) Contact NO.: oeviriveririeivereeereeenn,
Signs and Symptoms Findings Management/Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

| .7 C) A



Activity-23: Common Fevers (CHC-1)

Name of the Health Facility as given below ..., Date:

Date 6ERESHEISHY vennnnmmmnnnsnnnnnsnsnnnsisnims RegiStration No: wisamaisaisans

Tdentification Data:

A)  INAINE © oot ee e siae e e e teesaeseesaseeensseeesaseeebnsseeaans e e et baeenaseesasanennaeseeanneersateennraeeannes
b) Relationship with head of family: Self/Wife/Son/Daughter/Any other ............ccccoeeiienne.
C) AP ) Nonthly IREHmE ¥
d) Religion: ....ccoovvivveerecieccreereene h) Gender: Male/Female: ..............
€) Education: ........coeeveeierinencrneennnns 1)  Marital status : ......ccooeereevreenenne
f) OSeupation | cosemrnnananane 1) AGIEESE et
k) COBACEND. & ccrmaammasaae
Signs and Symptoms Findings Management/Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor



Activity-23: Common Fevers (CHC-2)

Name of the Health Facility as given below ........cooveniiiinincnnnne Date:

Lale ot RepsEons wwmmosumasasomamonamamasasor o Registration NO: v

Identification Data:

d) MNalle sorarar s T S R e e R e T SRR
b) Relationship with head of family: Self/Wife/Son/Daughter/Any other ........ccccovvviviiininnna
€) AZe:. g) Monthly Income : .....c.ccovvvrvennnee
d) Religlon @ ..o h) Gender: Male/Female : ..............
&) EfUcation s Ginsms D) Marital status’: oo
f) OBCUPIHION frarnarssnsmrseiieis i) L 1 PP —
k) Contact NO.: oeviriveririeivereeereeenn,
Signs and Symptoms Findings Management/Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

. .8 | | ——



Activity-23: Common Fevers (PHC-1)

Name of the Health Facility as given below ........cooveniiiinincnnnne Date:

Date 0T RegIStration: ..usussumsussususrssarsvomvassamsssssamsaniaes Registration NO: v

Identification Data:

d) NAME: s o s T T S T e T R T R T e Ty
b) Relationship with head of family: Self/Wife/Son/Daughter/Any other ......c.cccviviviivinninne
€) AZE.e g) Monthly Income : .....c.ccovvvrvennnee
d) Religion @ ..o h) Gender: Male/Female: ..............
&) EBduration susussnsmsussmns D) Marital status’: oo
) OBEUPAION Fommmmmmssasss i) L 1 PP —
k) Contact NO.: vvvivirireririrererinirinens
Signs and Symptoms Findings Management/Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

e



Activity-23: Common Fevers (PHC-2)

Name of the Health Facility as given below ........cooveniiiinincnnnne Date:

Lale ot RepsEons wwmmosumasasomamonamamasasor o Registration NO: v

Identification Data:

d) MNafle: s S T R e T R
b) Relationship with head of family: Self/Wife/Son/Daughter/Any other ........ccccovvviviiininnna
€) AZe:. g) Monthly Income : .....c.ccovvvrvennnee
d) Religlon @ ..o h) Gender: Male/Female : ..............
&) EfUcation s Ginsms D) Marital status’: oo
f) OBCUPIHION frarnarssnsmrseiieis i) L 1 PP —
k) Contact NO.: oeviriveririeivereeereeenn,
Signs and Symptoms Findings Management/Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

N



Activity-23: Common Fevers (SC-1)

Name of the Health Facility as given below ........cooveniiiinincnnnne Date:

Date 0T RegIStration: ..usussumsussususrssarsvomvassamsssssamsaniaes Registration NO: v

Identification Data:

4] NAME: s s T R T R N T R i TR
b) Relationship with head of family: Self/Wife/Son/Daughter/Any other ........cccvvvvvirivvnninne
€) AZE.e g) Monthly Income : .....c.ccovvvrvennnee
d) Religion @ ..o h) Gender: Male/Female: ..............
&) EBduration susussnsmsussmns D) Marital status’: oo
) OBEUPAION Fommmmmmssasss i) L 1 PP —
k) Contact NO.: vvvivirireririrererinirinens
Signs and Symptoms Findings Management/Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

|2 A



Activity-23: Common Fevers (SC-2)

Name of the Health Facility as given below ........cooveniiiinincnnnne Date:

Lale ot RepsEons wwmmosumasasomamonamamasasor o Registration NO: v

Identification Data:

d) NAMIE sorarnsar s T e T S S e T T SRR
b) Relationship with head of family: Self/Wife/Son/Daughter/Any other ........ccccovvviviiininnna
€) AZe:. g) Monthly Income : .....c.ccovvvrvennnee
d) Religlon @ ..o h) Gender: Male/Female : ..............
&) EfUcation s Ginsms D) Marital status’: oo
f) OBCUPIHION frarnarssnsmrseiieis i) L 1 PP —
k) Contact NO.: oeviriveririeivereeereeenn,
Signs and Symptoms Findings Management/Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

| A



Activity-24: Assessment and Care of Health problems among

Elderly (PSC/DH-1)

Guidelines: Refer:

o select 2 elderly patients B'“_""’ 3

e make assessment ggt(:)-ﬁoom

e provide effective care and assistance

e referral and follow up care as per need

e record action taken

Name of the Health Facility as given below Date:

Date R ems Nt oo s ReSHARON NO! coocncomroncmmaneses

Identification Data:

b) Relationship with head of family: Self/Wife/Son/Daughter/Any other ...........ccccccceiiiiene.

€) APt luunwunwannaEis g) MonthlyIncome: ........coceeiiienns

d] BERGIOHT o h) Gender: Male/Female : ..............

€) Education: .......cccoceevvrvereiinieneeennnes i) Marital status : .......ccocoveeevrcneennnn

) Occupation @ ....ccoeveveeervereeieeeineeennes ) AdAress : ..o
k) Contact NOs i rsmemnmsnssems

HISEOrY OF PréSent IMEER" oo vvormmsmsr sm v s s s s e D e R B e S ST et

Bistoiy-of past iediEal IS «vuenicnmarisniessisvisrsinmisrmissmievais i vais i aie e iR is s e AT e

Fanritly hionetioal A1IHEES . coomsmmmensmaomammomsmssormmmti s s e e e e S AR T

Assessment check list to identify physical problems of elderly

Assessment of Physical Problems Findings Action Appropriate
Taken Referral

Cataract/Glaucoma/Retinopathy

Nerve deafness/Conductive hearing loss

Fibrositis/Osteoarthritis/Rheumatoid
arthritis / Myositis/Neuritis/Gout/
Spondilitis of spine

Dementia/Parkinsons disease/Alzheimer’s
disease

I 8 6 —



Atherosclerosis/ Thrombus formation/
Myocardial Infarction, Hypertension

Chronic bronchitis /Asthma /Emphysema

Senile wrinkles / Scaly lesions / Scaly
dermatosis / Blistering diseases /Neoplastic
disorders

Peptic ulcer / Constipation / Ulcerative colitis/
Carcinoma of GIT

Frequency and urgency of micturation /
Nocturia/ Dysuria / Enlargement of prostate

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor



Activity-24: Assessment and Care of Health problems among

Elderly (PSC/DH-2)
Name of the Health Facility as given below ......c.covinieiniiiincnnens Date:
Date of ReZISration: ....c..coveireniiiisiiis s et ssseeseneens Registration No. ...ccoeveervieecennenn

Identification Data:

8) NEOE: v R R T G e
b) Relationship with head of family: Self/Wife/Son/Daughter/Any other .........cccceevviinieinnnne
€) ALeliwnnunnniniaai £) Monthly Ineome . o
d) RBUHGIONH .nnnmnmmmnmmmmaimis h) Gender: Male/Female: ..............
e Ethicatiofi: s i) Marital status : ......cccccevviieininn
f) OEPEHON ¢ anamranmsnsiasiaia 1) AdAESS s
1) COrtActNG. & sovaaaamaasn
Assessment of Physical Problems Findings Action Appropriate
Taken Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

o | - 2 OO



Activity-24: Assessment and Care of Health problems among

Elderly (CHC-1)
Name of the Health Facility as given below ......c.covinieiniiiincnnens Date:
Date of ReZISration: ....c..coveireniiiisiiis s et ssseeseneens Registration No. ...ccoeveervieecennenn

Identification Data:
8 NIE s TR T RS T T R T s

b) Relationship with head of family: Selt/Wife/Son/Daughter/Any other .....cccccvvvviiiiiiicninens

€) AL ananamansansaias £) Monthly Ineome . o
d) BBRIOH: wowmnmmmnmmnsmumvm h) Gender: Male/Female: ..............
e Edutaloh: .o i) Marital status : ......cccccevviieininn
f) OBEHEROH SuvnnsunuicnmnanEs 1) AdAESS s

) COtastNG. & svaamamarsn,

Assessment of Physical Problems Findings Action Appropriate
Taken Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

- _myy



Activity-24: Assessment and Care of Health problems among

Elderly (CHC-2)
Name of the Health Facility as given below ......cccccviniiniiininnnnne Date:
Date of ReZISration: ....c..coveireniiiisiiis s et ssseeseneens Registration No. ...ccoeveervieecennenn

Identification Data:

8) NEOE: v R R T G e
b) Relationship with head of family: Self/Wife/Son/Daughter/Any other .........cccceevviinieinnnne
€) ALeliwnnunnniniaai £) Monthly Ineome . o
d) RBUHGIONH .nnnmnmmmnmmmmaimis h) Gender: Male/Female: ..............
e Ethicatiofi: s i) Marital status : ......cccccevviieininn
f) OEPEHON ¢ anamranmsnsiasiaia 1) AdAESS s
1) COrtActNG. & sovaaaamaasn
Assessment of Physical Problems Findings Action Appropriate
Taken Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

e - ) ()



Activity-24: Assessment and Care of Health problems among

Elderly (PHC-1)
Name of the Health Facility as given below ......c.covinieiniiiincnnens Date:
Date of ReZISration: ....c..coveireniiiisiiis s et ssseeseneens Registration No. ...ccoeveervieecennenn

Identification Data:
8 NIE: avsssnsre s N R R T T TR s

b) Relationship with head of family: Selt/Wife/Son/Daughter/Any other .....cccccvvvviiiiiiicninens

€) AL ananamanasanas: g) MonthlyIncome: ........ccccovvurnenn
d) BBRIOH: wowmnmmmnmmnsmumvm h) Gender: Male/Female: ..............
e Edutaloh: .o i) Marital status : ......cccccevviieininn
f) OBEHEROH SuvnnsunuicnmnanEs 1) AdAESS s

) COtastNG. & svaamamarsn,

Assessment of Physical Problems Findings Action Appropriate
Taken Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

- _____ws



Activity-24: Assessment and Care of Health problems among

Elderly (PHC-2)
Name of the Health Facility as given below ......cccccviniiniiininnnnne Date:
Date of ReZISration: ....c..coveireniiiisiiis s et ssseeseneens Registration No. ...ccoeveervieecennenn

Identification Data:

8 NIe: v ST S T
b) Relationship with head of family: Self/Wife/Son/Daughter/Any other .........cccceevviinieinnnne
€) ALElimununai g) MonthlyIncome: ........ccccovvurnenn
d) RBUHGIONH .nnnmnmmmnmmmmaimis h) Gender: Male/Female: ..............
e Ethicatiofi: s i) Marital status : ......cccccevviieininn
f) OEPEHON ¢ anamranmsnsiasiaia 1) AdAESS s
1) COrtActNG. & sovaaaamaasn
Assessment of Physical Problems Findings Action Appropriate
Taken Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

-_____________________________________________wiyy



Activity-24: Assessment and Care of Health problems among

Elderly (SC-1)
Name of the Health Facility as given below ......c.covinieiniiiincnnens Date:
Date of ReZISration: ....c..coveireniiiisiiis s et ssseeseneens Registration No. ...ccoeveervieecennenn

Identification Data:
8 NIE: aasrmsrrra R TR e T R R T R R TR e

b) Relationship with head of family: Selt/Wife/Son/Daughter/Any other .....cccccvvvviiiiiiicninens

€) AL ananamansansaias £) Monthly Ineome . o
d) BBRIOH: wowmnmmmnmmnsmumvm h) Gender: Male/Female: ..............
e Edutaloh: .o i) Marital status : ......cccccevviieininn
f) OBEHEROH SuvsnsunuimnanenaEm 1) AdAESS s

) COtastNG. & svaamamarsn,

Assessment of Physical Problems Findings Action Appropriate
Taken Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

| 3 A



Activity-24: Assessment and Care of Health problems among
Elderly (SC-2)

Name of the Health Facility as given below ......cccccviniiniiininnnnne Date:

Date of ReZISration: ....c..coveireniiiisiiis s et ssseeseneens Registration No. ...ccoeveervieecennenn

Identification Data:

8) NI oS R e
b) Relationship with head of family: Self/Wife/Son/Daughter/Any other .........cccceevviinieinnnne
€) ALeliwnnunnniniaai £) Monthly Ineome . o
d) RBUHGIONH .nnnmnmmmnmmmmaimis h) Gender: Male/Female: ..............
e Ethicatiofi: s i) Marital status : ......cccccevviieininn
f) OEPEHON ¢ anamranmsnsiasiaia 1) AdAESS s
1) COrtActNG. & sovaaaamaasn
Assessment of Physical Problems Findings Action Appropriate
Taken Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

| ) C) ).



Activity-25: Health Assessment of Women (15 to 45 Years of age

(PSC/DH-1)

Guidelines:

select any two cases for Health Assessment of Women (15 to 45 years of age)

e record the findings in the format

e identify any problem if any

Name of the Health Centre i Date:

Date 0f ReISTAtION: ...ooeviiieiiieeeieieeeeiaeeneeesneneeeeeneeessnenaaes Registration No. ...ocoovveveeeciivneennns

Identification Data:

a) Name of the woman .........ccooveeeveeeennn. Name of the Husband (if applicable) ..................
D) A i 8)  ABE e
e REIRION: savnananasnnaasmmes B) Eduealion: s
d) Edication:  suswanamsnanaimine ¢) Occupation : ..............
€Y (OCEOPRLION Soviusiomssamssnsiowssvssiwss e d) ContactING: = s
f)  Marital Status @ .......oooovvieiiieieeeeeee.
8)  AdAress:..covoveeeeieeeee e
h) Contact NO. ! ceevviecieriicieviiiienns
Personal History Findings Management/Referral
e Habits: Smoking/Alcohol Drug/Tobacco/
Excessive tea or coffee
e Diet: Vegetarian/Non vegetarian/Egg
vegetarian
e Life style: Sedentary/Exercise/Relaxation/
Yoga/Meditation/any other
e Hobbies
e Hygiene: Good/Fair/Poor
e Restand sleep (No. of hours at night and day
e Elimination habits: Bowel: Good/ Fair/Poor
e Bladder: Good/ Fair/Poor
Personal Medical History
e Childhood disease
¢ Immunisation status
e Hospitalisation ( reasons and duration)

-y



e Drug sensitivity (specify)
o Allergies (specify)

e History of any of the following diseases:-
Diabetes Mellitus/Hypertension/Heart
disease/Tuberculosis/Rheumatic fever/Asthma
/Anaemia/Cancer/Thyroid disorder/

Sexually transmitted disease/Blood
transfusion

Menstrual History

e Age at menarche

e H/o menstrual cycle

e Duration/Date of last menstrual (LMP)/
e Amount of blood flow

e Any complaints like dysmenorrhoea period

Marital and Sexual History
e Age at marriage

e Duration of marriage

e Duration of co-habilitation
e Relationship with spouse

e Sexually active/Inactive/Contraceptive history
and practice

e History of presence of sexually transmitted
disease (if any)/Type/Treatment

Obstetrical History

e Gravida/ Para/Number of living children
e H/o abortion/still birth/infant death

e H/o previous pregnancies/deliveries

e H/o any caesarean section/any signs of
present pregnancy

Psychosocial History
e Psychiatric and mental history
e H/o mood or anxiety disorders

e Mental illness/Medication or treatment for
psychiatric mental disorders

e Supportive system: Husband/family and
others/Stressors: Occupational or personal/

-



Past history of depression or suicidal tendency
e Adjustment to circumstances

e /Emotional changes/History of any
domestic violence

Family History

Health status of Parents/Siblings (if deceased ,
mention cause of death)/H/o the diseases in
Parents/siblings/close relatives such as: Diabetes
mellitus/Hypertension/Heart disease/ Tuberculosis/
Congenital disecase/Renal disease/Asthma/Cancer/
Vascular diseases/Neuromuscular condition/
Multiple pregnancy/Complication of pregnancies/
Psychiatric disorder

Physical Assessment

Height/Weight/Body Mass Index /Blood Pressure/
Vital signs: Temperature/Pulse/Respiration Oral
Examination:Abrasion/Ulceration/Oedema/
Bruises/Injury/Bad breadth/H/o smoking/Tobacco
consumption/Check for loose teeth/broken teeth/
missing teeth/decayed teecth

Nutritional Assessment

Pallor/Oedema

Arm muscle circumference
Skin fold thickness
Dietary Pattern

Breast Examination

H/o breast surgery/mass/cyst/tumour/Observation of
the breast/Scars/Skin condition andtextures/Size of
breasts/Nipple retraction/Discharge from nipple/
H/o Breast implants/Lymph nodes palpable—
Supracavicular region/Axillary region

Abdominal Examination

Tenderness/Uterine involution Abdominal scars
Visual Inspection - Observe and record Scars /
lesions /skin conditions

Palpation - Palpate suprapubic, right iliac fossa
and left iliac fossa regions and identify masses/
Pain/Tenderness/Guarding or rebound/Palpable
lymph nodes in groin/External genitalia:Observe
for Skin conditions or lesions/Erythema/

el



Excoriation/Distribution of pubic hair/Introital
bleeding or discharge/Masses/prolapsed/Linear
fissures/Foreign bodies (tampon or female
condom)

Type of discharge - Amount, colour and odour

Vaginal examination: Speculum examination
observe- Appearance of the vagina/inflammation/
Friability of tissue/foreign body/Discharge or
visible lesions in the vagina Note:Vaginal
Examination is required in case a woman
complaint of itching and vaginal discharge (Not
applicable to every woman)

Observe the position and appearance of the
cervix: Inflammation/colour and consistency of
any discharge/bleeding/ cervical ectropion/lesions/
ulceration or polyps/presence or absence of
contact bleeding/columnar epithelium on the ecto-
cervix/Note the colour, number and length of
intrauterine device (IUCD) strings (if any present)
Bimanual examination/Identify position of uterus—
anteverted position/Retroverted position/Mid
position

Pelvic Floor Assessment: Pelvic floor tone
assessment grade/Pelvic organ/prolapsed/
Incontinence of urine/stool

Head to toe examination

Hair and scalp - healthy or infected Eyes - Colour
of conjunctiva, sclera, any discharge or signs of
infection Ear, Nose and Throat - healthy, enlarged
or signs of infection Mouth, gums and teeth-
Hygiene, cavities or signs of infection Skin - any
scar or sign of infectionExtremities — Upper — check
hand and colour and shape of nails Lower —any pain,
tenderness, oedema or varicose  veins
Back and spine - observe for any deformity

Investigations

Complete Blood Count/Haemoglobin/ESR/WBC/
TLC/DLC/Serum Cholesterol/Lipid profile/Blood
sugar/HIV Test/Urine for Pregnancy test/Urine

for Albumin/Urine for sugar/Pap Smear/
Mammography

ey



Identification of High Risk Factors:

Utilisation of Health facility by women or Family members:

Brief report of findings:

Information regarding appropriate action (taken by you):

Health education given (Action Taken)

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

oo



Activity-25: Health Assessment of Women (15 to 45 Years of Age

(PSC/DH-2)

Name of the Health Centre i3 SR Date: ..
Date of RegiStration: ...........coeiieeriieriirieeereee e eere e Registration No. .......coeeeieienne.
Identification Data:
a) Name ofthe Woman .........c.ccerevrennnn Name of the Husband (if applicable) ..................
b) AfBSecerennnraranrnaranaace &) ABC i
€] ReEligioh! seovmseansasesannns B) BAERHoLY sisvsmimnsinnis
dl Educalton: wmmsvmmmrmmmrsiem ¢) Occupation ; .....cccevne
€) Oecupation imumvmmmnmmnnnnve d) Eontact N - wumnmnwmnmnnnas
Y Vet SR oasasnaunmmms
g NHIER §sssnsnanensnmeeEG
h) Contact NO. & woeeeeeeeeeeeeeeeee

Personal History Findings | Management/Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

3 ) ) ——



Activity-25: Health Assessment of Women (15 to 45 Years of Age

(CHC-1)
Name of the Health Centre 5 Date:
Date of Re@ISAtioN: ........ciiiiiiieiiieireieeareesree e eieeesree e enne Registration NO. .....oocevvriireenene
Identification Data:
a) Name ofthe Woman .........ccccovvvrvernnn. Name of the Husband (if applicable) ..................
b)  AZE: .. @) AR e
¢) Religion @ ..o b) Education: ........cccovirreeennnnn.
d) Education : .........ceecemiieninennnennns ¢) Occupation : ..............
€)  Occupation & ......ceceeeereecreeeeeereerenes d) Contact NO. © oo
f)  Marital Status @ .....eeoeeviereeeeiieeees
) Address: ..o
h) Contact NO. @ coooeeiiiiieiieciecinaes
Personal History Findings | Management/Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor
3 () 1



Activity-25: Health Assessment of Women (15 to 45 Years of Age

(CHC-2)

Name of the Health Centre i Date: ..
Date of Re@IStration: ..........cocveeiveeiiieoieecieiiesioesiesieessescsaessnens Registration NO. ...ccocovvveeveeerinnnne.
Identification Data:
a) Nameofthe Woman...............ccooen.... Name of the Husband (if applicable) ..................
R e R e Pt BY BB assnh:
6 RELHoN) cummsmssususssssusi b) Education : ..........cosesesisssees
d) Education @ ....oeovveveveveveeriieiereereenrannns ¢) Occupation : ..............
e)  Occupation : ......occooveeeeieeireeeee d) Contact NO. @ ooeoeereeeceieeeeieaen.
f)  Marital Status © .ooovveeereeeie e
€)  Address ..o
h) Contact NO. I .oovieiviceiicnieceaens

Personal History Findings Management/Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

e ————————| ().



