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IDN° ' Sheet N° of |
Patient details | Admission | Referral
Name Date / / Hour Date / /
Adm. type Adm. criteria From [J Outreach
Name caretaker [J New adm. [ Weight/Height [JSFC [J Spontaneous
Birth date / / Sex OM OF [J Readm. O BMI CJITFC [J Hospital
Age [y, m) [ Relapse 0 MUAC [ OPD 1 Other
Address 0 Oedema g
[ Breastfeeding Date / /
Sector / District [J Moderate + sick [J Cured > Follow up:
[ Other: [J Dead > Cause:
Old ID number [ Transferred to:
[J Non resp. > Cause:

Immunization status child Card O0Y [N Child eligible for vaccines oy ON
Vaccines already given Vaccines given in ATFC
date date date date date date date date
BCG

Oral Polio Vaccine
Injectable Polio Vaccine
DTP /Hep B/ Hib

Pneumococcus
Rotavirus
Measles
Yellow Fever
Others
Given at admission Internal Movements
O Albendazole/Mebendazole Transfer IN Transfer OUT
O Antibiotic (see other side) Location Date | Reg. No (other facility] | Reason Location Date | Reg.No
[ Other:
Home Visits
Date Reason for HV Date HV Findings
DATE 1 2 3 4 5 6 7 8 9 10 1 12 13 14
Height
Weight
Weight change (+/0/ -)
WFH
Target Weight
MUAC

Oedema (0,+,++,+++)
RUTF (number/day)

WEIGHT / MUAC GRAF i or infants thin line = 2 :1line=1




CLINICAL EXAMINATION

DATE 1 2 3 4 5 6 7 8 9 10 n 12 13 14

Temperature
Respiratory rate br/min
Cough

Diarrhoea (NB/day) (1)
Vomiting

Dehydration (0 to +++)
Anaemia (0 to +++)
Alert

Oedema

Appetite

Other

Malaria rapid test

MEDICAL TREATMENT

OBSERVATION and EXAMINATION (chest, abdomen, lymph nodes, mouth, eye, neck, including rapid and lab tests e.g. Hb, TB, HIV)
DATE DATE




