
EMBLEM REGISTER: HC-II SURVEY CONTROLS 
COMPLETE THIS FORM FOR EACH CHILD ATTENDING THE HC-II ON THE DAY OF THE SCREENING     
 
TODAY’S DATE:  |___||___| / |___||___| / |___||___||___||___|  

                         DAY           MONTH              YEAR 

NAME/LOCATION OF HC-II: ___________________________HC-II CODE:       |___||___||___||___| 

1.   PATIENT’S OUT-PATIENT NUMBER:     |___||___||___||___||___| / |___||___||___||___| 

                  NUMBER                YEAR  

2. PATIENT SURNAME: _______________________ FIRST NAME: _______________________ 

3. PATIENT’S DATE OF BIRTH: |___||___| / |___||___| / |___||___||___||___|   OR     AGE: |___||___| 

                                                                  DAY       MONTH             YEAR         

4. PATIENT’S SEX:      |___|MALE               |___|FEMALE 

5. PATIENT’S TRIBE: ______________________________________________________________ 

6. MOTHER’S SURNAME: _______________________FIRST NAME: _______________________ 

7. FATHER’S SURNAME: ________________________FIRST NAME: _______________________ 

8. GUARDIAN’S SURNAME: _____________________FIRST NAME: ______________________ 

9. MAIN CAREGIVER: ___MOTHER ___FATHER ___GUARDIAN 

10. RESIDENCE OF THE FAMILY (where child usually lives):  
 
LCI/Village:   ______________________________________________________ 

LCII/Parish:    ______________________________________________________ 

LC III/Sub-county:  ___________________________________________________ 

LC IV/County:        ___________________________________________________ 

LC V/District:      ___________________________________________________ 

 Country:   ______________________________________________________ 

TELEPHONE:  ______________________________/ ________________________ 

Description of address: 
 
11.    HAS THE CHILD BEEN LIVING IN THE AREA ABOVE FOR AT LEAST IN THE LAST FOUR MONTHS?
 |___|YES |___|NO 
12. HAS CHILD BEEN TESTED FOR MALARIA?  Yes                      No                  

 
13. IF THE ANSWER TO No. 12 IS YES, THEN TICK APPROPRIATE BOX BELOW 
                                  

  Scanty    +           ++   +++   ++++   Negative 
Positive Positive Positive Positive 

 
14.     BODY TEMPERATURE _______________________ 0C 
 
15. HAS STOOL MICROSCOPY BEEN DONE?  YES                           NO 
 
16. IF THE ANSWER TO No. 15 IS YES, INDICATE THE STOOL RESULT________________________ 
 
17.   LIST CURRENT DIAGNOSES: 
 a. ___________________________________________________________________ 

b. ____________________________________________________________________ 

  
NAME OF PERSON COMPLETING ENTRY TO REGISTRY: ______________________________ 

STAFF ID OF PERSON COMPLETING ENTRY TO REGISTRY   __________________ 