Activity-25: Health Assessment of Women (15 to 45 Years of Age

(PHC-1)
Name of the Health Centre . Date:
Date oFREpISFEton: coasasmmmmmmmmsnsasmnss sy Registration No. .....cccciiniiiniinnias
Identification Data:
a) Nameofthe Woman ..........ccooevveeveennn. Name of the Husband (if applicable) ..................
B)  ABO s B) B S s
¢) REHEION: wruamamsemaersismisiss s b)Y EBACaHon 2 wssussumamiassiai
d) BRCAHON S covusmananmssig ¢) Occupation : ..............
€] OUPRHOA s d) Contatt NO. 2 cuvssmmvisasaimasisass
fj Manital SIS &
§) ADIESE T s
B) COMEND. S s
Personal History Findings Management/Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

(13



Activity-25: Health Assessment of Women (15 to 45 Years of Age

(PHC-2)
Name of the Health Centre T R S S S S Date: ..
Date of RegISHAtON: ivsiuisnismsimsismsismsimmsisnsismsismsisnsismsismionsies RegIStration N . waavamasvassns
Identification Data:
a) Nameofthe Woman .............cc.ocvvennenn. Name of the Husband (if applicable) ..................
D) A . A) AL
¢)  Religion @ oo b) Education : .......ccoeveiviiirnnnanes
d) Education : ....ococoeoeeeeeieeeiciiiiecnns ¢) Occupation : ..............
e) Occupation : .......cccceevveevieiieeeeennnns d) Contact No. | coooviiiiiiiieiciiiiienens
f)  Marital Status @ ....ooovvvvvevieeriiienns
g)  AAEES Lo
h) Comntact NO. & e
Personal History Findings Management/Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

3 ()4 —



Activity-25: Health Assessment of Women (15 to 45 Years of Age

(SC-1)
Name of the Health Centre - Date:
DYalE ol BepisBRlonT oo oo i sttt Registration No. .......cccveevveenne....
Identification Data:
a) Name ofthe Woman ..............ccccvievien. Name of the Husband (if applicable) ..................
B) Afelusasasasannsunanananani &) AP Junsnsanannngs
e} EFehPoh cuawawomamiimeaanss B Edaeation wuususisnieis
d) EBdication': wounwnununnsususess €) OCCUpation Jiuananes
€) OCeUpation | .. d) Contaet No. s
) Marital S@ls s
g) AAUPESE s s
) ContastNoO:: wsrmvnsrnmmsnmms
Personal History Findings Management/Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

|3



Activity-25: Health Assessment of Women (15 to 45 Years of Age

(SC-2)

Name of the Health Centre . Date: ..
Dl GEREPISIEHGHT s RS Registration No: s
Identification Data:
a) Name ofthe Woman .............ccooevninnnn, Name of the Husband (if applicable) ..................
b) ABRT nisninemisnisniesienenienieis 1 L (- S ——
) RENGION: cnimnsmmimmimnsmmamnnsinas | T 23 157 15 (2 1 L —
(I 003 (72t L) R T T —— c) Occupation : ........c....
€) OCEUPAION b cvimmimimessmesmesmeimiss d), CofACENG. f v
5 Y v T —— N
g} AdAFEEE i
h) Contact NO.: ccociciriciiiiiiiiiiiiiians

Personal History Findings | Management/Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

3 () (A



Activity 26: Assessment and care of antenatal woman (PSC/DH-1)

Guidelines
e select 2 antenatal mothers Refer:
e take history in details. Eﬁﬁriindz
e  assess for any health problems. CHO-0003
e  perform physical and abdominal examination
e calculate Expected date of delivery(EDD)
e give antenatal advices.
e identify antenatal mother at risk and make appropriate referral.
o record the findings.
ANTE NATAL CASE RECORD
SEIEALINGS o cisvammammssuammsmsmismssma Haspital identification/ NG ... sessessvsssvsnsuanioss
NAC T ciccsmsssssmsmmsmmsassasasiasicis  OUEEE savasisssssssiss GEEVIAE & usiansuasswas suas s auasavanis
ADIRBSE TS PRI & cmsvmosssios s e oom S A T A W S AN A
.................................................................... Ne.6f Livagehildieh ¢ ..ummnsasas
.................................................................... LMP % cusususasiasnissnanmsessnmiig
.................................................................... D 3 8 B FE
Complaints : ......
History of present pregnancy
Trimester Date BP Weight Urine Clinical Remarks
Findings

First

Second

Third




Assessment Findings Management/Referral

History taking

Record of Ante Natal Card

Symptoms

Obstetric History

Any Current/Past Systemic Illnesses

Family History

Personal History




General Physical Examination and
Measurements

Abdominal Examination

Laboratory Investigations

Health education / prenatal advice
during pregnancy

e Diet During Pregnancy

e Personal Hygiene

e Care of Teeth

e Rest and Sleep

e Physical Work

e Exercise

e Comfortable Clothing and Shoes
e Smoking /Alcohol

e Breast Care

e Drugs

e Protections from Infections and
Ilnesses

e Secxual Activities

e Reporting of untoward Signs and
Symptoms

e (are of New Born

Family Planning Methods and
Counselling




Antenatal Intervention

Screening for complications such as

Toxemias of Pregnancy
Diabetes

Tetanus Protection
Rubella

HIV Screening
Hepatitis B

Syphilis

German Measles

Rh Status

Prenatal Genetic Screening

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor



Activity 26: Assessment and Care of Antenatal Woman (PSC/DH-2)

BEHAING aianimvmcmamamamm; Hospital identification No: ........ccoocvevienceinininnnen,
MNAWEY s NGB v RIRRNAGR. S
Adress @ ..o Para .o
.................................................................... N of Exitg Shaldien 5 .o
.................................................................... MR s G R R GG GG
.................................................................... 29 B 1) RO,
OIS oo o S S T TS e T SR TS O DS P Lt
Personal History Findings | Management/Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

e -3 ]



Activity 26: Assessment and Care of Antenatal Woman (CHC-1)

BEHAING aianimvmcmamamamm; Hospital identification No: ........ccoocvevienceinininnnen,
MNAWEY s NGB v RIRRNAGR. S
Adress @ ..o Para .o e
.................................................................... N of Exitg Shaldien 5 .o
.................................................................... MR s G R R GG GG
.................................................................... 20 1) 0
COIDIAIINS . cormme o i s A T T S S A
Personal History Findings | Management/Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

ey



Activity 26: Assessment and Care of Antenatal Woman (CHC-2)

Serial NO: ..ovviviiviieicvecseneenes Hospital identification NO: .....ccocvvvvveeincnnieneenns
NAME : oooiiiecceeeeeecieereeeeeeee e seneees AZRT e Gravida @ .....cooeeeveiiieiiccie
AQGIEES oo BB oo
.................................................................... No. of Living ehildren ; ...cmammmamasmmmersoss
.................................................................... L (537,
.................................................................... EBPB s aiav i
COMPIAINES  11eevieeriiiriieesesiiisaesteraesasessssneeseessesetesnes s se s esssesse saesssensaenseereesasasaserssssaessnsssesnaesssensss
Personal History Findings | Management/Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

kS



Activity 26: Assessment and Care of Antenatal Woman (PHC-1)

Y G ) o R, Hospital identification NoO: ...
AR (s 7. W1 (. S € 151173 (o - B O
T PR s s h SR
.................................................................... No. of Living children : ........cooovviiviiviiiiieieenns
.................................................................... |
.................................................................... EDD o
KCOGTEEDUATIIE o s acimasnausmastsdasisn s w8 A S R A A S R VAR AR
Personal History Findings | Management/Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor



Activity 26: Assessment and Care of Antenatal Woman (PHC-2)

BBl INOY < crccmecmsrmumunmiersereris Haspital idefitifieation Now ...
NAME © i sresieeires. AZET i Gravida @ .oooeeevieeieeiie e
AU s ausnsR TR EGEs PR & R oA T A R ST A A
.................................................................... No. of Living children : ........ocovevveiviieicieceeens
.................................................................... LVIP coscsmsmnuossmmiomanmesiuisneosiuisaissss
.................................................................... EDD

Personal History Findings | Management/Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor



Activity 26: Assessment and Care of Antenatal Woman (SC-1)

Serial NO: .ooovieeeccrecreeseee e Hospital identification NO: ....cccoovvieiieiieiceeinennns
NAME © 1o s ALE: reeervrareeen Gravida @ oo
ADATEER S oo o oo TP AT i 5 A KA R SRS AR
.................................................................... No. of Living children : ...
.................................................................... 05 OO
.................................................................... EBRBE st s s i
COMPLAINIES T 1oviiiiieiitiits et eesiesestseens e essee s e s e saeeesbe e e be e bse saseesasesabaemee sas e saeesaaesnnaenbeaasnessneens
Personal History Findings Management/Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

31



Activity 26: Assessment and Care of Antenatal Woman (SC-2)

Sl NGOG s Hospital identification NO: ....cccoviiviiiniirneiieeiinenns
NAME © i Age: e Gravida @ ...ooccoooveeiieiieeeeeee
AABIESE Tavenunininmisiiasna s iasiasiaias P counaavssisitesas s N AR S
.................................................................... No. of Living children : .......c.coooeveeiiiiiiecen.
.................................................................... LINVIP S comussmissmmssmmsonissmissnsss s svasnes vves s svassxss saes s
.................................................................... EDPD: sinonuninimimmininananininsmmiiisim
COMPIAINTS T 1oiiiiiiiiiiie it case s b eesseseesseessess s e ssessssasseassassenssebsesssasasesssensensne e eiasesseasses
Personal History Findings | Management/Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

e 3 | 7



Activity 27: Monitoring Labour and Maintaining Partograph

(PSC/DH-1)
e select 2 normal full term women
e  prepare delivery room l;:::; 4
e  prepare equipments and accessories Unit : 3-4
e plot partographs of each woman and monitor CHO-0003
e conduct PV examination
e conduct normal delivery
e record delivery notes.
Identification Data:
A) NI & oottt e eete e e et e seaeseesba e e e s eeeaseeerns et eannaeentaaennaseeananeeenaneeanseansateenteeeeanres
b) Relationship with head of family: Self/Wife/Son/Daughter/Any other .........ccceeevvervevennee.
C) AZE: i g) Monthly Income: .......ccocuvnee...
d)  Religion: ..o h) Gender: Male/Female : ..............
€) Education : .......ocociiierniinieineinnens 1) Marital status : ....ooovvveeiiicieeeninnns
) Occupation @ .....cccevvvvreviveecenieeeiieeenns 1) Address:....cocooviiiiiieniiieeniiaens

k) Contact NO. : .ovvereierererererereenees

Pre-delivery preparation:

Pre-delivery Observation Room Criteria Equipment and Accessories

Preparation of Delivery Room:

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

EE——————————— 3 | & ————— S ——
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Signature of the Academic Counsellor/Supervisor

e 3 1



Activity 27: Monitoring Labour and Maintaining Partograph
(PSC/DH-2)

Identification Data:

a) Name:

b) Relationship with head of family: Self/Wife/Son/Daughter/Any other

€) AZe e g) Monthly Income : .....ccceeevnvinnnnee
d) PRGN wousarsnnsimaisimi h) Gender: Male/Female: ..............
e) Education : .....coceeeviieeiiiiiiiinninnenn, 1) Marital status : ......cooveerneereeeneenns
1) OEBUHEROD L smaasisss 1) BOOEBES T i
k) Contact NO. : covereririrereririrerenennne

Pre-delivery Observation Room Criteria Equipment and Accessories

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

kv



Activity 27: Monitoring Labour and Maintaining Partograph

(CHC-1)

Identification Data:

B NI i R A e S R e i S S S S R

b) Relationship with head of family: Self/Wife/Son/Daughter/Any other ..........c..cceevveereennene.

B) RERSounuannumnens g) MonthlyIncome: .........ooiiiiannns

d) Religion : ..o h) Gender: Male/Female : ..............

e)  Education : .....ccerieiiiviriisnseorinnnins TR o B —

f) OceuPalion ;. caiannnnnmsammams 1)  AdAress caoaaaasanams s
k) Contact NO. : ovvviriiciiiieeeieiiiiinns

Pre-delivery Observation Room Criteria Equipment and Accessories

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

- kws



Activity 27: Monitoring Labour and Maintaining Partograph

(CHC-2)

Identification Data:

A)  INAIETT v s s e s e ey e s S o s o A s Y s A s e e e

b) Relationship with head of family: Self/Wife/Son/Daughter/Any other ..........cccocveeevveerennne.

€) AFE e g) Monthly Income : ...........cocee

d)  Religion :..ccvcveiiecieciecieiseceen h) Gender: Male/Female : ..............

€) BhiCation) cowemensnnssnmmasnas 1) Marital $tatis: s

f) (Oceupaltion : ssnasnnnnanmiins J)  Address s
k) Contact NO. : .cocovveieiieiiieieeenenne

Pre-delivery Observation Room Criteria Equipment and Accessories

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

| 322 A



Activity 27: Monitoring Labour and Maintaining Partograph
(PHC-1)

Identification Data:

b) Relationship with head of family: Self/Wife/Son/Daughter/Any other .........cc.covevvnirevaneas

¢) AP cnaassin g) MonthlyIncome: .......c.cccoeennne
d) Religion: ...coccoovveerieeieeeiie e h) Gender: Male/Female : ..............
) QI 27 U T R — DT F-F el 05 2 ———
) Occupation : ......ccceevvreeererreerenreerennens 1) AIMEEET ... oo s rsersms smsnrsansasess
k) Contact NO.: oo,

Pre-delivery Observation Room Criteria Equipment and Accessories

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

3 3 (A



Activity 27: Monitoring Labour and Maintaining Partograph

(PHC-2)

Identification Data:

Q) INEEEEID soauonevovmmmnnans o oososamiose s oo e o s S VS S APy R SV RS

b) Relationship with head of family: Self/Wife/Son/Daughter/Any other .........c..ccvvevveevenn.e.

B) APET s g) Monthly InNeome i wmmmsmssssmvass

4) REbgIOn wwnwumunanamssasnias h) Gender: Male/Female: ..............

e) Education: ......ccoocoiviiiiiiiiiiniiniiins 1)  Marital status @ ....ooooeiiiieiiiiinnenns

f) OEEURARDE nvnansnnaaaaaiig 1) AIrSSS T aanansamsaasnss
k) Contact NO. : .ceocererivreericraenen

Pre-delivery Observation Room Criteria Equipment and Accessories

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

|32 ..



Activity 27: Monitoring Labour and Maintaining Partograph

(SC-1)

Identification Data:

LY T TR oo s s S N K S N R IS NS TSROt

b) Relationship with head of family: Self/Wife/Son/Daughter/Any other .........c.ocovvevevrennne

C) AZE: . ¢) Monthly Income: .......ccoovvrnnnee

d) ReBgion nmnnmsmsmsmss h) Gender: Male/Female: ..............

e) Education: .........ccoeevveirieirieiiinnenns i)  Marital status : ........cccovveeerveennee.

f) OCEUPAtON I oinivimsimssmmomsassain 1Y AAIEEES v
k) Contact NO. © coovevreeireeireeirriinns

Pre-delivery Observation Room Criteria Equipment and Accessories

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

|22 A



Activity 27: Monitoring Labour and Maintaining Partograph
(SC-2)

Identification Data:

) N ITIE ettt ettt et e e e e e e e e et et et e e e e e ettt ettt et et e e e e et ne b e A e e e e e e ettt et e teae s e eannaa

b) Relationship with head of family: Self/Wife/Son/Daughter/Any other ..........ccccccvevveruanenns

€)  ALE e ¢) Monthly Income : .......ccoovrnnene
d) REREIGNY v h) Gender: Male/Female: ..............
€) Education : .......cceereieeienirneennens 1)  Marital Status : ......cccoeeevcrereenrenns
f) OCBUPAEBR I cicraimn s amosmis smsusesnss 1Y AAEEER s
K) Contact NO. : eovvvvrerererrerererrenen

Pre-delivery Observation Room Criteria Equipment and Accessories

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

- &gy



Activity 28: Conducting Vaginal Examination (PSC/DH-1)

Guidelines:
y Refer:
e select 2 cases of women in labor Block: 4
e conduct vaginal examination if required Unit : 4
: , CHO-0003
e take appropriate action
e record the findings
VAGINAL EXAMINATION

SENAl NOT .coommummssmsssissmasmsnns Hospital identification NO? «..cuumssssssmmssmnssn
NAME  oviveiriieiiiiecreeee e seerresesee e AZE: e Gravida @ ....oooveeieieeiiiecieeiias
Vo s (L7 NN S P G evmuenmowssss s s SR AR SRR
.................................................................... No. of Living children : ......cooovveecveerinenieiiienneens
.................................................................... LNTS cscumsicnmminmmensicansieauinns vs smos sasw RSN AP AR AR
.................................................................... | B
History of present pregnancy

Trimester Date BP Weight Urine Clinical | Remarks

Findings

First

Second

Third

Assessment/Examination Findings Management/Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor
e ) . 7



Activity 28: Conducting Vaginal Examination (PSC/DH-2)

VAGINAL EXAMINATION
SEral NS s Hospital identfication N s
NAME § oo ALEl e Gravida : ...oooooeveeeeiieiiecie e
AdBTEES &riovsonsmimsms s PHEREY S vmmssosamssasun i e e s SR S0 S S AP
.................................................................... No. of Living children : ........occooveiiiiiiiiieniees
.................................................................... TIPS ook
.................................................................... B e
Assessment/Examination Findings Management/Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

- Ews



Activity 28: Conducting Vaginal Examination (CHC-1)

VAGINAL EXAMINATION
Serial NO: ..o Hospital identification No: ......cocooovviiiinicinne.
NAME: mmnnnnnnnmnmmmmimnnng D00 svwmswivwids OO v
Address @ oo Para: oottt s
.................................................................... N GF LIV CRITER & <
.................................................................... LMP © .oiiieeiteeneeeteeneessaeassesasessnesaasasasasasaeas
.................................................................... ERE o s
Assessment/Examination Findings Management/Referral

(Attach additional sheets if required)
Signature of the Academic Counsellor/Supervisor

|3 C) A



Activity 28: Conducting Vaginal Examination (CHC-2)

VAGINAL EXAMINATION

SenalNO; i mismssaviane Hospital identification NO: ....c.cceceveiriniieniienninnnns
NAME!! s aus e APBE wuvzusvavne TOVENIE { s
AdAress & covveiiiicie e PATa: coiiircceciiere et ssas e s e e e re s aes s e
.................................................................... No. of Living children : ..........

