Community-Level Program Information Reporting for HIV/AIDS Programs —  Forms for HBC Programs



[image: image1.emf]Prepared by: ___________________________

Province: __________________                          District: ______________________

Village: ____________________                       Date of Enrollment: ______________

Patient Information 

1) Patient Name: _____________________________

2) Gender : Male  □  Female □             3) Age: _________________

4) Marital Status:  Single □    Married  □     Widonw/Widower □      Divorced    □  On separation  □

5) Complete Address

    Province: __________________   District: ______________________ Village: _______________

    Household Identification Information: __________________________________

Caregiver Information

1) Whether the Patient has a Caregiver:   Yes  □        No □  

2) Name of Caregiver: ________________________________

3) Gender of Caregiver: Male / Female 4) Age of Caregiver : _________

5) Type of Caregiver  Family Member □ Neighbor □ Other (Specify)

Social Worker □ Relative □

6) Number of people living with HIV/AIDS in the Household: ___________

Patient Status Information 

1) Functional Status:  Working - Active □ Bedridden □

Ambulatory - Walking Around □ Other (Specify)

2) Symptom/Major problem 

     1. Pain □   2. Loss of Weight □   3. Diarrhea  □    4. Mouth Infection □   5. Lymph nodes □

     6. Fever  □    7. Skin Disease □  8. Herpes Zoster □    9. TB  □  10  Other (Specify)

3) Medicacation taken by patient 

     ARV □      TB  □      Contrimoxizole  □   Other (Specify) 

4) Support Needed 

     1. Medical support □      2. Legal Aid □      3. Psychological Support  □     4. Food/Nutrition □

     5. Shelter/Houshing □    6. VCT and Prevention Support □     7. Spiritual Support □   Other (Specify)

Comments and Remarks

Home-Based Care Enrollment Form (HBC_1)



For Local Adaptation



[image: image2.emf]Name of organization: _____________________________________ Reporting Period from ______________ To_______________

Name of Service Provider: __________________________________

Name of Patient: __________________________________                Gender:  Male   /   Female                                          Age: _________

Address of Patient

Province: _________________________      District: _________________________________     Village: ____________________________

A: Type of Support Provided to Patient B: Refarral

Clinical Care

Psychological Care

Spiritual Care

Supportive Care Prevention Care

Other (Specify)

Client Education

Pill Count

Pre-ART Counselng

Buddy Support Other (Specify)

TB

ART

Opotunistic Infection

STI

Other (Specify)

C: Lost to follow up date: ________________ Reason for leaving:  1) Dropped out, 2) Migrated, 3) Died, 4) Unknown, 5) Other (Specify)

Comments and Remarks: 



Home Visit Register (HBC_2)

For Local Adaptation

Date 

Follow Up Visit

Support  Referral ARV Adherence



[image: image3.emf]Client's name: ……………………… Age: ……… Sex: ……….

Address: ………………………………………………………………………

Referred From: …………………………………………      Referred To: ………………………………………..

1. Medical Treatment  (     ) 9. Micro Credit Scheme (     ) 17. Faith Based Support (     )

2. STI Treatment        (     ) 10. Financial Support (     ) 18. Treatment Support (     )

3. VCT (     ) 11. Social Support (     ) 19. PEP Services (     )

4. ARV (     ) 12. Peer Counseling (     ) 20. Micro Finance (     )

5. PMTCT Services (     ) 13. Psycho Social Support (     ) 21. Pharmacy (     )

6. Home Based Care (     ) 14. PLWHA Support (     ) 22. OB/GYN Services (     )

7. Welfare Assistance (     ) 15. Youth Support Groups (     ) 23. Others  (     )

8. RH/FP (     ) 16. Nutrition Support (     )

Name & Signature of Person Referring: ………...……..…………………… Title/Position: …………….………….

Please detach along this line

Client's name: ……………………… Age: ……… Sex: ……….

Address: ………………………………………………………………………

Referred From: …………………………………………      Referred To: ………………………………………..

1. Medical Treatment  (     ) 9. Micro Credit Scheme (     ) 17. Faith Based Support (     )

2. STI Treatment        (     ) 10. Financial Support (     ) 18. Treatment Support (     )

3. VCT? (     ) 11. Social Support (     ) 19. PEP Services (     )

4. ARV (     ) 12. Peer Counseling (     ) 20. Micro Finance (     )

5. PMTCT Services (     ) 13. Psycho Social Support (     ) 21. Pharmacy (     )

6. Home Based Care (     ) 14. PLWHA Support (     ) 22. OB/GYN Services (     )

7. Welfare Assistance (     ) 15. Youth Support Groups (     ) 23. Others  (     )

8. RH/FP (     ) 16. Nutrition Support (     )

Name & Signature of Person Referring: ………...……..…………………… Title/Position: …………….………….

