

Community-Level Program Information Reporting for HIV/AIDS Programs  —  Family-Centered Services Forms


Integrated Activity Register (Form I_1) 

For Local Adaptation

Name of Organization: _________________________________    Reporting Period: ____________________________________

Name of Service Provider:__________________________  Province: _________________________   District: _______________________
Daily Activity Register and Services Provided

	Date
	Family Code
	Personal Code
	Gender
	Age 
	Reason for Discontinue
	\Services Provided
	Referral Made
	Observation 

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	


Services Provided (Use following codes to fill the Daily Activity Register)

1) Dropped out,  Migrated, Died,  unknown, and Other (specify)

2) - Palliative Care program: C(Clinical Care), PS (Psychological Care), SP (Spiritual Care), SU (Supportive Care), P (Prevention Care)
      - OVC Program: F&N (Food and Nutrition), S(Shelter), P (Protection), H (Health care), PS (Psychosocial Support), E (Education)
Adapted from Family Health International, Dominican Republic
Family Record Card (Form I_2) 

For Local Adaptation
Family Code:  ______________

Complete Address: 

Province: ________________________________   District: _____________________________Village: _________________________

Service Provider: ___________________________　　 Age: _____      Gender: _________
	RELATIONSHIP
	NAME


	SEX
	AGE
	DATE OF RECRUITMENT
	BENEFICIARY 
	ASSIGNED CODE


	DOES NOT CONTINUE IN PROGRAM 
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	M
	
	DAY
	MONTH
	YEAR
	YES
	NO
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	


OBSERVATIONS:

DATE: ____/_______/______
















__________________________________________________

Note: Put relationship in reference to head of family


NAME AND SIGNATURE OF PERSON WHO COMPLETED RECORD

Adapted from Family Health International, Dominican Republic
Individual Service Record (Form I_3) 

For Local Adaptation

Name of Service Provider: _____________________

Family Code or Name: __________________________     Client Code or Name: ______________________________

Period: ________________________________________
	Date


	Services provided
	Referral Made
	Observation
	Follow-up Action
	Name of the person who provided the service

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


Adapted from Family Health International, Dominican Republic