.................................................................... iy | 22 PO NS TN PG S S R T T [ Ao
.................................................................... 293 ) 1)

Assessment/Examination Findings Management/Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

- =<y



Activity 28: Conducting Vaginal Examination (PHC-1)

VAGINAL EXAMINATION
REA]l O L s s s Hospital identification NO: ......cccccoovniiniiiniicnenns
NI ot 005 AR AR A0S ABE: suisusssinsaiii BRI £ acnmuamssamast st st saatisie
AAIORE s B EARE St A s A e e A s
.................................................................... Na.of Livitgrehaldren © cwnwannammmmmmisis
.................................................................... EMP o i i ina s
.................................................................... EDD i
Assessment/Examination Findings Management/Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

- -3 ]



Activity 28: Conducting Vaginal Examination (PHC-2)

VAGINAL EXAMINATION
BEriEl NO: connansnsna s Hospital identification No: ...cuaumusumisusig
NS ! saamaommanamsanamassamsmeie AP L GEWIEE. & mnsnsmmnisasansis
AdATESE s sonnrnnnnonnnannaRRRRRRRERR PEEA: st a i R
.................................................................... Noviof Liviagehildien s ..commenmmesmmasmms
.................................................................... TN e S A B S
.................................................................... EDD & oot
Assessment/Examination Findings Management/Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

|33 A



Activity 28: Conducting Vaginal Examination (SC-1)

VAGINAL EXAMINATION
SEHAl O s Hospital identification NO: ........cccoceeviviiinniriconens
NAME © v sreeve e eenesiseeiree AEE wevieriieeeenne Gravida & oo
0 (- L T T T L T T O
.................................................................... No. of Living children : ........occcooiiiiiniiiiieieees
.................................................................... LMP casasaasaaasnnsnnsnansnunmes
.................................................................... EDD 1o
Assessment/Examination Findings Management/Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

N 333



Activity 28: Conducting Vaginal Examination (SC-2)

VAGINAL EXAMINATION
Serial NO: v Hospital identification NO: ....ccocvevieerieerieriininnnens
NEAET sasasamsamrasamsimsimswsmsisamranm:  ONEE seravianen (€720 (3 - e
AdAress .o | O
.................................................................... Ne: of Livingichildren : ..avanaaavaesa
.................................................................... LIMP et
.................................................................... EDD:5 ccomuimaisosomsciscisersaisicisresvesveircisiessions
Assessment/Examination Findings Management/Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

33 41—



Activity 29: Conducting Episotomy (PSC/DH-1)

Guidelines
e Select 2 cases who require episotomy Refer:
) Block: 4
e Record the findings as per the procedure followed and your role | ypit: 4
in carrying out episiotomy. CHO-0003
e  Provide post operative care and record.
EPISIOTOMY

Serial NO: ..o Hospital identification NO: ......cocoeveveeveieriesiiens
NAME © 1ovvevrerreeeienre e sreseersisnsrnesnesees AEE ervrereerenanes GIAVIAA | cvviiiiieeieece i
Address @ .ooveeveiieie e PATa oot
.................................................................... No. of Living children : ..o
.................................................................... LIMP ; ...oouesnssnsnsssnessnessarnsnsasnsssasasasasnsasurasasasasssnsases
.................................................................... EDD @i
COMPIATNLS T oottt ettt et e et s e e s et es e m e e e e s mseennas
History of present pregnancy

Trimester Date BP Weight Urine Clinical Remarks

Findings

First

Second

Third
PROCEDURE

Timing Type of Episiotomy

Procedure Postoperative care

(Attach additional sheets if required)
Signature of the Academic Counsellor/Supervisor

23 < (A



Activity 29: Conducting Episotomy (PSC/DH-2)

EPISIOTOMY
Serial NO: ..ooviiiiiiieieeieie e Hospital identification NoO: ......cocooivviccincinieneee.
NAME © v ssernsrnesresreenee ACT ovivrrieaananes Gravida @ ...oocevvveeerecreeeeesreennenns
AdAress : ..eooveiecieieiec e P 7 oot
.................................................................... No. of Living children @ .......ccocvviieivininiinne.
.................................................................... LIMP : coeeeiereiesensesssssssssseessessasanssesssssaesnasasssesuens
.................................................................... ) 24 ) 0
COMPIAINES T 1..ooveesseeieeeieeeeeceees st ssaesesssssaesesmssrsesesses et eseesessesssesessrssssanesessnsasessnssmsesesersnssnnnserensens
PROCEDURE

Timing Type of Episiotomy

Procedure Post-operative care

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

3 (A



Activity 29: Conducting Episotomy (CHC-1)

EPISIOTOMY
SEIAL INOS oo i smsanosonss snssionssomossas Hospital identification NO: ....ccoveiiiiiiiinsiiiiinnnne
NABE s UG8 vusvasississs (€515 (s C B RO
AAALCRE 7 ccssissssssmsssusmssmmvsonssonss o onssains P s i 58 A S RIS SRS RA I
.................................................................... No.of DivingchIldren ? oo
.................................................................... LIPS vomsinusissssonsvossnioisisismsssmsvisomssnssssiis
.................................................................... EDDVS wvasnansucnssaisnsoi s v i s i s vt
CEOAPIAMNES 5 e smmcsasiaumasnmniss s s R B A A A N S S i W S i
PROCEDURE

Timing Type of Episiotomy

Procedure Post-operative care

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

S —————————ow—— | 3 7 - ——————————————————————————————————



Activity 29: Conducting Episotomy (CHC-2)

EPISIOTOMY
Serial NO: ..ooviiiiiiieieeieie e Hospital identification NoO: ......cocooivviccincinieneee.
NAME © v ssernsrnesresreenee ACT ovivrrieaananes Gravida @ ...oocevvveeerecreeeeesreennenns
AdAress : ..eooveiecieieiec e P 7 oot
.................................................................... No. of Living children @ .......ccccocviviieiviniiiinne.
.................................................................... LIMP : coeeeiereiesensesssssssssseessessasanssesssssaesnasasssesuens
.................................................................... ) 24 ) 0
COMPIAINES T 1..ooveesseeieeeieeeeeceees st ssaesesssssaesesmssrsesesses et eseesessesssesessrssssanesessnsasessnssmsesesersnssnnnserensens
PROCEDURE

Timing Type of Episiotomy

Procedure Post-operative care

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

| 3 3,



Activity 29: Conducting Episotomy (PHC-1)

EPISIOTOMY
Serial NO: ..ooviiiiiiieieeieie e Hospital identification NoO: ......cocooivviccincinieneee.
NAME © v ssernsrnesresreenee ACT ovivrrieaananes Gravida @ ...oocevvveeerecreeeeesreennenns
Address @ .o Para: ..o
.................................................................... No. of Living children @ .......ccococvvviieivininiinene
.................................................................... 01 OO
.................................................................... EDD @ oo
COMPIAINES T 1..ooveesseeieeeieeeeeceees st sseesenssseaesesmssrsesesses et sssesessesssesesenssssanesessnsasessnssmseseserssssssnserensens
PROCEDURE

Timing Type of Episiotomy

Procedure Post-operative care

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor
33X



Activity 29: Conducting Episotomy (PHC-2)

EPISIOTOMY
SeHAlNOY cossommensonemmenemmemn: Haspital identification NO} .o
RIS vorvovassvsvente sy e s AGE! s BRRAAE. {aammanamsasii
Address s nsnasassszo PR o aciscioommiecss e i 5 A S S G U
.................................................................... No. of Living children : ........cccciiiiiiiiiiiiiiininns
.................................................................... BN e e en et e
.................................................................... EDB] iunanananananaaimiiia s
COMPURTTIES 3 v ovsm s e 6T e e oH ey e s ST A e S S T TS Al
PROCEDURE

Timing Type of Episiotomy

Procedure Post-operative care

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

|3 < ()



Activity 29: Conducting Episotomy (SC-1)

EPISIOTOMY
Setial Not cvmnnnnunanananamns Hospital identification No: ......cccociiiiiiiiiiiniinnns
NI s s v e AGE! e OTAVITR s oo v Seassminosw
AQGUTEER S snmmmnnanmnmmiansnsnnnanem |
.................................................................... No; 'of Eiviiig childreh i s
.................................................................... IR icccaisaseaisaisnie e mb s nianis
.................................................................... BB v v i s g A A o e S L S AL
COMPIBIIES s e e T R S s S S s sies
PROCEDURE

Timing Type of Episiotomy

Procedure Post-operative care

(Attach additional sheets if required)
Signature of the Academic Counsellor/Supervisor

N 34 | —



Activity 29: Conducting Episotomy (SC-2)

EPISIOTOMY
Serial NO: ..oovvivriereieiiiesiese e Hospital identification No: .......ccooovviiiincininnnee.
NAME : ooovvirierrereererrennesreeeeenesnneninenes AZE! vorererereaeons Gravida : .oocveeereeireeirecnie e
AdAIess @ ..ooeveveeiiieeie e Paa:..coeiieceeeeriieceeireseceee e eraasesssesetesesse s basennaesnaes
.................................................................... No. of Living children : ..........cccoevivvirviniiriiens
.................................................................... LMP : ceireeierrennsericstssssssessssnssse s sassasnsssnsnans
.................................................................... EDD & oottt et
COMPIAINTS T 1.ttt ettt st eae ettt e e b eaae st e s et e et s aaeemeerseesse st enaeeaneenaee
PROCEDURE

Timing Type of Episiotomy

Procedure Post-operative care

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

S 32



Activity 30: Care during various Stages of Labour (PSC/DH-1)

Guidelines:
Refer:
© seclect 2 cases of labour Block: 4
. . Unit: 4.6
e  monitorth men during labour R
onmitor the women during u CHO-0003

e  monitor every four hourly

e conductdelivery

e take action during 3" stage of labour

e provide Care of women during fourth stage of labour

e identify for abnormal signs and make appropriate referral

Identification Data:
Q) N AITIC ottt ee e e et e e e et ee st e s ae s e et s ne e e e e e e et s eeattesnnsnneeeessemsnanieeeneteseanatseessranenns
b) Relationship with head of family: Self/Wife/Son/Daughter/Any other .........ccccoiviiiiiinnn.

€) AE: e gy  Monthly IHCOMIE t wemasssmssssassssoss
d)  Religion i .veoeeieeiiiieiiiciiciie e h) Gender: Male/Female: ..............
e) Education : .......cccoooiviiiiiiiiiiiiniiiiiinnns 1) Marital status @ ...oooeeviiviieeiiiinnnn,

OREIPAROR L ommummemmmnssassnssascn 1 AOOTEES Y s

k) ContattNO: funvnunnmnzusmss

Patient Profile

Assessment and Care Findings Management/Referral

First stage of labour

Second stage of labour




Third stage of labour (AMTL)

Fourth stage of labour
(in labour room)

Care of women after delivery
(postnatal ward)

Immediate newborn care
and assessment




Identify high risk cases

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

R



Activity 30: Care during various Stages of Labour (PSC/DH-2)

Identification Data:

) INAITIC © oioiieeiiii e ettt e et te e e s ssseeae s s s sasese e s esasasee e saseseees ssnsae e sesssbeeeennseasneennn s bae e e brrrbeeeerrsbsneeeen
b) Relationship with head of family: Self/Wife/Son/Daughter/Any other ...........cccocceeiiiiiinen.
C) ARS s g) Monthly Income: .......coevrveerenne
d) REligION s smms h) Gender: Male/Female : ..............
e) Education: .....cccocoiiiiiiiiiiiiiiieiinns 1) Marital status @ ....oooevveiiiiiniiinnnns
D OCEUPEHEA S iusmiissrasssmisass 0 . 3y S
i), COrtEetNG. s
Patient Profile
Assessment and Care Findings Management/Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor
. 346 ———



Activity 30: Care during various Stages of Labour (CHC-1)

Identification Data:

) I 11 1< O
b) Relationship with head of family: Self/Wife/Son/Daughter/Any other ............cccoevveeenee....
€) AZe: . g) Monthly Income: .........covenene.
d)  Religlon @ .o cir e h) Gender: Male/Female:: ..............
e) Education: .........ccoeovivviveevieierinenns 1)  Marital Status : .....cccoevevveevnerennen.
f) OCEIRAHBE Snomamamnasmaraanacin 1) AT s
k) ContactNO. : .ooeoreeeeeeeeeeesieneens
Patient Profile
Assessment and Care Findings Management/Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

|37 A



Activity 30: Care during various Stages of Labour (CHC-2)

Identification Data:

LY TS L ccmiomacoscesensies om0 K S M S A B R NS
b) Relationship with head of family: Self/Wife/Son/Daughter/Any other ............cccoeeieenne.
€) AZEl.iin, g) Monthly Income : .....cccvvvvrrnnnnn
d)  Religion: .coooiieiiieiniriireeisieenns h) Gender: Male/Female : ..............
T e 1)  Marital SIsS wavaovsesememne:
I) OeCupdation | s 1) AddIess Unnsaaiaicic
k) Contact NO. : oovererrerrerrerirneenne
Patient Profile
Assessment and Care Findings Management/Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

T 3 48—



Activity 30: Care during various Stages of Labour (PHC-1)

Identification Data:

Y BTN oo e e e s B e s N S e UG
b) Relationship with head of family: Self/Wife/Son/Daughter/Any other ...........cccoeeiiiiiannn.
€) ABEY s g) Monthly Income : .....cccriiriiuininnn
d)  REREIONE wwnwsmsmnmnsassassas h) Gender: Male/Female:: ..............
€) Edutafion | cicasssasasisnsisns 1) Marital statis’? wousuuuaaaaan
) Occupation @ ...coceveveneieniirieariennernns 1) AdAress : ..oooeivviviierieeieree e
k) Cotatt NOL L wwwmisisssisis
Patient Profile
Assessment and Care Findings Management/Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

. 34—



Activity 30: Care during various Stages of Labour (PHC-2)

Identification Data:
DY INVBINEY cunamcomsomsom s s o0 WA M B 00 A 0 WS AR
b) Relationship with head of family: Self/Wife/Son/Daughter/Any other ...........occoovervinne.
€)  AZE: . g) Monthly Income : ......cooevviinnn
d) Religion @ ..o h) Gender: Male/Female : ..............
e) Bducstiohy ceamammsasaaas i) NIattal Statis? oasasa
f) Oecupation : waaanasniabnvana ¥
k) Contact NO. : cveeerecieeeeecierenenne
Patient Profile
Assessment and Care Findings Management/Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

- sy



Activity 30: Care during various Stages of Labour (SC-1)

Identification Data:

2 T A 1 (RSP SUTSTRUORON
b) Relationship with head of family: Self/Wife/Son/Daughter/Any other ..........ccocvevivivrnennnn.
€)  AZE: s g) Monthly Income : ....cccovvevvirnnen
d) Religion: ......cooeevevrieoriieeiiieeciieens h) Gender: Male/Female : ..............
€) Education : ......ccoooeveieiririrennrinirannnnn 1) Marital status : .ooovvvevvvevieiiiieeeen,
1) OTEapation & e 1) Addfesssnannnnnsnaraas
k) Contact NO. : coveervirrerierresne s
Patient Profile
Assessment and Care Findings Management/Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

| A



Activity 30: Care during various Stages of Labour (SC-2)

Identification Data:

e I 5 o (SR
b) Relationship with head of family: Self/Wife/Son/Daughter/Any other .........ccoeeeerievenne.
C) AEE:.iieiiereeeeeree g) MonthlyIncome: ........ccoveeenenns
d) Religion : ....coccovviiiiiiiiiiieieeeeeeee h) Gender: Male/Female: ..............
e) Education: ....coooocciiiiiiiiiiieiiiiiiinns 1) Marital Status @ .o
15 (I 5 11100 (7§ B 1) AR e aanay
k) Contact NO. : .ooooviririiiieieiiieiinnens
Patient Profile
Assessment and Care Findings Management/Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

N 35—



Activity 31: Post Partum Care (PSC/DH-1)

Guidelines
e Select 2 women during Post Partum period gfof:; 4
e  Assess health status of woman after delivery and newborn baby | Unit: 6
e  Encourage mother to breast feed the newborn within one hour of CHO-0003
delivery.
e  Counsel the mother.
e  Perform post natal visits
e  Observe mother & baby.
e  Maintain records & reports in logbook.
Serial NO: oo Hospital identification NO: ......cccoevevveeererieninnens
NAME © covverrerreeeeenersrresresereresresnennesnnee AZE evvrereererenes GIAVIAA § cvveiecieeeesne e
AdAress oo PAra oot
.................................................................... No. of Living children : .........ccoooveiiiiniiiiieneeens
.................................................................... LIMP ;s
.................................................................... EDD @ oo
Date if Dekuvery @ .....ocoieeiiieiiceiceces
Postpartum Visits

Care of Mother Findings Management/Referral

History Taking Mother

Examination




Management/Counselling

Care for the Baby

History taking

Examination

Management/Counselling

Post Partum Counselling

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

T 35—



Activity 31: Post Partum Care (PSC/DH-1)

SBERl NG s Hospital identification No: ......ccccviiiiiiiiiiiiiiiiin
NENS: cimnmivmnaiavmiaiimiane  INBBY savrasatvas L2y T L R
KOUPETE S sissmminmmmiimsmiimim PREE: s e s
.................................................................... No.of Etving Children ;- wounnnnmnnasmuma
.................................................................... EME | o ionomsis i nns s
.................................................................... DY oo s e M e I M U s iy
Diatg T DEkUVerv & csnsnsnsnnsmnsieis

Postpartum Visits

Care of Mother Findings Management/Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

3o



Activity 31: Post Partum Care (PSC/DH-2)

SEHALNG: s Hospital identification NO: ......cccoviiiniininineniannens
MNEHEY s DB SRR EVIAR |t
E Y L 2 R
.................................................................... N G LRARE CRIIIED. £ nsmmnsimsainsinsi
.................................................................... EMEP susumumismiminmmnsdisan st
.................................................................... EBEY covivsinmsiians st sl s stnssi i
Date it Dektivery ; cuisssisssannsing
Postpartum Visits
Care of Mother Findings Management/Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

- &



Activity 31: Post Partum Care (CHC-1)

Serial NO: voooviceccieccieeciecie e Hospital identification NO: .....coovevvvviveeieiiennennn.
NAME : oo AZRL i Gravida @
AdAIess © vvvevevieirieiieieecrinreeieeerassernse e PAFA : ooiviriieirniniiesissriresstnessassrsssssanessasssnsersrasssnassnaes
.................................................................... No.ioE LiverpeHildien s «oamassmmsmsmesemesmss
.................................................................... ],
.................................................................... B vuvensvimvirimo s i s v i vy s i
Date i DERUVEIY f acuvasumsmmnassassis

Postpartum Visits

Care of Mother Findings Management/Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

ks ____________________________________________



Activity 31: Post Partum Care (CHC-2)

Serial No: cauaaamnannsmsnmnnns Hospital identification NoO: ......cccovviiiiiiiiciciiinnnns
DS suvenvevnmneessssns AGBE s B U 1 R T
B L, PRIB oo e e S R B
.................................................................... No. of Inving children § wanamsmaawawawamian
.................................................................... IR cinmmnnsmmmmsasms bt i S AR
.................................................................... BB i v v v v v e s i i e T VG VR e ik
Date it Dekovelv | auananaaaasmaaims
Postpartum Visits
Care of Mother Findings Management/Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

3. &



Activity 31: Post Partum Care (PHC-1)

Serial No: cauaaamnannsmsnmnnns Hospital identification NoO: ......cccovviiiiiiiiciciiinnnns
DS suvenvevnmneessssns AGBE s B U 1 R T
B L, PRIB oo e e S R B
.................................................................... No. of Invitg childrent i wanamswaamawawamin
.................................................................... IR cosmmmmmsmns s s R SRR
.................................................................... BB i v v i v v e v i i e T VG VR e i
Date it Dekovelv | auananaaaasmaaims
Postpartum Visits
Care of Mother Findings Management/Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

e 2 G (e



Activity 31: Post Partum Care (PHC-2)

Serial NO: ....coecureenveesresnsacssesssasssaes Hospital identification NO: ......cccovvererenevnierenerenenn,
NAME : ovvvvvreeerierereeeiereeneeereesseneenrieses A civveiraeerieans Gravida @ ...oooovveeiiiieiiieciiccies
AdAress ..o Para: oo
.................................................................... No. of Living children : ..........
.................................................................... | 11 OSSPSR UUSPURRPRR
.................................................................... EDD o
Date if Dekuvery : ....cccooveeieerieisinesiensienins
Postpartum Visits
Care of Mother Findings Management/Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

|2 ()



Activity 31: Post Partum Care (SC-1)

SBERl NOT e Hospital identification No: ......ccccviiiiiiiiiiiiiiiiin
NEBES:: comnaivmnaiavmiaiimane  IBBY savrasatvas L2 T L R
KOAPESE S i PHER: cunsasismivammiimien i
.................................................................... No.of Eiving Children ; wonummnmannani
.................................................................... EME | o ionomsis i nns s
.................................................................... DY oo s e M e I M U s iy
Diatg T DEkUVerv & csnsnsnsnnsmnsieis

Postpartum Visits

Care of Mother Findings Management/Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

| | A



Activity 31: Post Partum Care (SC-2)

Serial NO: ....corvevveeereenreeesessennssesenee Hospital identification NO: ....c.coeeveveereeereaineee,
NAME e reeresnesneseneennes AZET e Gravida @ ....ocooooieieiiece
AdAress : .ooovieveeieiini e Para: ..o s s
.................................................................... No. of Living children : ..........
.................................................................... LIMP o ieirree e eesmrarenseesesasssasmsmnnaeaseasasesanns
.................................................................... EDD i
Date if Dekuvery @ ....cccevvveevvviccieeeiiecenne.
Postpartum Visits
Care of Mother Findings Management/Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

I 36



Activity 32: Identification and Management of Complications During

Labour (PSC/DH-1)
Guidelines: Refer:
e Seclect 2 mothers 15-45 years of age group Block: 4
e  Take history and perform assessment EIII-IIE) 50003

e Give need based advices and prepare for follow up
e  Make appropriate referral depending upon the condition of the mother

e Record the action taken in logbook as per format given.