Please detach along this line

To be filled out by the organization receiving the referral (Receiving Organization)

Name of Receiving Organization: ……………………………………………….  Phone Number: ………………………………

Address: …………………………………………………….

Additional Comments:

Client's name: ……………………… Age: ……… Sex: ……….

Address: ………………………………………………………………………

Name & Signature of the Person Treating: ………...……..…………………… Title/Position: …………….………….

Two-Way Referral Form

To be filled out by organization making the referral (Referring Organization)



Two-Way Referral Form (HBC_3)

For Local Adaptation

To be filled by organization making the referral (Referring Organization)



List of Services Provided  Services Completed as Requested Y/N Follow Up Needed Y/N Follow Up Date



[image: image4.emf]Name of Service Provider: __________________________________ Reporting Period from ______________ To______________

A: Type of Patient Provided with Service

C: Lost to follow up

D: Stock Out of Essential Supplies

Age

Total <18 18-14 25-29 30+ Total
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B: Type of Support Provided to Patient

Clinical Care

Psychological Care

Spiritual Care

Supportive Care Prevention Care

Other (Specify)

Client Education

Pill Count

Pre-ART Counselng

Buddy Support Other (Specify)

TB

ART

Opotunistic Infection

STI

Other (Specify)

Dropped out

Migrated

Died

Unknown
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E: Comments and Remarks: 

Signature of Service Provider: _______________________________      Date: __________________

Signature of Supervisor: __________________________________        Date: __________________



Home-Based Care Provider Report (HBC_4)

For Local Adaptation

Age

HBC Kit

HIV Testing Kit

Drugs

IEC Materials

Other (Specify)

<18 18-24 25-29 30+
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Follow Up Visit

Referral Reason for leaving



Support ARV Adherence



[image: image5.emf]Register prepared by: ____________________________                               Reporting Period: _________________

M F Date **Reason

**Lost to follow up codes:

1) Dropped out, 2) Fired, 3) Moved, 4) Died, 5) Unknown, 6) Other (Specify)

Unpaid

Gender Date of 

Enrollment

Full name of the service provider



Register for Service Providers (HBC_5)

For Local Adaptation

Paid Age

Address (Province, District, 

Village)

Lost to follow up



[image: image6.emf]Province: ______________________   District:___________________ Name of the facilitator: ______________________       Date of the training: ________

Topic of the training: 1) Clinical Care, 2) Psychological Care, 3) Spiritual Care,  4) Supportive Care, 5) Prevention Care, 6) Other (Specify) 

Specific title of the training: ____________________________________

Caregiver Teacher

Social 

Worker

Community 

Leader

Other 

(Secify)

Total

Comments and Remarks

Did you receive any of 

the listed training 

since (      )? 



Training Record Form (HBC_6)

For Local Adaptation

Type of trainee

Have you received a 

training on the same 

topic since (      )? Name

Male

Female

Home Location of Trainees                                                 

Province, District, Village  



[image: image7.emf]Name of the Provider : ___________________        Province: ____________________    District: __________________

Period From: _____________ To: _____________

Monetary

Mentorship/ 

Supervision Caregiver Social Worker Volunteer

Community 

Leader

Total

Comments and Remarks: 



Support Summary Form (HBC_7)

For Local Adapatation

Date

Name of Service Recipient

Type of Service Provider

Signature

Type of Support Provided

Material         (#)



[image: image8.emf]Province: _________________                    District: ____________________ 

Prepared By: _______________________

Reporting Period: From ___________  To _____________

Age -->   

<18

18-24 25-29

30+

Total

Female

Male

Total

Female

Male

Total

Female

Male

Total

Female

Male

Total

Comments and Remarks

Signature of service provider: _______________________      Date: ______________

Signature of supervisor: ______________________      Date: _____________



Home-Based Care Enrollment Summary Sheet (HBC_8)

For Local Adaptation

(4) Currently enrolled patients = (1)+(2)-(3)

