INPATIENT THERAPEUTIC
FEEDING CENTRE CARD

P

"‘ SANS FRONTIERES

MEDECINS

Name centre

ID N°

Sheet n° of

Patient details | Admission Discharge
Name / First name Date / / Hour Date / / Weight

Admission type [ Cured -> Follow-up: Height
Name father [J New admission [ Stabilized -> To: W/H Z
Name mother [J Re-admission [J Dead -> Cause: Weight gain: g/kg/day
Birth date /[ [J Relapse O Defaulter -> Cause: Length stay: days
Age [y, m) Old ID N° O Transferred  -> To: Feeding at home
Sex oM OF Referral from: [ Not responding-> Cause: [ Exclusively breastfeeding
Address OITFC OATFC : where [ Partly breastfeeding

O Hospital/CDS [ Outreach: who

Sector / District

[J Spontaneous

Most serious illness treated during stay?

[0 Family meal

[ Other (porridge, milk etc)

Nb of days
Date

Oedema (0,+,++,+++)

Weight

Height

W/H Z-score

PB (mm)

Target weight / Target MUAC

WEIGHT / MUAC GRAPH

ine = 100 g / for infants thin i

ne = 20 g; fat line=0

UAC: thin line=1m

Phase

F75

F100

Infant Formula or F100 diluted

RUTF (P'nut/BP100)

Quantity / day (ml)

Nb meals / day

Quantity / meal (ml)

Naso-gastric tube (-/+)

A = Absent
V = Vomit
R = Refused

NGT = Naso-gastric tube
IV =1V fluid
Amount taken

FEEDING MONITORING

Systematic treatment

Other treatment

Resomal
ml/ h

Write each drug name, dose and route of administration (Oral= PO; Intramuscular= IM; or intravenous = IV]. Enter an X in the box when the drug is actually given.




CLINICAL EXAMINATION

Nb of days 1 |2 |3 |4 |5 |6 |7 |8 9 Jw |11 |12 |13 |14 |15 |16 |17 |18 |19 |20 |21
Date

T° morning

T evening
Consciousness (alert)
Respiratory rate br/min
Cough

Heart rate

TRC

Dehydration (0 & +++)

Anaemia (0 & +++)
Vomiting (Nb/day)
Diarrhoea (Nb/day)

Dextrose
SAT
HB
RDT
TBscreening [IYes [ONo [Date: O Result / Action: | HIVTest CHILD: [OPos. [ONeg. OEID requested MOTHER : [0 Pos. O Neg.
HISTORY OF THE ILLNESS FEEDING HISTORY SOCIAL HISTORY
How long has the child been sick for? Date started breastfeeding? Who is the head of the family?
What are the problems reported by the accompanying person? Date started mixed feeding (breastfeeding + other food)? U Father U Mother
[ Other:
Date completely stopped breastfeeding? Who takes care of the child?
Is the mother alive? J Yes [ No
Type of meals before illness (Breastfeeding,porridge,vegetables etc.)? Nb of births
from the mother:
Nb of children alive
from the mother:
Is there someone of the family or close contacts who has been coughing for | Number of meals per day before illness: Patient is number:
more than one month or who has been treated for TB since the birth of the in family
child? Number of meals during the last 24 hours? Childis [ladopted [ fostered
O twin O orphan
Nb people sharing family meal:
Diagnosis at admission Immunization status child: Card? O0Y [N  Child eligible for vaccines? JY [N Immunization status of mother
Vaccines already given Vacc. given in ITFC - TR & PHASE 2 | Card? Y ON
date date date date date date date date date
BCG Tetanos 1
Oral Polio Vacc. Tetanos 2
Injectable Polio Tetanos 3
DTP/HepB/Hib Other:
Pneumococcus
Rotavirus
Measels
Yellow fever
Others Mother MUAC :

OBSERVATION AND EXAMINATION (Respi [ gical, digestive, ENT, skin, mucous membranes, etc.)

Date Observation signature | Date Observation signature