Name of the Health Facility ¢ ........cccceicmisanscssacsnssnsesnncsassasssssansas 5 L —
Date 0f ReZISITationN: .....ocuieiiieieerieeecie e eieeenceesaeeeeeneeas Registration NO. ....ccccevvvevvvreennnnn.

Identification Data:

A INBETEE s o s s o e e A TS A T A D e T R e S T S B s e
b) Relationship with head of family: Self/Wife/Son/Daughter/Any other .........ccccceoviiciinnnnns
C) ATE s g) Meonthly INCOIMIE 1 ammsmsmmssncs
d) BRelgions e h) Gender: Male/Female : ..............
e) Education : .......cooocviveeviiiiiiieiieniinnn 1) Marital Status @ ..oovvvveeeeieeeieeriennns
) Occupation : ....cccceevvevverirniiceieenne, §)  Address ..o
k) Contact NO.: coovverereeeveeeverecrceas
Assessment Findings Management/Referral

History of present illness

History of past medical illness

Family h/o medical illness
e Obstetrical history

e Anaemia




e Antepartum Haemorrhage

e Eclampsia

e Obstructed labour

e Cord Prolapse

e Post Partum Haemorrhage

e Obstetric Shock

e Peuperial Sepsis

e Premature Rutpure of Membranes
e Foetal Distress

e (estational Diabetes Mellitus (GDM)
e Hypothyroidism

e Syphilis

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor



Activity 32: Identification and Management of Complications During

Labour (PSC/DH-2)
Name of the Health Facility : ...cooiviniciiinnnnininncnsiesssnssnnnnns Date: ...ooeineenniniinsiessans
Daté of REGISHALON! ..upnnnnnpmsmmmsmnans Registration NO.....convmmsanmss

Identification Data:

B INVERIRNEE ccuchonmuos oo s s S A R SR S A AR AR R RAAY 2
b) Relationship with head of family: Self/Wife/Son/Daughter/Any other .......c.ccoccvvivireinnnnaas
€) AZE: . ¢) Monthly Income: ......ccovvrnnene
d) Religion : ......coooeiiiiiiiiiiieieiecee h) Gender: Male/Female: ..............
€) Educalion:: .aamwmwnwiemeiint i)  Marital status : ......ccoociiniviiinniinns
f)  OBCUPIHION frarnarssnsmseiieis i) L 1 R PP —
k) Contact NO. : coovverereeereeerercsiens
Assessment Findings Management/Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

30 A



Activity 32: Identification and Management of Complications During

Labour (CHC-1)
Name of the Health Facility : ...cooiviniciiinnnnininncnsiesssnssnnnnns Date: ...ooeineenniniinsiessans
Daté of REGISHALON! ..upnnnnnpmsmmmsmnans Registration NO.....convmmsanmss

Identification Data:

B INDBEINEEY o ot i s o A T A L B B ¥ S S 3 A A Aot
b) Relationship with head of family: Self/Wife/Son/Daughter/Any other ........ccceerevceeeirunnnne
€) AZE e ¢) Monthly Income: ......ccovvrnnene
d) Religion ..o h) Gender: Male/Female: ..............
€) Education susasanmsmannanmems i)  Marital status : ......ccoociiniviiinniinns
f) OLUPELION s 1) AAIIESS s
k) Contact NO. : oovveeirinins
Assessment Findings Management/Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

366 ——



Activity 32: Identification and Management of Complications During

Labour (CHC-2)
Name of the Health Facility : ...cooiviniciiinnnnininncnsiesssnssnnnnns Date: ...ooeineenniniinsiessans
Daté of REGISHALON! ..upnnnnnpmsmmmsmnans Registration NO.....convmmsanmss

Identification Data:

B INVERIRNEEY a0 A A A A R A A AR S ARV
b) Relationship with head of family: Self/Wife/Son/Daughter/Any other .......c.ccoccvvivireinnnnaas
€)  AZE: i ¢) Monthly Income: ......ccovvrnnene
d) Religion : ......coooeiiiiiiiiiiieieiecee h) Gender: Male/Female: ..............
€) Educalion:: .aamwmwnwiemeiint i)  Marital status : ......ccoociiniviiinniinns
f)  OBCUPIHION frarnarssnsmseiieis i) L 1 R PP —
k) Contact NO. : coovverereeereeerercsiens
Assessment Findings Management/Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

| (27



Activity 32: Identification and Management of Complications During

Labour (PHC-1)
Name of the Health Facility : ...cooiviniciiinnnnininncnsiesssnssnnnnns Date: ...ooeineenniniinsiessans
Daté of REGISHALON! ..upnnnnnpmsmmmsmnans Registration NO.....convmmsanmss

Identification Data:

B INDBEINEEY ccauon a5 A T A A SRR ¥ S S S A MR STt
b) Relationship with head of family: Self/Wife/Son/Daughter/Any other ........ccceerevceeeirunnnne
€)  AZE e ¢) Monthly Income: ......ccovvrnnene
d) Religion ..o h) Gender: Male/Female: ..............
€) Education susasanmsmannanmems i)  Marital status : ......ccoociiniviiinniinns
f) OLUPELION s 1) AAIIESS s
k) Contact NO. : oovveeirinins
Assessment Findings Management/Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

(A



Activity 32: Identification and Management of Complications During

Labour (PHC-2)
Name of the Health Facility : ...covievieviiiscsecnercisesnssnescsannnns Date: e
DIafe OF BEBSIRIONT o i s e s i Registration MO ....ousemsmemeis

Identification Data:

DY, IINEEERNEY cumsonnoioittr A5 A A A A S A SR S S
b) Relationship with head of family: Self/Wife/Son/Daughter/Any other ......ccccovvviiiiiinnnens
€)  AZE: . g¢) Monthly Income : ......ccoovvvrvennne
d) Religion : ... h) Gender: Male/Female: ..............
&) BAUtaton: cevsusmnmanaummns 1)  Mamtal statis’: anaanannani
f) OECUPANOIH S ssanssmsesas 1) AEArESE Y anasasesesiassas
k) Contact NO. : cveeeeeveeeeciiiieeenns
Assessment Findings Management/Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

s



Activity 32: Identification and Management of Complications During

Labour (SC-1)
Name of the Health Facility : ............ LI AT AT avarers IVBLES ausersimvossonminaonssoisins
Date G REPISIIRIONT oo cnpsomcmmomvmesinmmy s st s Registration No. .......cccooeiveiniennns

Identification Data:

) TR 1 LSOO S SRRRS
b) Relationship with head of family: Self/Wife/Son/Daughter/Any other .........ccoccvveereevenennee.
€) AZC: .o g) Monthly Income: ......coevvvvrnnnnn
d) Rehgion wownununsnemsmanases h) Gender: Male/Female: ..............
&) BRI omianscneionn oo ek i) Marital status : .....occecceneecinininnns
) Occupation © ...c.cceevveeivieecieeeceieennes 1) Address : ....cooiiiiiiiiiiieeeeen
k) CoNEet N0 s mssssetss
Assessment Findings Management/Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

7 ()



Activity 32: Identification and Management of Complications During

Labour (SC-2)
Name of the Health Facility : ......ccovviiviivirnicnnniiniecinninnnnienn. DDRERS. consicrvissrissvisrvissriosrionts
Dhate . of REGISTTATIONS o vav v s o ons snmesunesin s sssessess REISTAoN NG, .ovwssssnsssies

Identification Data:
A) IS ciivemmmsiamsmmisaviss oo s R S S TR A A R R T PR

b) Relationship with head of family: Self/Wife/Son/Daughter/Any other ......ccccovvvviiviciennnens

€)  AZC: . g) MonthlyIncome : ........cc.ccorunee..
d)  Religion : ...ococveivieciee e h) Gender: Male/Female:. ..............
&) Education: ccaavmasasnaasmmisins i) Marital status': ..o,
£ OCeUPatION. & samumaiavisiam s 1) AAREER s

k) Contact NO.: coooeiiriiiiiiiieiiiieinnnns

Assessment Findings Management/Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor



Activity 33: Assessment and Management of STIs/RTIs

(PSC/DH-1)

e  sclect 2 mothers/women Refer:

e perform assessment 5::'::'(15

e udentify STIs/RTIs CHO-0003

e take relevant history

e make appropriate referral depending upon the condition.

e give appropriate care and advice

e record the action taken in logbook as per format given.

Nanie of the Health Facility ¢ .uisiimiissssissinsissississiis DIREES cuisissssisissssossisssssssssivs

Date of Re@IStration: .........oceoeieeiieeiieiiee e Registration NO. .....ccoccvvvirviriennne.

A N BT cosumrmsors s o o o T T T T S U T S T P S S T S0

b) Relationship with head of family: Self/Wife/Son/Daughter/Any other ............ccccoeveveeenne.

8] BT s £) Monthly THEOME ¥ commssmossssnssess

d) Re@on: .ommmammmmosussiss h) Gender: Male/Female: ..............

€) Edutalioh: anannnmnnmnsmin 1)  MEHBELSENES covnsmisa

) Occupation : ...cevereverererernerirerenerenes 1) AdAress : .eoveeirierirererneren
k) Contact NO. © v

OO R PEEE I HCRB comseamsemoainemnonsnsams am e sa A aamagi e SIS R aSR a0

History of past medical 1HINESS 1 ....cieiiiiiie e s e e e crnesrnes

Faimly hio ieheal IMBES T v nmmmanms s e i i n s s e s S e NG

Syndrome Assessment Findings Management/Referral

Vaginal discharge/vaginal

itching; dysuria (pain of urination);
dyspareunia (pain during sexual
intercourse)

Lower abdominal

Pain/ Vaginal discharge;

lower abdominal tenderness or
palpation;temperature >38°C

Genital ulcer

(Attach additional sheets if required)
Signature of the Academic Counsellor/Supervisor

- _kyy



Activity 33: Assessment and Management of STIs/RTIs

(PSC/DH-2)
Name of the Health Facility : ..., DIBUES sicssississvssssssises
Date 6E REPISHAION .cvninimnmmmsimsmssms st sisstos REGISTERHON NG, snisiansmsasimni
4) NADE o T R T R e T T e A R T T vl
b) Relationship with head of family: Self/Wife/Son/Daughter/Any other ......ccccovvivviivicininnens
C) OO g) Monthly Income: ......cooveneneen
d) RERGION: ccvnmnmnmnmennsees h) Gender: Male/Female: ..............
e) Education ! ........ccocorienvenieirnnnnn. 1)  Marital status : .....oooeeveevreerennneen
) Occupation @ ....cceeererreverairiearieirerinns §) AdAress :..ooveerciiecieeece
k) CortactING. : s
Syndrome Assessment Findings Management/Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

EE————————————— '] (R ———



Activity 33: Assessment and Management of STIs/RTIs (CHC-1)

Name of the Health Facility : .....cccicmsissccsacssacsssnssnasseanssanssansonns IRREES connrasnsersrasnsosnsesnsnsasenns
Date of RegiStration: ..........ccovueeeeuieeeeieeeiieeesiee e eiae s Registration NO. .......ccooveevevreennee.
Ol o050 00500530 S N S 0NN S A SRS B B NS
b) Relationship with head of family: Self/Wife/Son/Daughter/Any other ..........ccceoveeeeeererennne
C) ALE: .o g) Monthly Income : ....coccevvvevverenns
d) Religion: ..o h) Gender: Male/Female: ..............
&) BHUCHIOHE s DI 7€ (1) T O —
f) OCEUPanoh [ vananaaanamnnnmng 1) AdOIesS T wannnunisisisaici
k) Contact NO. : coeeererreceieerennenen
Syndrome Assessment Findings Management/Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

e —| 3] <



Activity 33: Assessment and Management of STIs/RTIs (CHC-2)

Name.af the Health Facility ¢ inisininipinipanipananpenas 1 7 | (o RS e oot o e
Bt of REPISHBHON: oo asansannsssns sy ReGIStration No. ..
A)  INAIMC I oottt s r e b e s e et et e e e R R e rae e b e s e b e s b e n g e at e e e enens

b) Relationship with head of family: Self/Wife/Son/Daughter/Any other

L T g) Monthly Income: .........ccccciuenne
d) BElpON e h) Gender: Male/Female: ..............
e) Education: .......ccccoviieiiieiinniieeennen. i) Marital status @ ....cocovveieeeiinnnenn.
Bl OCBHPALON. & cnsvmsnmssnmanispns s DT (4 L ——
K) ContactNo. S itsidnd:

Syndrome Assessment Findings Management/Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

-k



Activity 33: Assessment and Management of STIs/RTIs (PHC-1)

Name of the Health Facility : .....cccicmsissccsacssacsssnssnasseanssanssansonns IRREES connrasnsersrasnsosnsesnsnsasenns
Date of RegiStration: ..........ccovueeeeuieeeeieeeiieeesiee e eiae s Registration NO. .......ccooveevevreennee.
Ol T oot s 035 R N A e YT NS S S A SRS NS
b) Relationship with head of family: Self/Wife/Son/Daughter/Any other ..........ccceoveeeeeererennne
C) ALE: .o g) Monthly Income : ....coccevvvevverenns
d) Religion: ..o h) Gender: Male/Female: ..............
E) BRUCHIHE svcvmmmnssssmss I 7€ (1) T O —
f) OCEUPanoh [ vananaaanamnnnmng 1) AdOIesS T wannnunisisisaici
k) Contact NO. : coeeererreceieerennenen
Syndrome Assessment Findings Management/Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

|3/ A



Activity 33: Assessment and Management of STIs/RTIs (PHC-2)

Name of the Health Facility : .....cccicmsissccsacssacsssnssnasseanssanssansonns IRREES connrasnsersrasnsosnsesnsnsasenns
Date of RegiStration: ..........ccovueeeeuieeeeieeeiieeesiee e eiae s Registration NO. .......ccooveevevreennee.
Y N 0T oADK S A SO S DR NSNS NS
b) Relationship with head of family: Self/Wife/Son/Daughter/Any other .........c.oceeveerneerrennnne
€)  ALE:.irririenirnererennees g) Monthly Income : ....coccevvvevverenns
d)  Religlon @ ..o h) Gender: Male/Female: ..............
2} BANPRRORE e s I 7€ (1) T O —
f) OECUPAtoN ivnamasamannsinideg 1) AQUEESS T wanniisaiaas

k) Contact NO. : cceevrevrerreceeierreenes

Syndrome Assessment Findings Management/Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

|3~ /A



Activity 33: Assessment and Management of STIs/RTIs (SC-1)

Name of the Health Facility : .....cccicmsissccsacssacsssnssnasseanssanssansonns IRREES connrasnsersrasnsosnsesnsnsasenns
Date of RegiStration: ..........ccovueeeeuieeeeieeeiieeesiee e eiae s Registration NO. .......ccooveevevreennee.
Y T oo s s RO O O G S I NS SN SRR A S G
b) Relationship with head of family: Self/Wife/Son/Daughter/Any other ..........ccceoveeeeeererennne
C) ALE: .o g) Monthly Income : ....coccevvvevverenns
d) Religion: ..o h) Gender: Male/Female: ..............
€) BRUCHIONY ismismmimmmssmmsimsision Do 1) [ 2T T —
f) OCEUPaton [ vvnununvimmnnni 1) AdOIesS T wannnunisisisaici
k) Contact NO. : coeeererreceieerennenen
Syndrome Assessment Findings Management/Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

|3 oA



Activity 33: Assessment and Management of STIs/RTIs (SC-2)

Name of the Health Facility : .....cccicmsissccsacssacsssnssnasseanssanssansonns IRREES connrasnsersrasnsosnsesnsnsasenns
Date of RegiStration: ..........ccovueeeeuieeeeieeeiieeesiee e eiae s Registration NO. .......ccooveevevreennee.
Bl I oo K KNSR N S RS S SO A BB NSRS

b) Relationship with head of family: Self/Wife/Son/Daughter/Any other .........c.oceeveerneerrennnne
€) AL .irrririenirrererennes g) Monthly Income : ....coccevvvevverenns
d)  Religlon @ ..o h) Gender: Male/Female: ..............

- Y S [T 1 T) R — Do 1) [ 2T T —
f) OECUPAtoN ivnamasamannsinideg 1) AQUEESS T wanniisaiaas

k) Contact NO. : cceevrevrerrececeerrienes

Syndrome Assessment Findings Management/Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

|32 A



Activity34: Insertion and Removal of IUDs (PSC/DH-1)
Select 2 Eligible Couple in Need of IUDs Services, do Assessment

e take relevant history and perform assessment gﬁfsl’; i

e give appropriate care and need based advice Unit: 2

e make appropriate referral depending upon the condition CHO-0003

e record the action taken in logbook as per format given.

Name of the Health Facility as given below : Date; seiiisriisosiooss

Date OFREPISHAMONT 5. convvnananmnmmamamamr ai s atwiims Registration INO. .....ssmivimisais

b) Relationship with head of family: Self/Wife/Son/Daughter/Any other .........ccocoevviivnennnne

8) Al v g) Monthly Income: ...

d) RENGIGN sz h) Gender: Male/Female: ..............

€) Education ; .........ccersversvsneresssnssrnsons 1) Marital status : ......cccoevreereenenne

f)  Occupation & .....cocceevevevevieiieiicceenne 1) Address : ..ooooiiiiiiiiceee
k) COHEBENG. L

SO BT T BN . ucacucaivass ssosons i G RS A S A A TS

History of past MediCal THOBEE 2 «.cvuiiuusiuiisisimisuiisvsssssmsssss s s s i s s

Faiily Bt e diSal M8 s s o s s e s ioaea

Types of IUDs Used Steps Followed Management/Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

I 3 & ()



Activity34: Insertion and Removal of IUDs (PSC/DH-2)

Name of the Health Facility as given below : 1) 1 7 —
Date of ReZISIration: .....cceeveeeiesieesreeisssssssssnessessseseeeesnnes Registration NoO. ....c.coevviveiiicrnens
Y NI crmcuanioososssn oo s 5 0 04 0 5 0 S D S S S 4

b) Relationship with head of family: Self/Wife/Son/Daughter/Any other ...........occoevevvverriennen,

€) AZE . g) MonthlyIncome: .....cccvevenvnnnnee.
d) Religion: .....cooveeeorieeiiecciecenieenns h) Gender: Male/Female : ..............
&) Edutation! e ) ) o 17 1 0 o —
1) Qoedpalion i ununsnsnauninsme 1) ADArESR’ unununnins i

k) Contact NO.: cveriiiniiiiiiniennns

Types of IUDs Used Steps Followed Management/Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

e — 5 |



Activity34: Insertion and Removal of IUDs (CHC-1)

Name of the Health Facility as given below : Dates: i
Dt SERBOISERNONS s sl aios Registration No. .......ccoeiiiiiinnann.
o I A 3 (< TR TTRUROPTRTRRPRU

b) Relationship with head of family: Self/Wife/Son/Daughter/Any other ..............ccccoeeiieinn.