(1) Enrolled from the previous reporting period

(2) Newly enrolled patients

(3) Lost to follow up patients



[image: image9.emf]Name of Organization: _________________ Reporting Period: ______________________

Section A: List of Indicators

<18 18-24 25-29 30+ Total

New M

F

Total

Currently Enrolled

M

F

Total

<18 18-24 25-29 30+ Total

Clinical Care Psychological Care Spiritual Care Supportive Care Prevention CareOther (Specify)

Client Education Pill Count Pre-ART Counseling Buddy Support Other (Specify)

Dropped out Migrated Dead Unknown Other (Specify) Total

TB ART Opotunistic Infection STI Other (Specify)

6) Number of patients visited at least 

once in the given period. 

Clinical Care Psychological Care Spiritual Care Supportive Care Prevention CareOther (Specify)

3) Number of patients provided with 

ARV adherence support

7.2) By Type of Training (***An individual can be trained in more than one area)

F

M

5.1) By Service (***A patient can be referred to services in more than one area)

F

4.1) By Reason



M



Periodic Summary Report (HBC_9)

For Local Adaptation

1) Number of patients enrolled in a 

program

1.1) By Age

Indicator Achieved

2.2) By Type of Services (***A patient can receive support in more than one area)

3.1) By Type of ARV support (***A patient can receive support in more than one area)

M



F

Total

4) Number of patients lost to follow up

5) Number of patients referred for 

other services by type of service

7) Number of individuals trained to 

provide care for HBC clients 

7.1) Number trained



Total

F

M



M

F

Total

2) Number of patients provided with 

home based care and support services 

2.1) By Age



M

Total

F

Total

Total



[image: image10.emf]Indicator

Material Monetary Mentorship/SupervisionOther (Specify)

Total

Community Leader School Other (Specify) Total 

Religious Community Political Other (Specify) Total 

HBC Kit HIV Testing Kit Drugs IEC Materials Other (Specify)

13) Any other indicators identified by 

program

14) Any other indicators identified by 

program

Section B: Narrative

1) Major issues raised

2) Achievements and success stories

3) Challenges and lessons learned

4) Recommendations

Section C: Submission

Date of submission: ________________________ Prepared by: ______________________________Signature: ______________________________________   

Paid

8.1) By Type of support (***An individual can receive support in more than one area)

Achieved

9) Number of trained providers who 

have stopped their involvement with 

the program

8) Number of individuals supported to 

provide care for HBC Clients



Number of individual

11.1) By Type of leaders

Number of providers

Unpaid

9.1) By Type of provider



Number of stock outs

12) Number of providers with stock out 

of essnetial supply

10) Number of community mobilization 

meetings held

Number of meetings

Number of leaders



12.1) By Type of supply

11) Number of community leaders 

supported to provide care to HBC 

clients

10.1) Type of meeting


_1343651354.xls
HBC Enrollment Form

		CLPIR Tool Kit

		Homebased Care Enrollment Form: For Use by Homebased Care Programs

		For Local Adaptation

		Prepared by: ___________________________

		Province: __________________                          District: ______________________

		Village: ____________________                       Date of Enrollment: ______________

		Patient Information

		1) Patient Name: _____________________________

		2) Gender : Male  □  Female □             3) Age: _________________

		4) Marital Status:  Single □    Married  □     Widonw/Widower □      Divorced    □  On separation  □

		5) Complete Address

		Province: __________________   District: ______________________ Village: _______________

		Household Identification Information: __________________________________

		Caregiver Information

		1) Whether the Patient has a Caregiver:								Yes  □        No □

		2) Name of Caregiver: ________________________________

		3) Gender of Caregiver: Male / Female										4) Age of Caregiver : _________

		5) Type of Caregiver						Family Member □				Neighbor □		Other (Specify)

								Social Worker □				Relative □

		6) Number of people living with HIV/AIDS in the Household: ___________

		Patient Status Information

		1) Functional Status:						Working - Active □						Bedridden □

								Ambulatory - Walking Around □						Other (Specify)

		2) Symptom/Major problem

		1. Pain □   2. Loss of Weight □   3. Diarrhea  □    4. Mouth Infection □   5. Lymph nodes □

		6. Fever  □    7. Skin Disease □  8. Herpes Zoster □    9. TB  □  10  Other (Specify)

		3) Medicacation taken by patient

		ARV □      TB  □      Contrimoxizole  □   Other (Specify)

		4) Support Needed

		1. Medical support □      2. Legal Aid □      3. Psychological Support  □     4. Food/Nutrition □

		5. Shelter/Houshing □    6. VCT and Prevention Support □     7. Spiritual Support □   Other (Specify)

		Comments and Remarks



&R&"Arial,Bold"&12(HBC_1)



Home Visit Register

		CLPIR Tool Kit

		Home Visit Register: For use by Homebased Care Programs

		For Local Adaptation

		Name of organization: _____________________________________																						Reporting Period from ______________ To_______________

		Name of Servfice Provider: __________________________________                Province: ________________________ District: _________________

		Name of Patient: __________________________________																				Gender:  Male   /   Female                                          Age: _________

		Address of Patient

		Province: _________________________      District: _________________________________     Village: ____________________________

		A: Type of Support Provided to Patient																										B: Refarral

		Date		Support												ARV Adherence										Follow Up Visit		Referral

				Clinical Care		Psychological Care		Spiritual Care		Supportive Care		Prevention Care		Other (Specify)		Client Education		Pill Count		Pre-ART Counselng		Buddy Support		Other (Specify)				TB		ART		Opotunistic Infection		STI		Other (Specify)

		C: Lost to follow up date: ________________														Reason for leaving:  1) Dropped out, 2) Migrated, 3) Died, 4) Unknown, 5) Other (Specify)

		Comments and Remarks:



&R&"Arial,Bold"&12(HBC_2)



Referral Sheet

		CLPIR Tool Kit

		Two-Way Referral Form: For Use by Home Based Care Programs

		For Local Adaptation

		To be filled by organization making the referral (Referring Organization)

		Client's name: ………………………																Age: ……… Sex: ……….

		Address: ………………………………………………………………………

		Referred From: …………………………………………										Referred To: ………………………………………..

		1. Medical Treatment				(     )		9. Micro Credit Scheme				(     )		17. Faith Based Support				(     )

		2. STI Treatment				(     )		10. Financial Support				(     )		18. Treatment Support				(     )

		3. VCT				(     )		11. Social Support				(     )		19. PEP Services				(     )

		4. ARV				(     )		12. Peer Counseling				(     )		20. Micro Finance				(     )

		5. PMTCT Services				(     )		13. Psycho Social Support				(     )		21. Pharmacy				(     )

		6. Home Based Care				(     )		14. PLWHA Support				(     )		22. OB/GYN Services				(     )

		7. Welfare Assistance				(     )		15. Youth Support Groups				(     )		23. Others				(     )

		8. RH/FP				(     )		16. Nutrition Support				(     )

		Name & Signature of Person Referring: ………...……..…………………… Title/Position: …………….………….

										Please detach along this lines

		Two-Way Referral Form

		To be filled out by organization making the referral (Referring Organization)

		Client's name: ………………………																Age: ……… Sex: ……….

		Address: ………………………………………………………………………

		Referred From: …………………………………………										Referred To: ………………………………………..

		1. Medical Treatment				(     )		9. Micro Credit Scheme				(     )		17. Faith Based Support				(     )

		2. STI Treatment				(     )		10. Financial Support				(     )		18. Treatment Support				(     )

		3. VCT?				(     )		11. Social Support				(     )		19. PEP Services				(     )

		4. ARV				(     )		12. Peer Counseling				(     )		20. Micro Finance				(     )

		5. PMTCT Services				(     )		13. Psycho Social Support				(     )		21. Pharmacy				(     )

		6. Home Based Care				(     )		14. PLWHA Support				(     )		22. OB/GYN Services				(     )

		7. Welfare Assistance				(     )		15. Youth Support Groups				(     )		23. Others				(     )

		8. RH/FP				(     )		16. Nutrition Support				(     )

		Name & Signature of Person Referring: ………...……..…………………… Title/Position: …………….………….

										Please detach along this lines

		To be filled out by the organization receiving the referral (Receiving Organization)

		Name of Receiving Organization: ……………………………………………….  Phone Number: ………………………………

		Address: …………………………………………………….

		List of Services Provided						Services Completed as Requested Y/N						Follow Up Needed Y/N				Follow Up Date

		Additional Comments:

		Client's name: ………………………																Age: ……… Sex: ……….

		Address: ………………………………………………………………………

		Name & Signature of the Person Treating: ………...……..…………………… Title/Position: …………….………….