€) AR g) MonthlyIncome:.........ccevunnen
d) REhgon: wwouvananamammssaisie h) Gender: Male/Female : ..............
e) Education : .....ccccoviriienieniiiriennnnn, 1)  Marital status : .....occeveveriercinnene.
TS T T S ———— 1) DD wmmmonssommonssesmaassssss

K) ContictlNo.; mmmmmmmems

Types of IUDs Used Steps Followed Management/Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

- ks



Activity34: Insertion and Removal of IUDs (CHC-2)

Name of the Health Facility as given below : 1) 1 7 ——
Date of ReZISIration: .....cceeveeeiesieesreeisssssssssnessessseseeeesnnes Registration NoO. ....c.coevviveiiicrnens
Y INFRITEEET mwncnnisosssn o o 5 0 004 A 5 S S S N

b) Relationship with head of family: Self/Wife/Son/Daughter/Any other ...........occoevevvverriennen,

€)  AZE: . g) MonthlyIncome: .....cceevenrrnnnnee.
d) Religion: .....cooveeeorieeiiecciecenieenns h) Gender: Male/Female : ..............
&) Edutation! e ) ) o 17 1 0 o —
1) Qoedpalion . ununsnsnanuninsms 1) AAArERR s i

k) Contact NO. : cveiiiiiniiiiiinniennns

Types of IUDs Used Steps Followed Management/Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

A



Activity34: Insertion and Removal of IUDs (PHC-1)

Name of the Health Facility as given below : ) 17—
Date of Re@istration: ..........coooeioiioniiieieeeeiceeee e e Registration NO. .....cccevveerivarieenne.
) INBIIEE e s s s s s s 0 o A e a A S P s S R s SR st
b) Relationship with head of family: Self/Wife/Son/Daughter/Any other ..........ccovveeeveeennen.
€)  AZC! s g¢) MonthlyIncome : ......ccoevnrrennene.
d) Religion : .ocvveeicieciecceccr e h) Gender: Male/Female : ..............
) EBitilion cunununununsnanmnn 1) IWERHELBENE: cnmnaniivssias
f) ©Oeenpalion Lrcnsnanrnmnanes 1) Address S nonesnanisnmianaea
k) Contact NO.: .oceeeeeeieeeeeieeeenns
Types of IUDs Used Steps Followed Management/Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

e ——| Y 8.}



Activity34: Insertion and Removal of IUDs (PHC-2)

Name of the Health Facility as given below : 1B | 7L SRRR——
Date of ReZISIration: ......ccooviieieeieeieeeee et Registration NO. .....c.ccooveiiiareennnn.
A)  INBHRE cisisviinrsvorransssmmersss sresms o s o ST e A A DR A e P S RS S R S
b) Relationship with head of family: Self/Wife/Son/Daughter/Any other ........cccocevvevvieriiinnens
€) AZE: . g) MonthlyIncome: .......cccevveevnnenns
d) Religion: ......coovivininicieiiiiciinns h) Gender: Male/Female: ..............
) EaUEEHOBY uowmiomamammaamiainis A T B ¢ —————
1) OCeipalitn Looscnsnsrnmsmmem 7Y AGHESS !
k) Contact NO. : oviiiiiiiiiiiriniiieinnns
Types of IUDs Used Steps Followed Management/Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

|3 A



Activity34: Insertion and Removal of IUDs (SC-1)

Name of the Health Facility as given below : DAt ciusisaisanies
Date 6T REBIBIAONS v Registration NO. s
) DUBTHR oo e s R S S A TS R s R

b) Relationship with head of family: Self/Wife/Son/Daughter/Any other ........ccceeviveiveninann

) A e g) MonthlyIncome: .........cccccoeunene
d) RERFION s h) Gender: Male/Female : ..............
&) EdGloh: savnnarnnnrannaanss 1)  Marital status : ...ovvvvvvvieniieniiennss
f)  Occupation : ....occovvieivieinieciceeee §) Address ..o
k) CoBfatENOL L caonasanamamnss

Types of IUDs Used Steps Followed Management/Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

3 (AN



Activity34: Insertion and Removal of IUDs (SC-2)

Name of the Health Facility as given below : IVAEES woxeommonsmoenen
Date of RegiStration: ..........ccovueeeeuieeeeieeeiieeesiee e eiae s Registration NO. .......ccooveevevreennee.
Bl N ot K KNSR NS RS SN SN A B NS

b) Relationship with head of family: Self/Wife/Son/Daughter/Any other .........c.oceeveerneerrennnne
€)  ALE:.iirieienrirnineeennes g) Monthly Income : ....coccevvvevverenns
d)  Religlon @ ..o h) Gender: Male/Female: ..............

- Y S [T 1 T) R — Do 1) [ 2T T —
f) OECUPAtoN ivnamasamannsinideg 1) AQUEESS T wanniisaiaas

k) Contact NO. : cceevrevrerreceeerreenes

Types of IUDs Used Steps Followed Management/Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

3 /AN



Activity 35: Management of Abortion and Counselling (PSC/DH-1)

Guidelines:
e select 2 women, do assessment who may require abortion Refer:
Block: 5
e take relevant history and carry out assessment Unit: 3
e  give appropriate care/counseling CHO-0003
e record the action taken in log book as per format given.
e make appropriate referral depending upon the problem
Name of the Health Facility as given below : | 17 7L ——
Bate oF REGISIMIOHT i cucumnmnmnmumumsmumsmmtnseie REGISERGISH NG s

)  WEET wanimms s s s B e S G R S T R S S ST TRt
b) Relationship with head of family: Self/Wife/Son/Daughter/Any other ........ccceevvevevevirienen.

C) RO o csmasmnnrmsssrsssnsssnns g) Monthly Income : .....ccceevrivvernnnne
d) Religion! wenenenesensisiaiaia h) Gender: Male/Female : ..............
€) Education : ........c.oocovrivirivssissssssssnsnes 1) Marital status : ....ocovveenrienrienriens
)  Occupation ! .....ccocvveeeeiiiieeeeeeiaeenns J) Address ..o

k) ContactNO.: .oveeeeeeeeeeeeeeeeeeeee
History ol presenl ITIBE8S  inminmnin s aaa i R e A o R A T R A e R e
Histo1y of pact A TEa] TTEHE T ouivavamvansasimes s sin e R B B T TSRS

Farrilly B mnetical MINEEET smaminnimeammsmsss s i v e

Elements of Physical Examination Findings Action Taken

General Physical Examination

General condition of the patient

Vital signs: Pulse Rate. Blood Pressure,
Respiratory Rate Pallor/Cyanosis/Icterus/Pedal
Oedema/Lymphadenopathy or Lymph node
examination/clubbing Signs or marks of
physical violence

Abdominal examination Palpate for the uterus,
noting the size and whether tenderness is present.
Note any other abdominal masses.Note any
abdominal scars from previous surgery.

Pelvic examinationExamine the external genitalia
for abnormalities or signs of disease or infection.

Speculum examination:Inspect the cervix and
vaginal canal:look for abnormalities or foreign
bodies;look for signs of infection, such as pus
or other

| %,



discharge from the cervical os;cervical cytology may
be performed at this point, if indicated and available.
Bimanual examination

e Note the size, shape, position and mobility of
the uterus.

e Assess for adnexal masses

e Assess for tenderness of the uterus on palpation
or with motion of the cervix, and/or tenderness

of the rectovaginal space (cul-de-sac), which may
indicate infection.

e Confirm pregnancy and its duration

Management and Appropriate Referral if
Required

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor



Activity 35: Management of Abortion and Counselling (PSC/DH-2)

Name of the Health Facility as given below : 1) 1 7 ——
Date of Registration: ........cccveeiievsvmnennnie i Registration No. ...ccovevriiiiniinnnn,
B INVETINES hcswncawissawsmsecsio oo w00 5 0 0 0 o M S S S TS e
b) Relationship with head of family: Self/Wife/Son/Daughter/Any other ..........coccovvvveeverruennee
€)  AZE i g) MonthlyIncome: .....cceevenrrnnnnee.
d) Religion: ......cccooveeeerieeiiiecrieerieaens h) Gender: Male/Female : ..............
&) EBdutafion] saomamammmomamamssms ) ) o 17 1 0 o —
1) Qectpalion jicusnanmmsnsasasa 1) AAArERR s i
k) Contact NO. : coeiiiiiiniiiiiiniiinens
Elements of Physical Examination Findings Action Taken

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

2 ()



Activity 35: Management of Abortion and Counselling (CHC-1)

Name of the Health Facility as given below : DAt ciusisaisanies
Date 6T REBIBIAONS v Registration NO. s
)  NEHE . i s s U S SR TR S Vs B s T
b) Relationship with head of family: Self/Wife/Son/Daughter/Any other .........cccoccvviriivinnnnes
(1 Y. Yo L T R ————— g) MonthlyIncome: .........cccccoeunene
d)  REHGION: cuumusnsnamssismsisniio h) Gender: Male/Female . ..............
€ EdiehHon ! wmmmmmmmmmnrsis 1)  Marital status : ...ovvvvvvvieniieniiennss
f)  Occupation @ ......ccoeovevieeriienieicerennn §) Address ..o

K) CoRfatENG. L ananamarmamsassms

Elements of Physical Examination Findings Action Taken

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

ke



Activity 35: Management of Abortion and Counselling (CHC-2)

Name of the Health Facility as given below : DAtE: e
Y A P TR B RIS s s R S S A BEgIdration NS iceses s
A A nis o s D T T S S T o S S e B S O ST e S T o S T e
b) Relationship with head of family: Self/Wife/Son/Daughter/Any other ........ccccvvvirivivainne
B) AGEamamanamaasac g) MonthlyIncome : ...
d) REHEION cosammsmamisaismissmss h) Gender: Male/Female : ..............
e} Edicdtoh: coomssrnrsrarnaass 1) Marital statns: i
) Occupation : .....cccocevvevvcniecieciecenens 1) Address : ..oooiiiiiiiiiieiieeies
' TR B 520 10 T —
Elements of Physical Examination Findings Action Taken

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

Y 3 )



Activity 35: Management of Abortion and Counselling (PHC-1)

Name of the Health Facility as given below : D 7 Z L R——
Date of RegiStration: ......c.c.eeeveeieiieeiiieeieniececie e eeiaeceneees Registration NO. ....c.cccovvveivnieinne.
B IRHIG isiimsommimisisisivosiessonsssssiom e ievsmeasims oo s s res i s VST ST NS s s s eSS
b) Relationship with head of family: Self/Wife/Son/Daughter/Any other .......cccccevvvevvicevannnn.
) AZe: . g) MonthlyIncome: ........ccovveevnnenns
d) Religion: ......ccooeiiivicriinicircirenns h) Gender: Male/Female: ..............
€) BEBEHGNL .oty i) Marital Status @ ......cccoeevieiicaniennn
) QEcupation @ .osnmasmnmnieias T AdArESs ey

k) Contact NO. © ooviiiiiiiiiiiieiireiens

Elements of Physical Examination Findings Action Taken

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

|3 )



Activity 35: Management of Abortion and Counselling (PHC-2)

Name of the Health Facility as given below : ) 7 [
Date of RegiStration: ..........ccovueeeeuieeeeieeeiieeesiee e eiae s Registration NO. .......ccooveevevreennee.
Ol T oot s 035 R N A e YT NS S S A SRS NS
b) Relationship with head of family: Self/Wife/Son/Daughter/Any other ..........ccceoveeeeeererennne
C) ALE: .o g) Monthly Income : ....coccevvvevverenns
d) Religion: ..o h) Gender: Male/Female: ..............
€) BRUCHIONY ismismmimmmssmmsimsision Do 1) [ 2T T —
f) OCEUPanoh [ vananaaanamnnnmng 1) AdOIesS T wannnunisisisaici
k) Contact NO. : coeverevrecereerrenneenen
Elements of Physical Examination Findings Action Taken

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

34—



Activity 35: Management of Abortion and Counselling (SC-1)

Name of the Health Facility as given below : |3 11 (L ZR———
Date of REGIStration: ....ocumsmommmemmsmmsesssssessis RegiSteation NG, ...c.osmmsssssssmsssmss
B) IR cecumumumman oninsas ot st s o BB B D S T O B T
b) Relationship with head of family: Self/Wife/Son/Daughter/Any other .........cccccceviveriennnnen
(o) Q. L R g) Monthly Income : .....cccccvvviiavanan
(s ) 3 14T + R h) Gender: Male/Female : ..............
6] EAICaton, sauvswmwmmwmmwsmmmiimi 1) Martal stafis: canmininini
f)  Occupation & ....ooeeevvveerinveereereeneeenns 1) AdAress : ...ooeeriierireenresees

k) ContactNO. : coooooeveeeciieieeeiieeenns

Elements of Physical Examination Findings Action Taken

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

- ks



Activity 35: Management of Abortion and Counselling (SC-2)

Name of the Health Facility as given below : .....iviiinicnisisnisserssinnns |} 2| (S A——
Date of Re@ISIation: .......cccoeoveiveeieieeiiecie e cesiee e e eaeeens Registration NO. .....coccvvvviverveennne.
A)  DBIET cnuermsmmonss oo s s i o el S S Y S B B B S e RS s

b) Relationship with head of family: Self/Wife/Son/Daughter/Any other ...........ccccoveivennnne.

(o Y < TN

(i RN TE- ST Ts) : R ————
€] PBautaton) ssussmemepsnamemens
f)  Occupation @ ......cceeveveereereerereeanes

) Monthly INCOmE & cmsmeaesmsmass

h) Gender: Male/Female : ..............
1)  Martal status' cosnsnnnsass
. §) Address : ..oovevevereeeeeee s

k) Contact NO. : .cooeevreecriercirennen

Elements of Physical Examination

Findings Action Taken

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

=¥



Activity 36: Adolescent Counselling (PSC/DH-1)

Guidelines:

e select 2 adolescent girls/boys g::s; g

e perform assessment and give appropriate care Unit: 4

e identify problem CHO-0003

e provide adolescent counselling

e take relevant history

e record the action taken in log book as per format given.

e make appropriate referral depending upon the problem

Name of the Health Facility as given below : Dates s
Date of Registialion: s Registration No. .......cccocviiiivinnnn.

Identification Data
Q) NAITIE I 1ieiiiiicinie e siae e s e ree s ebbe e eraa e bt e aesbnte s saae s e e ee e e an e e e a b e s et e e an e e s b b e e enans
b) Relationship with head of family: Self/Wife/Son/Daughter/Any other ...............cccceoeeenine.

T g) MonthlyIncome: .......cccovenenne
d) Felipgion; vicuanaaananmmnmne h) Gender: Male/Female: ..............
e) Education: .......ccccoeevreeiveerecirenennne. 1)  Marital status : ......cccocecreveeciennnn
Bl OCBHPAON. & cmsmemmanmasnsvasaraurs DI (4 L ——

k) CantafiNG ammanmmna

Assessment Findings | Management/Referral

History of present illness
History of past medical illness

Family h/o medical illness

Management and Appropriate
referral if required

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

- kves



Activity 36: Adolescent Counselling (PSC/DH-2)

Name of the Health Facility as given below : Date: ...coevvrrrernrssens
Date of RepiStration! wsnnnsesnnnseannnseaannseaam Registration No. .......ccvveriiiinanes

Identification Data
A)  INAINE © coiiiiiciiie it eers e ceiee s sie s e e rteesess e s bbaesesssbesaaseeebbs st aasn s e e ea s e aesbss e e e aaa s e b e e e na e e eb et e eh bt ee st es
b) Relationship with head of family: Self/Wife/Son/Daughter/Any other .........cccocevveeeneannene

€) B LanmnunununRRR g) Monthly Income : .......ocevviirnns
d) Rsligin: sosononononvasaiaiigi h) Gender: Male/Female: ..............
e) Education: .......cocoevviiiveniiiiiieennnen 1) Marital status @ .....ocovveevivcnieeennnnn.
Bl Ocoupatidn. i osamsamams ooy 1) AGORESE Y s
K): CoBetNO. wuvvswnmnvmny

Assessment Findings | Management/Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

I 30



Activity 36: Adolescent Counselling (CHC-1)

Name of the Health Facility as given below : ) 17—

Date of Re@istration: ..........coooeioiioniiieieeeeiceeee e e Registration NO. .....cccevveerivarieenne.

Identification Data

B INVERIRNEEY ccuacaonsvosonstos s s A B A R R SR S A AR AR ARV
b) Relationship with head of family: Self/Wife/Son/Daughter/Any other .........c.cccoevrverreannne
€)  AZE: . g) Monthly Income : ......covevvirnnnnn.
d) Religion: ..o h) Gender: Male/Female : ..............
e) EBAUBAHON? .nnmiie iy NatitalSaris coannmnsasns
) OGRUPAION, Fonmimamanmrvarramimg 1 Bdlress Sssnsmsrsnaianaes
k) Contact NO. : cooovereveeeeeeerercsiens

Assessment Findings | Management/Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

k&2



Activity 36: Adolescent Counselling (CHC-2)

Name of the Health Facility as given below : Date: ...coevvrrrernrssens
Date of RepiStration! wsnnnsesnnnseannnseaannseaam Registration No. .......ccvveriiiinanes

Identification Data
A)  INAINE & ciiiiiiiiieciiiesetseeeeiee s ite s e rteesesesesbbaesesssaesaaseeebbs st santaseoabasestne e snneae e b e e s ebas e ebbbeeen st e st es
b) Relationship with head of family: Self/Wife/Son/Daughter/Any other .........cccocevveeeneannene

€) AEE LasmnunenRRR g) Monthly Income : ........ooevvivirnns
d) Rsligin’ cosononononvasaiaiigi h) Gender: Male/Female: ..............
e) Education: .......cocoevviiiviniiiiiieennnen 1) Marital status @ .....ocovveevivcnieeennnnn.
B Ocoupatibh i samsamamssonssavsipmiiiz 1) AAOIEESE T s
K): CoBetNO. wuvvswnmnvmny

Assessment Findings | Management/Referral

(Attach additional sheets if required)
Signature of the Academic Counsellor/Supervisor
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Activity 36: Adolescent Counselling (PHC-1)

Name of the Health Facility as given below : Date! csisisaisaniies

Date 6T REBIBIAONS v Registration NO. s

Identification Data

8) Name ! coannssassamanpi AR R R e
b) Relationship with head of family: Self/Wife/Son/Daughter/Any other ........c.cocvveiriieeninnn
B AR s g) MonthlyIncome: .....c.cccceviinnenn
d) Relglon: cunsmmmmmmasssae h) Gender: Male/Female: ..............
e} EdRalion :rmmmmanemnmas 1) Marital Status s ....oiveiseriessisessonis
) Occupation : ......cccoevvvviiviriierennene 1) Address : ....oooeevieiiiiiieicecieens
) CotifactNG S
Assessment Findings | Management/Referral

(Attach additional sheets if required)
Signature of the Academic Counsellor/Supervisor

() T ——



Activity 36: Adolescent Counselling (PHC-2)

Name of the Health Facility as given below : DAt ciusisaisanies

Date 6T REBIBIAONS v Registration NO. s

Identification Data
8) NEMC! conmmnnssas s s R S e R s s e
b) Relationship with head of family: Self/Wife/Son/Daughter/Any other .........cccceveeriivannne

B AOE Dvamamanavsasasaesi g) MonthlyIncome: .....c.cccceviinnenn
d) BBHEIOH cwnuvmnssimmswismisiman h) Gender: Male/Female: ..............
e} PBdieatith’: crnanrseen 1) Marital Status s ....oiveiseriessisessonis
) Occupation : .....cocoevvveviveeiieiiecinenns 1) Address : ....oooieiiiiiiieeecceeen
K) CotitactNG. Snancnamansamasise

Assessment Findings | Management/Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

412 ——



Activity 36: Adolescent Counselling (SC-1)

Name of the Health Facility as given below : DAtE: e

D A TR A BTG oo o R SR A A R Rep1stration INO . wueassassansansin

Identification Data

&) NEHE. crrarrsrrRe T T T R S T
b) Relationship with head of family: Self/Wife/Son/Daughter/Any other .........ccccovvviicivcnann
B) AR s g) MonthlyIncome: ........ccocveeinnennns
d) Religlon: «uanssmsissississin h) Gender: Male/Female: ..............
) [EdUCalion; ..cucamnanenamamnaman 1) Marital StAtuS : ..visiasmosmesnmsns
f)  Occupation : .......cooeerivvivenevrnecrennnns J) Address ...
kY CottactNG: fusnsnmamnammsnans

Assessment Findings | Management/Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

41013 ——



Activity 36: Adolescent Counselling (SC-2)

Name of the Health Facility as given below : Dafe: causususnus

Dite 6 RePISHRON: umunvnnmmnvina

Identification Data

............................ Registration NO. .......ccovvinivrecininns

8) NS s i T e R S T T T T ies
b) Relationship with head of family: Self/Wife/Son/Daughter/Any other ........ccccocveeviieeiiannnn.
€) AP s g) MonthlyIncome: .......cccovenenee.
d) REHGION! .cusmmmsanmnma h) Gender: Male/Female : ..............
€) BdUCRHON .eiusismsississsisssrsssnsssrsnsss 1) Marital S1atus ; ....cmemmammsssmnssansins
f)  Occupation @ ....ccoecereerevrevrirarncrarinns 1) Address: ....o.ccoooiiiiieciienrens
k)i CoMEENG. L

Assessment Findings | Management/Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

- 24—



Activity 37: Resuscitation of New Born (PSC/DH-1)

Guidelines:

e select 2 newborn babies who require resuscitation Refer:

e  prepare equipments required for resuscitation. g ‘:liklﬁ

e  perform resuscitation as per steps explained CHO-0003

e Record in Logbook.

Name of the Health Facility : .....cciiiiiiiiiiiiniiissisisssisssssssssssssiss DALES cinisds SRR

DI O ROERSIIROTR - cxcvn cocvs st RS 5 05 50 S 88 Registration NO. .....c.ccverivenivennnnn

Identification Data

A)  INBIAEE covmommamss v oo e s s oy do s o s T s oA e S SRR PV e O SN R e

b) Relationship with head of family: Self/Wife/Son/Daughter/Any other .........cccceveeevviveennenn

€) AL .iricrieereerenneaeiees g) Monthly Income : .....coceeevrvneennnne

d) Religion:...cooviiiveeiieiieiiiiieieee e h) Gender: Male/Female : ..............

¢) Education : .......ccooveiiieieinrernnernnnns i)  Marital status @ ....ooovvvvvvieeiieennenn.

) ODCeupation s TR - (2 L R ——

K) ContattNe. L

Guidelines Findings | Management/Referral

Prepare equipments used in
resuscitation

Maintain Room Temperature
Equipments

e Suction equipments

e Bag and Mask

e Intubation

e Medication

e Miscellaneous

Follow the steps of resuscitation
procedure:

e Routine care

e [Initial steps

e Drying the baby
e Positioning

e (Clearairway

4 ——



Tactile stimulation

Positive Pressure Ventilation (PPV)/

Chest compressions
Indications
Positioning
Technique
Location

Depth

Rate

Precautions

When meconium is present
and baby is vigorous

Indications
Equipment available for PPV in
newborns

Position mask and obtain seal
Assessing effectiveness of ventilation

Observational care

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor



Activity 37: Resuscitation of New Born (PSC/DH-2)

Name of the Health Facility : )51 —
Date of RegiStration: ..........ccovueeeeuieeeeieeeiieeesiee e eiae s Registration NO. .......ccooveevevreennee.
Identification Data

AY  INATIES imisimmnnsssnsim s v s e s s o s DS 3 5 0 R S B S S5 T o T O S 5

b) Relationship with head of family: Self/Wife/Son/Daughter/Any other .........ccoceeveeeveereeenne.