&RAdapated by CEDPA Nigeria
&"Arial,Bold"&12(HBC_3)



HBC Provider Report

		CLPIR Tool Kit (HBC_04)

		Home Based Care Provider Report: For use by Homebased Care Programs

		For Local Adaptation

		Name of Service Provider: __________________________________																										Reporting Period from ______________ To______________

		A: Patient provided with service																						C: Lost to follow up														D: Stock Out of Essential Supplies

		Age																						Age														HBC Kit		HIV Testing Kit		Drugs		IEC Materials		Other (Specify)

				<18				18-24				25-29				30+				Total						<18		18-14		25-29		30+		Total

		M		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ								M		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ

		F		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ								F		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ

		Total																						Total

		B: Type of Support Provided to Patient

				Support												ARV Adherence										Follow Up Visit		Referral										Reason for leaving

				Clinical Care		Psychological Care		Spiritual Care		Supportive Care		Prevention Care		Other (Specify)		Client Education		Pill Count		Pre-ART Counselng		Buddy Support		Other (Specify)				TB		ART		Opotunistic Infection		STI		Other (Specify)		Dropped out		Migrated		Died		Unknown

		M		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ

		F		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ

		Total

		E: Comments and Remarks:

		Signature of Service Provider: _______________________________      Date: __________________

		Signature of Supervisor: __________________________________        Date: __________________



&R&"Arial,Bold"&12(HBC_4)



Register for Service Provider

		

		Register for Service Providers (HBC_5)

		For Local Adaptation

		Register prepared by: ____________________________										Reporting Period: _________________

		Date of Enrollment		Full name of the service provider		Gender				Age		Address (Province, District, Village)		Paid		Unpaid		Lost to follow up

						M		F										Date		**Reason

		**Lost to follow up codes:

		1) Dropped out, 2) Fired, 3) Moved, 4) Died, 5) Unknown, 6) Other (Specify)



&R&"Arial,Bold"&12(HBC_5)



Training Record

		CLPIR Tool Kit

		Training Record Form for Service Providers: For use by Home Based Care Programs

		For Local Adaptation

		Province: ______________________   District:___________________								Name of the facilitator: ______________________       Date of the training: ________

		Topic of the training: 1) Clinical Care, 2) Psychological Care, 3) Spiritual Care,  4) Supportive Care, 5) Prevention Care, 6) Other (Specify)

		Specific title of the training: ____________________________________

		Name		Male		Female		Home Location of Trainees                                                 Province, District, Village		Type of trainee										Have you received a training on the same topic since (      )?		Did you receive any of the listed training since (      )?

										Caregiver		Teacher		Social Worker		Community Leader		Other (Secify)

		Total

		Comments and Remarks



&R&"Arial,Bold"&12(HBC_6)



Support Summary

		CLPIR Tool Kit

		Support Summary Form: For use by Homebased Care Programs

		For Local Adapatation

		Name of the Provider : ___________________        Province: ____________________    District: __________________

		Period From: _____________ To: _____________

		Date		Name of Service Recipient		Type of Support Provided								Type of Service Provider								Signature

						Material         (#)				Monetary		Mentorship/Supervision		Caregiver		Social Worker		Volunteer		Community Leader

		Total

		Comments and Remarks:



&R&"Arial,Bold"&12(HBC_7)



Enrollment Summary

		CLPIR Tool Kit

		Home Based Care Enrollment Summary Sheet: For Use by Home Based Care Programs

		For Local Adaptation

		Province: _________________                    District: ____________________

		Prepared By: _______________________

		Reporting Period: From ___________  To _____________

		Age -->				<18		18-24		25-29		30+		Total

		(1) Enrolled from the previous reporting period		Female

				Male

				Total

		(2) Newly enrolled patients		Female

				Male

				Total

		(3) Lost to follow up patients		Female

				Male

				Total

		(4) Currently enrolled patients = (1)+(2)-(3)		Female

				Male

				Total

		Comments and Remarks

		Signature of service provider: _______________________      Date: ______________

		Signature of supervisor: ______________________      Date: _____________



&R&"Arial,Bold"&12(HBC_8)



Periodic Report

		CLPIR Tool Kit

		CLPIR Periodic Summary Report: For Use by Homebased Care Programs

		For Local Adaptation

		Name of Organization: _________________										Reporting Period: ______________________