€)  AZe: . g) Monthly Income : ......coeevrnnene
d) Religlon: ...ococovivieiiiiiicneciececee h) Gender: Male/Female : ..............
&) EUCRHONE cvommmsmmnnasmmsaosmmsssng 1) Marital StatUS: s
f) OGCupalion | unsmsmsmuanmnmmmg j) AGAESE Voenannsiisananans

k) Contact NO. : .oooooiieeecriieeiiiiaeene

Guidelines Findings | Management/Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

- 5y



Activity 37: Resuscitation of New Born (CHC-1)

Name of the Health Facility : .....ciiiiiiiiiniiiciiinnsinnsiesssnssniasssasseissens Date; iisissvisssas
Date 6T REBIBIAONS v Registration NO. s

Identification Data
8] NAHL! cusiminmnreas S s R R R T s
b) Relationship with head of family: Self/Wife/Son/Daughter/Any other .........cccceveeriivannne

B AOE hamananavsasasaesi g) MonthlyIncome: .....c.cccceviinnenn
d) BBHEIOH cwumnsmsiimmsmismisimin h) Gender: Male/Female: ..............
e} PBdieatith’: crrmsrmnrrrren 1) Marital Status s ....oiveiseriessisessonis
) Occupation : ......ococeevveviveeeieiircenenns 1) Address : ....oooeevieiiiiiieicecieens
k) CotitactNG. Snancnamansamavsise

Guidelines Findings | Management/Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor



Activity 37: Resuscitation of New Born (CHC-2)

Name of the Health Facility : )51 —
Date of RegiStration: ..........ccovueeeeuieeeeieeeiieeesiee e eiae s Registration NO. .......ccooveevevreennee.
Identification Data

AY  INATETS imosimmnnss snim s vas s smans e s s o o DS540  H20 S G 53 S S S T S B SRR

b) Relationship with head of family: Self/Wife/Son/Daughter/Any other ..........cocceveeeveerveenene.

€)  AZe: . g) Monthly Income : ......coeevrnnene
d) Religlon: ...ococovivieiiiiiicneciececee h) Gender: Male/Female : ..............
&) EUCRHONE cvommmsmmnnasmmsaosmmsssng 1) Marital StatUS: s
f) OGCupalion | unsmsmsmuanmnmmmg j) AGArESE Voueyieuiniesnsanarias

k) Contact NO. : .oooooiieeecriieeiiiiaeene

Guidelines Findings | Management/Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

e —————————| /| }) -



Activity 37: Resuscitation of New Born (PHC-1)

Name of the Health Facility : .....ciiiiiiiiiniiiciiinnsinnsiesssnssniasssasseissens Date; iisissvisssas
Date 6T REBIBIAONS v Registration NO. s

Identification Data
8] NAHR! svvmnmseas s s e R h s T
b) Relationship with head of family: Self/Wife/Son/Daughter/Any other .........cccceveeriivannne

B AOE hamananavsasasaesi g) MonthlyIncome: .....c.cccceviinnenn
d) BBHEIOH cwumnsmsiimmsmismisimin h) Gender: Male/Female: ..............
e} PBdieatith’: crrmsrmnrrrren i) Marital Status’s ..o
) Occupation : ......ococeevveviveeeieiircenenns 1) Address : ....oooeevieiiiiiieicecieens
K) CotitactNG. Snancnamansamasise

Guidelines Findings | Management/Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

4.1 () —



Activity 37: Resuscitation of New Born (PHC-2)

Name of the Health Facility : )51 —
Date of RegiStration: ..........ccovueeeeuieeeeieeeiieeesiee e eiae s Registration NO. .......ccooveevevreennee.
Identification Data

ALY NIV s s oo vas s ahss oe s oS s B HAS 03 5 4 0 055 G 3 A 101 P A e B A TS0

b) Relationship with head of family: Self/Wife/Son/Daughter/Any other .........ccoceeveeeveereeenne.

€) AZe: . g) Monthly Income : .....c.coevvrrennne
d) Religlon: ...ococovivieiiiiiicneciececee h) Gender: Male/Female : ..............
&) EUCRHONE cvommmsmmnnasmmsaosmmsssng 1) Marital StatUS: s
f) OGCupalion | unsmsmsmuanmnmmmg j) AGArESE Voueyieuiniesnsanarias

k) Contact NO. : .oooooiieeecriieeiiiiaeene

Guidelines Findings | Management/Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

- Es



Activity 37: Resuscitation of New Born (SC-1)

Name of the Health Facility : )51 —
Date of RegiStration: ..........ccovueeeeuieeeeieeeiieeesiee e eiae s Registration NO. .......ccooveevevreennee.
Identification Data
AY  INETOVED oo mousonssts o i o rw shs s s s v o msiH e s Vs o 5300 5 5 B 5 B 0 G S B NS SR
b) Relationship with head of family: Self/Wife/Son/Daughter/Any other ..........coceeeeveeeveenen.
€) AZe . g) Monthly Income : ......coeevrnnene
d) Religion: ....ocoovviiciiciiciicciricrienn h) Gender: Male/Female : ..............
) BOUERHONY s s 1) Marital StatUS: s
f) Oenpalion | woenenmnimraraREER j) AGAESE Voenannsiisananans
k) Contact NO.: .cooovvereiirieieeerine.
Guidelines Findings | Management/Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

- kaws



Activity 37: Resuscitation of New Born (SC-2)

Name of the Health Facility : )51 —
Date of RegiStration: ..........ccovueeeeuieeeeieeeiieeesiee e eiae s Registration NO. .......ccooveevevreennee.
Identification Data

AY  INATIETS imosimmnnsssnim s i vas s e s s 8 DS503R DR

b) Relationship with head of family: Self/Wife/Son/Daughter/Any other .........ccoceeveeeveereeenne.

€)  AZe: . g) Monthly Income : ......coeevrnnene
d) Religlon: ...ococovivieiiiiiicneciececee h) Gender: Male/Female : ..............
&) EUCRHONE cvommmsmmnnasmmsaosmmsssng 1) Marital StatUS: s
f) OGCupalion | unsmsmsmuanmnmmmg j) AGArESE Voueyieuiniesnsanarias

k) Contact NO. : .cooeviieeecriieeiiiiaeene

Guidelines Findings | Management/Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

- Eoky



Activity 38:Assessment of a Newborn Baby (PSC/DH-1)

Guidelines:

e select 2 new born babies (pre-term/ term/ post term) l;:’::; .

e perform head to toe examination Unit: 2

e identify abnormal signs & birth defects CHO-0003

e take action appropriately and record in log book

e make appropriate referral if required

e provide need based health education

Name of the Health Facility : ... DAEI tienimmeneno
Diate 6ERepISIraion: . crnwmnwnnsnisnmnsnenismicnm Registration No. ......ccoiiiiiiiiniinnn

Identification Data
AY  IVEHE oo s s Ty s oo s A S KR S SR TS A S S S e
b) Relationship with head of family: Self/Wite/Son/Daughter/Any other .......ccvevveeeeeeeeerinnnnes

) ABE R g) MonthlyIncome : ........cccovvneviinnnn
) FEHgON: wnuwnumimssmimimi h) Gender: Male/Female : ..............
€) Eduedlion: - onanaanaimimans i) MartalSlains: —cosesamamanss
) Occupation @ ..ococoevveeeiiireriiecineeeees 1) AdAress : ...ooviieiiiieriiieeees
k) Contact NO. @ cooceieiriieriiiiniiinees

Assessment of Gestational Age Findings Management/Referral

e Pre-term (<37 completed wks)/
e Term (37 to 41wks+6 days) /

e Post-term (> 42 completed wks)

Initial Assessment (observe and
record)

Identification of a preterm baby
e Skin

e Hair and Lanugo:

e Ear Cartilage:

e Breast Nodule:

e Sole Creases:

4



S S S S S E S S EEGEEETTe
e External Genitalia:

e Muscle tone:
e Joint mobility:
e Automatic reflexes:
The fundus examination:
Assessment within first 24 hours
e Vital Signs
Physical Measurements
e Length:
e Weight:
e Head Circumference:
e Chest Circumference:
Head to toe assessment
e General behavior:
e Posture:
o Cry:
o Activity:
e Color:
e Skin:
e Head :- Hair- Shape- Size
o Face:
e Eyes:
o Ears:
e Nose:
e Mouth and Throat:
e Sucking and rooting reflexes:
e Neck:
e Chest:
¢ Abdomen:
e Genitalia
- Female Genitalia
- Male Genitalia
e Anus:
e Back:
e Hips
e Extremities
Neurological Assessment
e Blinking or corneal reflex:

- A



e Pupillary reflex:

e Doll’s eye:

e Glabellar reflex:

e Sneezing reflex:

e Sucking reflex:

e Rooting reflex:

o Gag reflex:

e Yawn reflex:

e Grasping reflex:

e Babinski reflex:

e Moros reflex:

o Startle reflex:

e Tonic neck Reflex:
e Dance or Step reflex:

Examination for birth defects
e Structural:

e Functional:

e Metabolic:

e Chromosomal:

Assessment for appropriate follow up
and referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor



Activity 38:Assessment of a Newborn Baby (PSC/DH-2)

Namie of thie Health FACIlEY £ cccsisscomsiossmnmmassiessmnsssossresssossrossiossinsnsassassins IVAUEY wonseonsuonsuonsans

Date of Re@ISIration: .......c.ccueeiieeeereeneeie e seeeseeeseeeeaeeanens Registration NO. .......ccooevveereennenn.

Identification Data

AY  INERITRE s nicnanioososssi oo s 5 0 45 A 0 S S S S A
b) Relationship with head of family: Self/Wife/Son/Daughter/Any other ...........ccooeeveveereennee.
€) AZE: ., g) Monthly Income : .....cocevvvrrnnnnn
d) Religion: .....ccoovieeerieeiiiciiecevieenns h) Gender: Male/Female : ..............
(o (Y 5 1D T2 £ (5 1 —————————— T 2 0 G R ——————
1) Qoepalion & cisnsrsanusiisism 1 AddTess onininununnasana
k) Contact NO. : .oocovvieiiiiiieriiieneinns
Guidelines Findings Management/Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

N 41 1 7 e —



Activity 38:Assessment of a Newborn Baby (CHC-1)

Name-of the Health Kacilily: i casicisiassisisnsisssisssisssisssisssisssisssisssisssisssisssios LBLEY cirvisvsssinios
Diate.of RePISITalion: s i s s Registration NO. w...nmmmsimme

Identification Data

) T N 1 1 (< SO PSSO S ORI
b) Relationship with head of family: Self/Wife/Son/Daughter/Any other ...........cccoociiiiiiienns
6) AR cunanmnmnaEs g) Monthly Income: .........coueen.ee..
d} PBEligON: simasammmamansnne h) Gender: Male/Female: ..............
e) Education: ......cccoeevrevieriervnrennnes 1)  Marital status @ ..ooocoeieiiiiiis
f) OBEUBEHON & v 1) AGAIESS s
k) ContactNO. iy
Guidelines Findings Management/Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

1A



Activity 38:Assessment of a Newborn Baby (CHC-2)

Name of the Health Facility : ......ciiinniieisinnsinnsisninesinsiniinsnnsneieie DAtes susssississiseis
Dite of PeBISHRRoN: cuucnwnnmnssmionmmtmismioe Reégistration NO. ...
Identification Data

) SRS e R A AN e A Y S DA e e R e s SR

b) Relationship with head of family: Self/Wife/Son/Daughter/Any other ............ccccooviiinnnen

B) A ucssssensssm g¢) Monthly Income: .........cceeenene
d) REBPION: v h) Gender: Male/Female: ..............
e) Education: ......cccccovivveeiiiinneieninnn, 1) Marital status : .ooovveevveevieeeeeeeeenn
f)  Occupation & ......occeeveeereeieeiienienne §) Address ...

k) COEABENG. & s

Guidelines Findings Management/Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

41 O ——



Activity 38:Assessment of a Newborn Baby (PHC-1)

Name-of the Health Kacilily: i casicisiassisisnsisssisssisssisssisssisssisssisssisssisssisssios LBLEY cirvisvsssinios
Diate.of RePISITalion: s i s s Registration NO. w...nmmmsimme

Identification Data

) T N 1 1 (< SN S SUSSSPS SSORSUR SRR
b) Relationship with head of family: Self/Wife/Son/Daughter/Any other ...........cccoociiiiiiienns
6) AR cunanmnmnaEs g) Monthly Income: .........coueen.ee..
d} PBEligON: simasammmamansnne h) Gender: Male/Female: ..............
e) Education: ......cccoeevrevieriervnrennnes 1)  Marital status @ ..ooocoeieiiiiiis
f) OBEUBEHON & v 1) AGAIESS s
k) ContactNO. iy
Guidelines Findings Management/Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor
. 42 () ——



Activity 38:Assessment of a Newborn Baby (PHC-2)

Name of the Health Facility : .....ciiiiiiiiiniiiciiinnsinnsiesssnssniasssasseissens Date; iisissvisssas

Date 6T REBIBIAONS v Registration NO. s

Identification Data

8) Name ! coannssassamanpi AR R R e
b) Relationship with head of family: Self/Wife/Son/Daughter/Any other ........c.coovveiviivcnnnn
B AR s g) MonthlyIncome: .....c.cccceviinnenn
d) Relglon: cunsmmmmmmasssae h) Gender: Male/Female: ..............
e} EdRalion :rmmmmanemnmas 1) Marital Status s ....oiveiseriessisessonis
) Occupation : ......cccoevvvviiviriierennene 1) Address : ....oooeevieiiiiiieicecieens
) CotifactNG S
Guidelines Findings Management/Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

T 4 T ——



Activity 38:Assessment of a Newborn Baby (SC-1)

Nameof the Health Faciliby 3acicisssssmsisssisssisssisnsisssisssisnsisssissnisssisssisssion LALEE covviavsassssssinns

Diate.of REPISHTation: s i sy Registration No. ........ccoecveieinienen.

Identification Data

) N\ 1 (< RO SO SRR RS UE RSP
b) Relationship with head of family: Self/Wife/Son/Daughter/Any other ...........ccoociiiiiiinnns
6) ABRcunmnmnmnrnrEs g) Monthly Income: .......cccoueenee..
d) Religion: -cimovammamansnnna h) Gender: Male/Female: ..............
e) Education: ......cccoevvevievierinnennne. i) Marital status @ ..ooocoeieiiiicnns
P OBEUBEHON frmmmmmasssas 1) I U 1 NP p—
k) ContaetNO. {omnmninnppyi
Guidelines Findings Management/Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

- Kyesy



Activity 38:Assessment of a Newborn Baby (SC-2)

Name of the Health Facility : .....ciiiiiiiiiniiicininisinssiessnnssnissisassiissens Date; iisissvisssas

Date 6T REBIBIAONS v Registration NO. s

Identification Data

8) NENE ! cnuuarsase s S R
b) Relationship with head of family: Self/Wife/Son/Daughter/Any other ........c.coovveiviieennnnn
B AP s g) MonthlyIncome: .....c.cccceviinnenn
d) Relglon: cunsmmmmmmasssae h) Gender: Male/Female: ..............
&) EdHON: :mmmmamemmas 1) Marital Status s ....oiveiseriessisessonis
) Occupation : ......ccccoevvvviivirnierennennns 1) Address : ....oooieiiiiiiieeecceeen
) CotifactNG S
Guidelines Findings Management/Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

N 43—



Activity 39: Kangaroo Mother Care (KMC) (PSC/DH-1)

Guidelines:
i ; Refer:
e  select two babies who require KMC Block: 6
e provide Kangaroo Mother Care (KMC) as per guidelines Unit: 3
e  counsel the mother CHO-0003
¢ Record in the log book
Name of the Health Facility as given Delow & ...veeveecicvvenieeciecininens Date: ....occvvecereennnns
Diate of ReBiRtration: ..caanunuinrsensisssonionisniesioss Registration No. ........ccoeevvrerreennne.

Identification Data
D I 1§ (SRR
b) Relationship with head of family: Self/Wife/Son/Daughter/Any other .........cccoevveeeeerennene.

) AZe.ee g) MonthlyIncome: .........ccovenene.
d)  Religion: .. h) Gender: Male/Female : ..............
e) Education: ......ccococvviviirveiiiinreennnn. 1) Marital Status : ....oocevvvvveeneennnnn.
f)) OECUHERON. { i 1) AEAFESE s

k) ContactNO.: ...ccocerrerrimrrmrrenrrenns

Assessment Steps Followed

History of past medical illness
History of present illness
Family h/o medical illness
Indicate for KMC

Record of Vital Signs

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

<2< O



Activity 39: Kangaroo Mother Care (KMC) (PSC/DH-2)

Name of the Health Facility as given below : ) 7 [
Date of RegiStration: ..........ccovueeeeuieeeeieeeiieeesiee e eiae s Registration NO. .......ccooveevevreennee.
Identification Data
AY  INATETS imosimmnnss snim s vas s smans e s s o o DS540  H20 S G 53 S S S T S B SRR
b) Relationship with head of family: Self/Wife/Son/Daughter/Any other ..........cocceveeeveerveenene.
€)  AZe: . g) Monthly Income : ......coeevrnnene
d) Religlon: ...ococovivieiiiiiicneciececee h) Gender: Male/Female : ..............
&) EUCRHONE cvommmsmmnnasmmsaosmmsssng 1) Marital StatUS: s
f) OGCupalion | unsmsmsmuanmnmmmg j) AGArESE Voueyieuiniesnsanarias
k) Contact NO. : .oooooiieeecriieeiiiiaeene
Assessment Steps Followed

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor



Activity 39: Kangaroo Mother Care (KMC) (CHC-1)

Name of the Health Facility as given below : ) 7 [
Date of RegiStration: ..........ccovueeeeuieeeeieeeiieeesiee e eiae s Registration NO. .......ccooveevevreennee.
Identification Data
AY  INETOVED v momminss o e o s s o8 eaess vom v msin s s VoS 0 540l 355 55 0 i S S B B A
b) Relationship with head of family: Self/Wife/Son/Daughter/Any other ..........coceeeeveeeveenen.
€) AZe . g) Monthly Income : ......coeevrnnene
d) Religion: ....ocoovviiciiciiciicciricrienn h) Gender: Male/Female : ..............
€) BAMEIHON s 1) Marital StatUS: s
f) Oenpalion | woenenmnimraraREER j) AGArESE Voueyieuiniesnsanarias
k) Contact NO.: .cooovvereiirieieeerine.
Assessment Steps Followed

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor



Activity 39: Kangaroo Mother Care (KMC) (CHC-2)

Name of the Health Facility as given below : ) 7 [
Date of RegiStration: ..........ccovueeeeuieeeeieeeiieeesiee e eiae s Registration NO. .......ccooveevevreennee.
Identification Data
ALY NIV s s oo vas s ahss oe s oS s B HAS 03 5 4 0 055 G 3 A 101 P A e B A TS0
b) Relationship with head of family: Self/Wife/Son/Daughter/Any other .........ccoceeveeeveereeenne.
€) AZe: . g) Monthly Income : .....c.coevvrrennne
d) Religlon: ...ococovivieiiiiiicneciececee h) Gender: Male/Female : ..............
€) EQUCEHON uinamismssosumsumsmimi 1) Marital StatUS: s
f) OGCupalion | unsmsmsmuanmnmmmg j) AGArESE Voueyieuiniesnsanarias
k) Contact NO. : .oooooiieeecriieeiiiiaeene
Assessment Steps Followed

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor



Activity 39: Kangaroo Mother Care (KMC) (PHC-1)

Name of the Health Facility as given below : ) 7 [
Date of RegiStration: ..........ccovueeeeuieeeeieeeiieeesiee e eiae s Registration NO. .......ccooveevevreennee.
Identification Data
AY  INETOVED oo mouonssts o i 6o nw sbs s asss vV o0 e s Vs o 5400 1 0 i S 0 G B NS R
b) Relationship with head of family: Self/Wife/Son/Daughter/Any other ..........coceeeeveeeveenen.
€) AZe . g) Monthly Income : ......coeevrnnene
d) Religion: ....ocoovviiciiciiciicciricrienn h) Gender: Male/Female : ..............
€) BAMEIHON s 1) Marital StatUS: s
f) Oenpalion | woenenmnimraraREER j) AGArESE Voueyieuiniesnsanarias
k) Contact NO.: .cooovvereiirieieeerine.
Assessment Steps Followed

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor



Activity 39: Kangaroo Mother Care (KMC) (PHC-2)

Name of the Health Facility as given below : ) 7 [
Date of RegiStration: ..........ccovueeeeuieeeeieeeiieeesiee e eiae s Registration NO. .......ccooveevevreennee.
Identification Data
AY  INATETS imosimmnnss snim s vas s smans e s s o o DS540  H20 S G 53 S S S T S B SRR
b) Relationship with head of family: Self/Wife/Son/Daughter/Any other ..........cocceveeeveereeanee.
€)  AZe: . g) Monthly Income : ......coeevrnnene
d) Religlon: ...ococovivieiiiiiicneciececee h) Gender: Male/Female : ..............
€) EQUCEHON uinamismssosumsumsmimi 1) Marital StatUS: s
f) OGCupalion | unsmsmsmuanmnmmmg j) AGArESE Voueyieuiniesnsanarias
k) Contact NO. : .oooooiieeecriieeiiiiaeene
Assessment Steps Followed

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor



Activity 39: Kangaroo Mother Care (KMC) (SC-1)

Name of the Health Facility as given below : ) 7 [
Date of RegiStration: ..........ccovueeeeuieeeeieeeiieeesiee e eiae s Registration NO. .......ccooveevevreennee.
Identification Data
AY  INETOVED v momminss o e o s s o8 eaess vom v msin s s VoS 0 540l 355 55 0 i S S B B A
b) Relationship with head of family: Self/Wife/Son/Daughter/Any other ..........coceeeeveeeveenen.
€) AZe.iee g) Monthly Income : .....c.coevvrrennne
d) Religion: ....ocoovviiciiciiciicciricrienn h) Gender: Male/Female : ..............
€) BAMEIHON s 1) Marital StatUS: s
f) Oenpalion | woenenmnimraraREER j) AGArESE Voueyieuiniesnsanarias
k) Contact NO.: .cooovvereiirieieeerine.
Assessment Steps Followed

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor



Activity 39: Kangaroo Mother Care (KMC) (SC-2)

Name of the Health Facility as given below : ) 7 [
Date of RegiStration: ..........ccovueeeeuieeeeieeeiieeesiee e eiae s Registration NO. .......ccooveevevreennee.
Identification Data
ALY NIV s s oo vas s ahss oe s oS s B HAS 03 5 4 0 055 G 3 A 101 P A e B A TS0
b) Relationship with head of family: Self/Wife/Son/Daughter/Any other .........ccoceeveeeveereeenne.
€) AZe: . g) Monthly Income : .....c.coevvrrennne
d) Religlon: ...ococovivieiiiiiicneciececee h) Gender: Male/Female : ..............
€) EQUCEHON uinamismssosumsumsmimi 1) Marital StatUS: s
f) OGCupalion | unsmsmsmuanmnmmmg j) AGArESE Voueyieuiniesnsanarias
k) Contact NO. : .oooooiieeecriieeiiiiaeene
Assessment Steps Followed

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor



Activity 40: Infant and Young Child Feeding (PSC/DH-1)

Guidelines:

e select 2 infants and children upto 2 years of age ll:fof:;; p

e assess the feeding Unit: 4

e explain feeding recommendation CHO-0003

o council the mother for breast feeding

o identify any feeding problem

Name of the Health Facility as given below : ......ciiiiinniiiiinniinciiniinas 1) [ | . Sm————

Date of Re@iStration: ........ccooieiieiiiiieiecie e Registration NO. .....ccccovveiriiraennn.

Identification Data

B) IR rurs i i s s e T T T L T W P O ST S

b) Relationship with head of family: Self/Wife/Son/Daughter/Any other ..........ccccoeceuirinncne

(o) . T RS — g) MonthlyIncome: .....coceervirnnnnns

d)  Relgon: cuowosnssmsnsmsimsiss h) Gender: Male/Female : ..............

&) 'Boitaol sasasasasasasasasi i) Marital status @ ...c.cvviiviiiiiiiniiinn

) Occupation : .....ccceeeveeeeireecrieciearieenns 1) Adress : ..ooeivirieeree e
k) Contact NO.: .cooivceieiciierianinns

ST OF PRESCHIE TR 7 vaunsusnmuunasnsmsusms s smsms s s s s s s sy

History of pastMSAICAL TUNEEE . e s amias s s s aas i s i s s s

Earmily B0/ iCETCal TUIGEES e sonsumnusensomveisseo e oo oo s i s s

Assessment Findings Management/Referral

Assess type of feeding used by the
infant and child

Assess the infant and child feeding
problem

Feeding recommendation
followed

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

N



Activity 40: Infant and Young Child Feeding (PSC/DH-2)

Name of the Health Facility as given below : .......ccoviviiiiiniiiisiniiininnnns PAtE! wsiinivnivnives
Date oL REGISHAIONT ..o 12 ETa ) e o) 1 B [0 —
Identification Data
B N oo o P e S S s R e e s
b) Relationship with head of family: Self/Wife/Son/Daughter/Any other ..........ccccoeeiiiiinnnn.
C) ABE T ccnnnas g) Monthly Income: ....ccccvviivniannann
d) REHGIONT s h) Gender: Male/Female: ..............
€) Edugation: - sonoasaaavananann 1) Marital Stafal’ vovensrnnnss
f)  Oceupation : .....ccerivienicniiniiniinn 1) Address @ .,
k) ContactNO. & vaamenmenesseises
Assessment Findings Management/Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

N 43 3 I ——



Activity 40: Infant and Young Child Feeding (CHC-1)

Name of the Health Facility as given below : Date: s

Biate of REPISHAON: «wuainummmumsmsmismmsmimiansaniaaig Registration No. .......cccocvviiiiinnnnn.

Identification Data

a) Name: erreeeeenn

b) Relationship with head of family: Self/Wife/Son/Daughter/Any other ............ccccoceiviinnnne
C) AP g) MoithlyIncome ! nanmans
d) Rehgion ) wouwnununsnsmsmmnnons h) Gender: Male/Female:: ..............
e) Education: .......iiiiiiiieinnn 1) Marital status : ......ccooeeeieeieannnnn.
3 TR T U e (e S —

K)i ContietNG Smemansnmmasmans

Assessment Findings Management/Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

. 4 34—



Activity 40: Infant and Young Child Feeding (CHC-2)

Name of the Health Facility as given below : ) 7 [
Date of RegiStration: ..........ccovueeeeuieeeeieeeiieeesiee e eiae s Registration NO. .......ccooveevevreennee.
Identification Data
AY  INATIETS imosimmnnsssnim s i vas s e s s 8 DS503R DR
b) Relationship with head of family: Self/Wife/Son/Daughter/Any other .........ccoceeveeeveereeenne.
€)  AZe: . g) Monthly Income : ......coeevrnnene
d) Religlon: ...ococovivieiiiiiicneciececee h) Gender: Male/Female : ..............
&) EUCRHONE cvommmsmmnnasmmsaosmmsssng 1) Marital StatUS: s
f) OGCupalion | unsmsmsmuanmnmmmg j) AGArESE Voueyieuiniesnsanarias
k) Contact NO. : .oooooiieeecriieeiiiiaeene
Assessment Findings Management/Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

N 43 S I ——



Activity 40: Infant and Young Child Feeding (PHC-1)

Name of the Health Facility as given below : .....cooviinniinnisiiinnnisnecnneens 3 1 [ S —,
Date 0f REGISITAHON, ..mmmrsmsmrsssmmsmssmrsmssmsss Registration No. ......ccciiniiniiiniinns
Identification Data
A) IS oo i e s B e A S R B A R s
b) Relationship with head of family: Self/Wife/Son/Daughter/Any other ............cccceeieeinnne.
€ AR aneneneneme g) Monthly Income : .c.cuumismissns
d) ReBFION: s h) Gender: Male/Female : ..............
e) Edication: = =amsimmmimnms 1) Matalstatids v-vvvavnnans
f)  Occupation : ..., 1) Adress ..,
5 S 80 o1 7o) 3 o R ——
Assessment Findings Management/Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

<3 A



Activity 40: Infant and Young Child Feeding (PHC-2)

Name of the Health Facility as given below : ) 7 [
Date of RegiStration: ..........ccovueeeeuieeeeieeeiieeesiee e eiae s Registration NO. .......ccooveevevreennee.
Identification Data
ALY NIV s o oo v oo s oo s 05543 0 0543 0 1 S 0 S S A0
b) Relationship with head of family: Self/Wife/Son/Daughter/Any other .........ccoceeveeeveereeenne.
€)  AZe: . g) Monthly Income : ......coeevrnnene
d) Religlon: ...ococovivieiiiiiicneciececee h) Gender: Male/Female : ..............
&) EUCRHONE cvommmsmmnnasmmsaosmmsssng 1) Marital StatUS: s
f) OGCupalion | unsmsmsmuanmnmmmg j) AGArESE Voueyieuiniesnsanarias
k) Contact NO. : .oooooiieeecriieeiiiiaeene
Assessment Findings Management/Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

A3 T —



Activity 40: Infant and Young Child Feeding (SC-1)

Name of the Health Facility as given below : ) 7 [
Date of RegiStration: ..........ccovueeeeuieeeeieeeiieeesiee e eiae s Registration NO. .......ccooveevevreennee.
Identification Data
AY  INETOVED oo mouonssts o i o nm sbs s asss vam o o0 e s Vo S 5400 1 0 i S R B S S G
b) Relationship with head of family: Self/Wife/Son/Daughter/Any other ..........coceeeeveeeveenen.
€) AZe . g) Monthly Income : ......coeevrnnene
d) Religion: ....ocoovviiciiciiciicciricrienn h) Gender: Male/Female : ..............
) BOUERHONY s s 1) Marital StatUS: s
f) Oenpalion | woenenmnimraraREER j) AGArESE Voueyieuiniesnsanarias
k) Contact NO.: .cooovvereiirieieeerine.
Assessment Findings Management/Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

1.3 £ A



Activity 40: Infant and Young Child Feeding (SC-2)

Name of the Health Facility as given below : |3 F 1
Date of RegIStration: ......c..ccveivivisiesiesesiiee e saeeees Registration NO. ...oovveerivieeincnnnens
Identification Data

A)  INHRES ivomnmnivaisvoneinoamsssavsssais ors oo shamsssiies viss vas a3 R o o e R v aa A e e SV R ST R4

b) Relationship with head of family: Self/Wife/Son/Daughter/Any other .........cccovvevnreeivenne
€) AL .iiiiirieriiersirnesaaes g) Monthly Income : .....coccovvveirvenens
d) Religion: ......cooiiviiviiiiiiieieeee h) Gender: Male/Female : ..............

() I U7 o R ——————— 1)  NEPHALSTARISY connnmmmms

1) OCCUPALON. Jivsonsonsviseaianiismissiissk 1 BAAresR: nnnnnnnnn R

k) Contact NO. : covieiiiviiiiiiiiiiiieinns

Assessment Findings Management/Referral

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

. 43 O —



Activity 41: Promoting and Monitoring Growth and Development
and Plotting Growth Chart (PSC/DH-1)

Guidelines:

e select two new born babies and two infants
e assess breast feeding

e counsel the mother for breast feeding

e plot growth chart

e select one child 5 years and above

e assess the developmental Mile Stones

e record in the Log Book

Please refer activity 3 for other details to complete this activity.

INdme of the Health BACIILY 2 saismiamiamsmnmiasiossissssissisasisssmosssssssssioasis Dater sy
Date 0T BB FatiONT s s s s Registration No. «.v.amssmsmsiossaossis

Identification Data
Q) INAINE | cooiiiiieriiiirieieiiieirererrsrssersssraserssssassrarsanasssesasinssrrasssssersessessenensssanesesersesssrasnentassensntesssnsrns
b) Relationship with head of family: Self/Wife/Son/Daughter/Any other ...........ccceeeeieenanne.

& APBEnrs s s g) MonthlyIncome: .......cccceuuiinnna
d) REBEHON: cummmmmsrasaisaimaiss h) Gender: Male/Female : ..............
e) BAUation! .ccosasasasnnma 1) Marital status @ ......ccooocvieiiieinnnnn.
) Oeeupation ;| .uwswswsmaninan 1 AdArEss § v
k) ContactNO: Sasnmnssmnnssvm
HASUOTY OF PreseTit THISSS S ciusismsussinmeissamsissransissiesssris s asrissarsisessnotsssnnaisssvaissriseansarasssnasss
Histary of Past BOICAl AIINEESET wouosamosmmosmmosmosmmosiixssimsimssim s s s o R R RS R R
S ] T 5o mionso s 0 N A S SN AR DNV RS
Assessment Developmental Management

Mile Stones

New born baby
Assess breastfeeding
Positioning
Attachment
Counselling
Infant/Toddlers
Height and Weight

- 24—



Head Circumference

Chest Circumference

Mid arm Circumference
Five years and above
Developmental Mile Stones
Cognitive Milestones

Motor Skills Milestones
Social-Emotional Milestones

Adaptive Milestones

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor



Activity 41: Promoting and Monitoring Growth and Development
and Plotting Growth Chart (PSC/DH-2)

Please refer activity 3 for other details to complete this activity.

Name of the Health Facility : ... DATE! tiiiieein.
Date 6f RERIStation: wuavnnnnnnnnnnssnannnnnnasnems Registration No. .......cccovnrernivinnenn

Identification Data

) A 1T OO
b) Relationship with head of family: Self/Wife/Son/Daughter/Any other ..........cccovevevreeriennen.
6) BT s g) Monthly Income: .........ccoooveeee.
d) REHGON: ......oorsmsnmnsomssmmssonsnsessonsnnss h) Gender: Male/Female: ..............
e) Education: .......ccoooeieeviiiiiiiiiinnenn. 1)  Marital status © ...ooooevveiieieeeeenne
f) OCEUPALYE { savaamanusvaavavans 1) AdAeSE s

K): ContBet No-simnannsansnmns

Assessment Developmental Management
Mile Stones

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

<A



Activity 41: Promoting and Monitoring Growth and Development
and Plotting Growth Chart (CHC-1)

Please refer activity 3 for other details to complete this activity.

Name of the Health FACility 2 ...cccviiiiieniisisiscinniiniinsisisssssinsisnsssssssseessense DATRI civivinsrnnincnes
Date of Repistiation: . wuannannnnnsnnnmeasnnnseaannnes Registration No. .......cocovinrerivinnenn

Identification Data

) TR O 1SS SRS
b) Relationship with head of family: Self/Wife/Son/Daughter/Any other ............cccceeveenennen.
G B s g) Monthly Income: ..........ccrveeneee.
d) REHFIONT ...cvioeisonssonssanisassassasssnsssnssss h) Gender: Male/Female. ..............
e) Education: ........ccoooiiiiiiniiaannnnn. 1)  Marital status : .....ocoveevienrenennnn.
f) OEEAPALION Junnmmammamsmmnens 1) A s
k). ContactNO.Luimnmnmmmnn
Assessment Developmental Management

Mile Stones

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

O ——————————————— | ..} 3 O  ——————————————————————



Activity 41: Promoting and Monitoring Growth and Development
and Plotting Growth Chart (CHC-2)

Please refer activity 3 for other details to complete this activity.

Name of the Health Facility : ... DATE! tiiiieein.
Date 6f RERIStation: wuavnnnnnnnnnnssnannnnnnasnems Registration No. .......cccovnrernivinnenn

Identification Data

N N 1T O
b) Relationship with head of family: Self/Wife/Son/Daughter/Any other ..........cccovevevreeriennen.
G) BT s isdins g) Monthly Income: .........ccoooveeee.
d) REHGON: ......oorsmsnmnsomssmmssonsnsessonsnnss h) Gender: Male/Female: ..............
e) Education: .......ccoooeieeviiiiiiiiiinnenn. 1)  Marital status © ...ooooevveiieieeeeenne
f) OCEUPALYE { savaamanusvaavavans 1) AdAeSE s

K): ContBetNo: simnannsansnmns

Assessment Developmental Management
Mile Stones

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

A



Activity 41: Promoting and Monitoring Growth and Development
and Plotting Growth Chart (PHC-1)

Please refer activity 3 for other details to complete this activity.

Name of the Health Facility @ ..., Date: «aisissies
DAt O ROEISIIRIIONS st s as s Registration INO. ...

Identification Data
) D s i S R o R T T T T S T S R T e T
b) Relationship with head of family: Self/Wife/Son/Daughter/Any other ..........ccccoviveiennnnne.

B) RS g) Monthly Income: .......cooverneneee.
d)  ReRgIon: v h) Gender: Male/Female : ..............
€) Education : ........cceeevreerrersnrsrsenseesenes i) Marital status : .......coccevvereeererenne
f)  Occupation : .......ccooevevverecrncrncnnenn. J) Address : ...
kY COUBCEND S oamamaasmias
Assessment Developmental Management
Mile Stones

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

AN



Activity 41: Promoting and Monitoring Growth and Development
and Plotting Growth Chart (PHC-2)

Please refer activity 3 for other details to complete this activity.

Name of the Health Facility : Date: ....cooeveeinvniens
Daté of ReQistration: suuinanammanasmanepaneigsg Registration No. .......cccoviniiiivinines

Identification Data
Q) INAINE © oioiiociiiiie it iesieerreaesssserassrsssssessssssares s ssasssseesssnsssssssrsasasssssssanasssssnsanssernrssensssssrnseeren
b) Relationship with head of family: Self/Wife/Son/Daughter/Any other .............cccoeeeeenenne.

B}  PRPOT it ciiniineiin g) MonthlyIncome; ......o.cosessemsnsness
d) RelgIon: ......coveesmersssnssarsnsersonsnasanses h) Gender: Male/Female: ..............
e) Education: .......cocovvviiiiiiiiiinaneinnn 1)  Marital status : ......cooeeevrecnieeennn
f) OEBUPERON | savmanasamsuassaeieis 1) AGREEEST s
K): ContactNO s
Assessment Developmental Management
Mile Stones

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

O .. € (A



Activity 41: Promoting and Monitoring Growth and Development
and Plotting Growth Chart (SC-1)

Please refer activity 3 for other details to complete this activity.

Nime of the Heéalth Facility @ imisssississiossiosssssssosssosasosnios DACES sosscuussssnissssans
Date of RegIStration: .....cccocveeiieiiieeiiieiie e s ceeeecnseesieeines Registration NO. ....ooovevviiiiiiniennne.

Identification Data

AY  INAHEE vsrmniimemvie s o oo o s S e e SR s S B S R S T
b) Relationship with head of family: Self/Wife/Son/Daughter/Any other ........ccveviviveerivenn.
C)  ALE: .iriiiiriirireireeeiens g¢) Monthly Income: .......ccoovvvvvinrnns
d) Religion : ... h) Gender: Male/Female : ..............
) EBRAURAHON: .o 1) Marital SIS i
T} Occupation Fvnvvanansmserse 1) AdAress s i
k) Contact NO. : .coccerevveeerierirre e
Assessment Developmental Management

Mile Stones

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

<A



Activity 41: Promoting and Monitoring Growth and Development
and Plotting Growth Chart (SC-2)

Please refer activity 3 for other details to complete this activity.

Name of the Health Facility : ......ccccviniiniiinsiiiniinniscnienisniscisiinisnione Date} wsssusensens
DI O B O S R OIS . cors. oricsapinirsa i asadimsa P s R PSR RS R RepIStrattion ING: s s
Identification Data
) AT s e e T e T e ST T R ST s e Bt
b) Relationship with head of family: Self/Wife/Son/Daughter/Any other .........ccoovivcieciiannn.
&) AP cuncumcuscvsncos s ¢) Monthly Income: ...
d) Religion’ ..caanaanuanananas h) Gender: Male/Female: ..............
e) Education: .....ccceceviineeeniiinniennennn 1) Marital status : vovevveeveeevieeeeeeeeenn
f)  Oceupation : ....ccoceerverieriienrecriernn 1) Address : ..o

kY ContattNe. L vmmnmnanainn

Assessment Developmental Management
Mile Stones

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

A —



Activity 42: Immunization and Safe Injection Practices
(PSC/DH-1)

Please refer activity 11 for other details to complete this activity.

Name of the Health Facility as given below : Date: ccoaseisisisis
DIATE OF REBISIEAIOI. v ouisovussossavisms s s s st s saissdis s Registration NG v
Refer:

Identification Data Block: 6

N . Unit: 6
a) AITIC © coveeeeeemcnmee e sseeseesseennees e es et s e sanees e s enn e te e et e baennn e eneenne e neenee CHO-0003
b) Relationship with head of family: Self/Wife/Son/Daughter/Any other ...........cccccovciviiinan
€l AR iannarmmenannns g) Monthly Income: .....c.coceerneeneeee
d) EBelghn: crvnamsmamamnananase h) Gender: Male/Female: ..............
e) Education: ......cccooveireevrnvreeennen. i) Marital status @ .......coocveveevreneeenn
D) OCCupation » umanussanssninsenisg 1) AGITESE S ssnsmmsemsssmssviais

i) ConfactNO. uwmwusans
History'of present illNess & oviummmamimimar s T
History of past medical illngss : .sinnnnninnnnnnnmnsnonononsnnnenennnsnananensnnmes

Eamily /o medical TTInesR : wmarmavimimisinmmniiai s amn e

Activity Findings Action Taken

Types of Immunisation
given to the child

Steps of Safe Injection
Practices followed during
Immunization

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

I A0 ——



Activity 42: Immunization and Safe Injection Practices
(PSC/DH-2)

Please refer activity 11 for other details to complete this activity.

Name of the Health Facility as given below : ....couirvceeiiecnncincsinacssannna. Date: ....ccociciiiiiiiens
Date of Re@IStration: .......cc..coveiveeiiiceiiecie e eesieeeae e snens Registration NO. .....cocevvevviveriiennee.

Identification Data

a) MNEAMEE quwwnarsranms

b) Relationship with head of family: Self/Wife/Son/Daughter/Any other .........cccooeviveviiiienennn.
(o TR T (TR — g) MonthlyIncome: .......cccocinienn
@) Rehgion: .ouswewamamansissinss h) Gender: Male/Female : ..............
&) BOHeEtIoN" wuwmwmrmrmmasaasaas 1) Martal status  covnnnnns
)  Occupation @ .....cocoeienievieieieceeeeenne 1) Address ...
k) Contact NO. & coveeeeeeeeeeeeeeecieeien
Activity Findings Action Taken

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor
e 45 ()



Activity 42: Immunization and Safe Injection Practices (CHC-1)

Please refer activity 11 for other details to complete this activity.

Name of the Health Facility as given below : DHEIET viniinsesviiness
Date of RegiStration: ...........ocevuiereveieriniiieeerieisr e Registration No. ....c.oocerevvreireernenn

Identification Data

R INEIOY ccmammnmnisosiss st £ S S e 5 e R S SRSV
b) Relationship with head of family: Self/Wife/Son/Daughter/Any other ........c.covveivevvennnne.
€) AZC:.iieeeene e, g) Monthly Income : .........cooevveneee
(51— h) Gender: Male/Female : ..............
€] EBAutation: :aowanmmmaass 1) Marital status : .....ocvvviiiiiiieiiienins
) Occupation @ .......cooevvveerrerirrereriennes 1) Address : .ooveeieeieeeeeeeeeens
k) Contact NO. : corveereereercereeene
Activity Findings Action Taken

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

O S T ——



Activity 42: Immunization and Safe Injection Practices (CHC-2)

Please refer activity 11 for other details to complete this activity.

Name of the Health Facility as given below : DAates s

Diate 0F REPISIRLIONS «.curnsssunimramssssnsssamsssssiassiasssmstas i RegISERION NG, v

Identification Data

) NS o R R R R e e S B T e B R s R G IR e I SR LA

b) Relationship with head of family: Self/Wife/Son/Daughter/Any other ..........cccccoeevviiivnnnn.
€) AP icccnnnnananana g) MonthlyIncome: .........cccceenenn
d] RERGION wunsmmnsnmnmsmsiz h) Gender: Male/Female : ..............
e) Education: .......veevrerieinrennnns 1) Marital status : ....ocoovveerenrinernnns
)  Occupation & ....ccooeeevieviiiiieiiiaiiene §) Address :....oocviiiiciiiieee,
k) COREEBENG. Lo
Activity Findings Action Taken

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

I /S . ——



Activity 42: Immunization and Safe Injection Practices (PHC-1)

Please refer activity 11 for other details to complete this activity.

Name of the Health Facility as given below : 8 11| 1 S——
Date of RegIStration: ...........ceeevueeeeieeeereereeceeeseeieneesaeenaeaens Registration NO. .....cocevviiriiriennne.
Identification Data

B DVRIIETE i s s son s o o A 0 B Y R e D G S AT
b) Relationship with head of family: Self/Wife/Son/Daughter/Any other .........c.cccevvirececnnnnes
€) AEEL s g) MonthlyIncome: .......cccovrvunene
d)  REEFON: s h) Gender: Male/Female: ..............
&) Bl conenmnmnanmmmian 1) DERENEER o
f)  Occupation @ ........ccoeeveviriiieiiicrinne 1) Address :.....ooveiiieenieirieeeeee

k) ContactNO. : v,

Activity Findings Action Taken

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

. 45 3 —



Activity 42: Immunization and Safe Injection Practices (PHC-2)

Please refer activity 11 for other details to complete this activity.

Name of the Health Facility as given below : DAates s

Diate 6F REPISIAIONS «.cornsssuniimamssssnissianssssstassianssssssassiassass BegIStrRtion NG, ..o

Identification Data

) NS o R R R R e e S B T G B R s R G IR e I SR A

b) Relationship with head of family: Self/Wife/Son/Daughter/Any other ...........cccceecviiiiainn.
€) A eannnnananaa ¢) Monthly Income : .......c.ccoceeennn
d] FRERGON oz h) Gender: Male/Female : ..............
e) Education : ......cevvevreniieierennnnes 1) Marital status : ....oooovveerenrinernnns
f)  Occupation : ....ccoeeeevieviiiiieiiiiiiene §)  Address :....ooiviiiiiviiiieceee,
) COENBENG. L
Activity Findings Action Taken

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

. 4 54—



Activity 42: Immunization and Safe Injection Practices (SC-1)

Please refer activity 11 for other details to complete this activity.

Name of the Health Facility as given below : Date: .....ccovveevninnnn

Ddte of Repistiationt nmiminimimsnsnansmananana Registration No. .......cccoviviiraennnn.

Identification Data

e R A 0 5 =T
b) Relationship with head of family: Self/Wife/Son/Daughter/Any other ..........c.ccccevvvereennne.
€) AZC: . g) Monthly Income: ......ccerivrrnnnnn
d)  Religlon : ..o h) Gender: Male/Female:: ..............
e) Education: .....cccccoviiiiiiiiiiiiiiinnnn. i)  Marital status @ .oooveveeeeeeeeeeeeeee.
D) Ottupation & aunanemnemimimiw 1) AUAFess s
k) ContactNo.; csvmamimsmmams
Activity Findings Action Taken

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

. 45 5 —



Activity 42: Immunization and Safe Injection Practices (SC-2)

Please refer activity 11 for other details to complete this activity.

Name of the Health Facility as given below : | ) 17 ——

DAte of RETISITAIIONG o, usoiisnmas risssitonitssissssassssssasssassiassibssissnss Registration No. .......ccoeevrvvrvennnenn.

Identification Data

a) Name: ..ocooorrereeeenns

b) Relationship with head of family: Self/Wife/Son/Daughter/Any other ........coceeevveeenererennen.
C) AZEI.iireier e g) MonthlyIncome:......cccoovveennenne
d) Religion : .....occooveiiiiiiiiiiceieee. h) Gender: Male/Female : ..............
e) Education : ....occcoeoovveieeeveieeeiiinnen 1) Marital Status @ .oooveeeeeeeeeeeeeene
) OECUPEAEDN. v 1 BAARSS nnnasnanmasiaen
k) Contact NO. ! ..oovvvirevrrerererereinenens
Activity Findings Action Taken

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

<.



Activity 43: Use of Equipments (PSC/DH-1)

Please refer activity 11 for other details to complete this activity.

Name of the Health Facility as given below : D 1 {5 SRUnpn—
Date of Re@istration: ........c.cococeioeieevieerieciecce e e ceeeen e Registration NO. .......ccoovievvieiniennne.
Refer:
Identification Data Block: 6
Unit: 7
) NI s ounsenioss s T B o A SV ST CHO-0003
b) Relationship with head of family: Selt/Wife/Son/Daughter/Any other ........cccccooiiiiiicine.
(v (T KX g) MonthlyIncome: ......ccoccviinnen
d) ReNBIGH: wnwmmmmmssassissis h) Gender: Male/Female: ..............
&) EfUcation s Ginsms 1), Marital statuss coonasunasass
)  Occupation : ......occvveevveeeinreeciece e 1) Address : ...cooeeeeriiereiieecieeennn.
k) ContactNO.: cooeeereeeieeeieeeieieieaiens

IRV O DICBCIIE ALHNBSR T cuamos oo sossomsssisssssssassss e 5954650 50505158 3655450955504 650 0 50550 S SR 05

History of pastmiedital eSS T cuimmmimminminminniciiesisies e iassniniiniviien e s s oo

Faniiily B0 tieadioal 1NSEET s s o s s s s e s s s e s i

Activity Steps and Action Taken

Type of Equipments used

Indications

Identification and
Functioning of the parts of
various equipment used

Steps of Use

Application

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

<7 A



Activity 43: Use of Equipments (PSC/DH-2)

Please refer activity 11 for other details to complete this activity.

Name of the Health Facility as given below : DAates s

Diate 6F REPISIAIONS «.cornsssuniimamssssnissianssssstassianssssssassiassass BegIStrRtion NG, ..o

Identification Data

) NS o R R R R e e S T L A R e A e L e e i LAl

b) Relationship with head of family: Self/Wife/Son/Daughter/Any other ...........cccceecviiiiainn.
€) A eannnnananaa ¢) Monthly Income : .......c.ccoceeennn
d] FRERGON oz h) Gender: Male/Female : ..............
e) Education : ......cevvevreniieierennnnes 1) Marital status : ....oooovveerenrinernnns
f)  Occupation : ....ccoeeeevieviiiiieiiiiiiene §)  Address :....ooiviiiiiviiiieceee,
) COENBENG. L
Activity Steps and Action Taken

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

445 —



Activity 43: Use of Equipments (CHC-1)

Please refer activity 11 for other details to complete this activity.

Name of the Health Facility as given below : DAate: sianianeaniaes

Diate OF REPISHRUG «.cosccincnisanssamisarmsmssminmimvssssssnississ REpISIration O,

Identification Data
) NI Rt R T T R R e R R R R P T e R S R R T DR s

b) Relationship with head of family: Self/Wife/Son/Daughter/Any other ..........ccccooeiiiiiin

€) AP wessnsnnnnnnen g) MonthlyIncome: .......ccccevienninn
d} REHRON st h) Gender: Male/Female : ..............
e) Education : .......cccovvvivevveeniiinnnn. i)  Marital Status @ ....ooooeeveeeeeeenennn
)  Occupation & ......cceevvveeviecrieciecneenns §) Address :....oocvvevievicieriecieenen
k) CoREEENG. Lo

Activity Steps and Action Taken

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

| /. <)



Activity 43: Use of Equipments (CHC-2)

Please refer activity 11 for other details to complete this activity.

Name of the Health Facility as given below : Date: ...cocererernraren
Dite of RepiStration: vununannmamanananamnnanans Registration NoO. .......cocovvecviiriennnn.
Identification Data

T I A 0 = U
b) Relationship with head of family: Self/Wife/Son/Daughter/Any other ...........ccccceecceuerenene
€) AZC: . g) Monthly Income : .....covevivrrnnnn
d) Religion : .o h) Gender: Male/Female: ..............
e) Education: ......ccocviiiiiiiiiiiinennnne. i) Marital Status : .....coveerieeireennennn.
D Oeeutation i 1) REAFESS s

k) Conftact NO. | waniosimsimssimnis

Activity Steps and Action Taken

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

213 () ——



Activity 43: Use of Equipments (PHC-1)

Please refer activity 11 for other details to complete this activity.

Name of the Health Facility as given below : DS s

Date of Re@iStration: ..........coooeieeiimriimiiir e Registration No. .....coccovvvirvireennnn.

Identification Data

A)  DAIEEE oo rummremss oo s s oS e S S S e e AT U S S Y S G S
b) Relationship with head of family: Self/Wife/Son/Daughter/Any other .........cccovvvverererereren.
€] AR sssmoussss ) Motithly Ineoms & cwsmeessmsmas
) RBHETHS cmmmmsesmsesesmmss h) Gender: Male/Female : ..............
¢) Edication’ - aramnannnnnmiensns 1) Marital status : ..coooevviiiiiieiieiiiennns
) Occupation & ....ooeeevevvreiirieereireririeanes 7)) AdAress ;..o

k) ContactNO. : coovereiiiiiieiciinieiinns

Activity Steps and Action Taken

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

(O



Activity 43: Use of Equipments (PHC-2)

Please refer activity 11 for other details to complete this activity.

Name of the Health Facility as given below : DAte: cisinsiniiaiins

Date OFREPISHAMONT 5. convvnananmnmmamamamr ai s atwiims Registration INO. .....ssmivimisais

Identification Data

B IR o e e s e e s e e e sy ey e et e
b) Relationship with head of family: Selt/Wife/Son/Daughter/Any other ...
) AP enensnsnnnanen g) Monthly Income: ......cccocvennnnn
d) PBeEGIN: connnanansmicaveismi h) Gender: Male/Female: ..............
e) Education : .......ccovvrvevreecrerennne. i)  Marital status : .....cceeerveenreennnne
f)  Occupation : .....coceevveverercieeecereenn 1) Address :....oovvviviieiiieeieeeeenee.

k) ContaetNG. & wwsmsimammsmmams

Activity Steps and Action Taken

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

O —————————— | . 2. O —  —————————————————————————————



Activity 43: Use of Equipments (SC-1)

Please refer activity 11 for other details to complete this activity.

Name of the Health Facility as given below : | [ (S —————
Date of RegISIration: ..........ccciveeerrieereiiecirsie e ceneeeiaecenneens Registration NO. ........cooevervvrinernnn.

Identification Data

QY INRIHEE corcsvommmes s e e o Sy o S L S S S A B o T S s S S
b) Relationship with head of family: Self/Wife/Son/Daughter/Any other .........coccoevreerreennene.
€)  AZE s g) Monthly Income : .....ocvvverreernenn
el RSN oumuamamsmamsms s h) Gender: Male/Female : ..............
2] EBAEEaHOE: cusvnmnmnananamann 1)  Matal Statss i
) Occupation © ..oeeeveierisireneinineranns 7)) AdAress : .ooveviveieeeeee e

k) Contact NO. ! .ccovvvreeeviiieeeiiveeenns

Activity Steps and Action Taken

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

|3 A



Activity 43: Use of Equipments (SC-2)

Please refer activity 11 for other details to complete this activity.

Name of the Health Facility as given below : RS s

E¥ate of REPISETARON, ..cuvuassansassassassasansisassansamsoss Reégistration NB. s

Identification Data

) N 1 1< TSSO OSSPSR
b) Relationship with head of family: Self/Wife/Son/Daughter/Any other ...........cccocviiinnne
€) ARSimnanianiaariaas g) MonthlyIncome:..........ccconireians
@) TRebEOh: wavsusuavaaiaimisns h) Gender: Male/Female: ..............
e) Education: .....coooccoeeveeiiieiiierieniinans 1) Marital status : ......oooovvvvieienennnnns
f)  OOuBatOn & wrmemsemsommesmimmammns S5 (& 1oL RS ——

k)i CoifastNGe: fiucninmanirmsansiss

Activity Steps and Action Taken

(Attach additional sheets if required)

Signature of the Academic Counsellor/Supervisor

N 4 G4 ——



Appendix-1
Facilitywise distribution of Practical Experience
SI. District Community Primary Sub-Health Urban
No. Hospital Health Health Centre Primary
Centre Centre Health
Centre

Days Hrs Days | Hrs Days | Hrs Days | Hrs Days | Hrs
22 132 10 60 10 60 6 36 2 12




Appendix-2
Monitoring Proforma for PSC Counsellors
NamMe OF PO . e
Name ol the SWAGHE .00 v s e b S S A s S s
Sl. | Name of the Skill Skill Training Complete Signature
No. (Put only a tick marks)* With Date
District CHC | PHC | Sub-
Hospital Centre

1) Management of
Common Communicable
Diseases

2) Management of Common
Non- Communicable
Diseases

3) | Management of Mental
Iliness

4) Dental Care

5) Geriatric Care

6) Eye Care and ENT

7)) Common Conditions
and Emergencies

8) | Carein Pregnancy —
Maternal Health

*Put a tick mark in respective column for the skills completed in respective spells.



Appendix-2 (Contd....)
Monitoring Proforma for PSC Counsellors
NamMe OF PO . e
Name ol the SWAGHE .00 v s e b S S A s S s
Sl. | Name of the Skill Skill Training Complete Signature
No. (Put only a tick marks)* With Date
District CHC | PHC Sub-
Hospital Centre

9) | Neonatal and Infant
Health (0 to 1 year
of age)

10) | Child Health,
Adolescent Health

11) | Reproductive Health
and Contraceptive
Services

12) | Management of
Common Illnesses

*Put a tick mark in respective column for the skills completed in respective spells.



Appendix-3
Indira Gandhi National Open University
Certificate in Community Health for Nurses (BPCCHN) Programme

Attendance Certificate of Completion of Practical Training

I Contact Session - DH I
This is t0 Certify that IMIE. / IMIS. teiiseeeeeisereeassiersiassirseesssasseesssassessaasssessesssssnsessssassessssassessssassessssas

Enrolment Number..........oooovvvieeiieiiieeiieeeeeeeeeeeeeeeee has maintained full attendance (100%) in
practical training session.

NamMeE & AAATESS O ThE PSC .o ee ettt et rease e e s s e sesaseeesnaneesessseteseeseresnansennnnsessnnnaeens

Signature of Programme In-charge

Contact Session - CHC
THIS IO GOty THaE NP, J VIS, wousonanusssonsanssssensanss s e sssesseissssesseissesssenseiserssinsunse

Enrolment Number ..., has maintained full attendance (100%) in
practical training session.

NaAME & AAAIESS OF ThE PSC ..o eee e es et e s eresaeesannesssaasaesssansesnsssennansressnaneennnssssnnesens

Signature of Programme In-charge

Contact Session - PHC

S S D ATIIE L IIVESE s s nmnsine s o0 s oS o 0T A S P AP D T

Enrolment Number ..., has maintained full attendance (100%) in

practical training session.

Nahe 82 ATAress DI TRBIPSIE sncismmrsvassasimiomismsiaasmes s s s s sa e i el S s v e
Signature of Programme In-charge

Contact Session - SC

Thisigtoicettifythat M. [INVIBL sivinviavmanvmvasms s asms s as s s s e

Entolment NUMDEL s has maintained full attendance (100%) in

practical training session.

Name & Address of the PSC ... e e e e e s aeeee e e eeaebansssaeaeeeeess
Signature of Programme In-charge

Contact Session - UHC

This s to.certity that M, VIS cvicviniiiminninrii s ron s ron ror e T r T T T T T T rn T rnrie

EntolmentNunber csornmsmrarnmsnsinianausis has maintained full attendance (100%) in

practical training session.

Name & Address 0f the PSC ... e ae s e e e e ebsaa e b aeaeaeeess
Signature of Programme In-charge

To

Regional Director, IGNOU
Address of the Concern Regional Director’s office

<& A



T
Appendix-4
Certificate of Eligibility for Term-End Examination (Practical only)

May for June Examination

Please read the instruction Dates for submission of November or December
in the Programme guide before Examination form Examination
filling up this form

Indira Gandhi National Open University, New Delhi
Term-End Examination (Practical Only) December, 201...
CONTROL No. (For Office Use Only)

Programme Study
Centre Code

Enrolment No.
Write in BLOCK CAPITAL LETTERS only
N A M E & ettt e e et e e e s e e e s e e e s e e s e e e s e s et e s e s et s e s et e et annnaananan

Details of the course in which practical examination has to be conducted.

SLNo. Course Title Course Code Intend to Take Examination (put** mark)
1. Public Health and BNSL-043

Primary Health

Care Skills

1 hereby solemnly affirm that [ have submitted the required number of Log-books/Project Report
and have completed all the skills planned under the above course. The certificate of completion
in support of the skills is attached.

1 am aware that completion of all the skills at DH/CHC/PHC/UHC/SC and submission of Log-
book is a prerequisite for taking Term-end(Practical) Examination. In case my above statement
regarding submission is found to be untrue, the University may cancel the result of my
abovementioned Practical Examination and I undertake, that I shall have no claim whatsoever in
this regard. I also undertake that I shall abide by the decision, rules and regulations of the

University. | have signed this undertakingonthis ...............cccoinie Py ol mnaanmmecinas
201........... .
INVEUIENS s oA S A R A RS Signature DESTIALAL ..c.ovmmsmsmsimsmas

------------------------------------------------------------------------------------------------------------------------------------------------------

1 have verified that the student has submitted all the Log-books and certificate of completion of
skill related to the above course in time.

Place .....oceeeieviieiieinene (Signature of Programme-in-charge with Stamp)



Appendix-5
Pattern of Practical Evaluation

Practical examination

There will be one internal and one external examiner for the Practical examination. 10 students
will be evaluated in one day. Candidate needs to score 50% marks in Practical Examination to
be declared successful.

The marking scheme and other details of the practical evaluation is given below:

Course Item Duration Marks

1 Long case-Pregnant women/any case/(NCD) 40 minutes 15
e History taking
e Physical examination

e (Care and counseling

1 Short case 20 minutes 10
Newborn/ child brief history and examination

Counselling and Health Education (General) 10 minutes 15
Common ailments fever, aches and pain etc.

Viva (will be conducted by one internal and one 30 minutes 30
external examiner)

Total marks 100 minutes 70