		Section A: List of indicators

		Indicator		Achieved

		1) Number of patients enrolled in a program		1.1) By Age

								<18		18-24		25-29		30+		Total

				New		M

						F

						Total

				Currently Enrolled		M

						F

						Total

		2) Number of patients provided with home based care and support services		2.1) By Age

								<18		18-24		25-29		30+		Total

				M

				F

				Total

				2.2) By Type of Services (***A patient can receive support in more than one area)

								Clinical Care		Psychological Care		Spiritual Care		Supportive Care		Prevention Care		Other (Specify)

				M

				F

				Total

		3) Number of patients provided with ARV adherence support		3.1) By Type of ARV support (***A patient can receive support in more than one area)

								Client Education		Pill Count		Pre-ART Counseling		Buddy Support		Other (Specify)

				M

				F

				Total

		4) Number of patients lost to follow up		4.1) By Reason

								Dropped out		Migrated		Dead		Unknown		Other (Specify)		Total

				M

				F

				Total

		5) Number of patients referred for other services by type of service		5.1) By Service (***A patient can be referred to services in more than one area)

								TB		ART		Opotunistic Infection		STI		Other (Specify)

				M

				F

				Total

		6) Number of patients visited at least once in the given period.

		7) Number of individuals trained to provide care for HBC clients		7.1) Number trained

				7.2) By Type of Training (***An individual can be trained in more than one area)

								Clinical Care		Psychological Care		Spiritual Care		Supportive Care		Prevention Care		Other (Specify)

				M

				F

				Total

		Indicator		Achieved

		8) Number of individuals supported to provide care for HBC Clients		8.1) By Type of support (***An individual can receive support in more than one area)

								Material		Monetary		Mentorship/Supervision		Other (Specify)

				Number of individual

		9) Number of trained providers who have stopped their involvement with the program		9.1) By Type of provider

								Paid				Unpaid				Total

				Number of providers

		10) Number of community mobilization meetings held		10.1) Type of meeting

								Community		Leader		School		Other (Specify)		Total

				Number of meetings

		11) Number of community leaders supported to provide care to HBC clients		11.1) By Type of leaders

								Religious		Community		Political		Other (Specify)		Total

				Number of leaders

		12) Number of providers with stock out of essnetial supply		12.1) By Type of supply

								HBC Kit		HIV Testing Kit		Drugs		IEC Materials		Other (Specify)

				Number of stock outs

		13) Any other indicators identified by program

		14) Any other indicators identified by program

		Section B: Narrative

		1) Major issues raised

		2) Achievements and success stories

		3) Challenges and lessons learned

		4) Recommendations

		Section C: Submission

		Date of submission: ________________________				Prepared by: ______________________________						Signature: ______________________________________



&R&"Arial,Bold"&12(HBC_9)




_1343651537.xls
HBC Enrollment Form

		CLPIR Tool Kit

		Homebased Care Enrollment Form: For Use by Homebased Care Programs

		For Local Adaptation

		Prepared by: ___________________________

		Province: __________________                          District: ______________________

		Village: ____________________                       Date of Enrollment: ______________

		Patient Information

		1) Patient Name: _____________________________

		2) Gender : Male  □  Female □             3) Age: _________________

		4) Marital Status:  Single □    Married  □     Widonw/Widower □      Divorced    □  On separation  □

		5) Complete Address

		Province: __________________   District: ______________________ Village: _______________

		Household Identification Information: __________________________________

		Caregiver Information

		1) Whether the Patient has a Caregiver:								Yes  □        No □

		2) Name of Caregiver: ________________________________

		3) Gender of Caregiver: Male / Female										4) Age of Caregiver : _________

		5) Type of Caregiver						Family Member □				Neighbor □		Other (Specify)

								Social Worker □				Relative □

		6) Number of people living with HIV/AIDS in the Household: ___________

		Patient Status Information

		1) Functional Status:						Working - Active □						Bedridden □

								Ambulatory - Walking Around □						Other (Specify)

		2) Symptom/Major problem

		1. Pain □   2. Loss of Weight □   3. Diarrhea  □    4. Mouth Infection □   5. Lymph nodes □

		6. Fever  □    7. Skin Disease □  8. Herpes Zoster □    9. TB  □  10  Other (Specify)

		3) Medicacation taken by patient

		ARV □      TB  □      Contrimoxizole  □   Other (Specify)

		4) Support Needed

		1. Medical support □      2. Legal Aid □      3. Psychological Support  □     4. Food/Nutrition □

		5. Shelter/Houshing □    6. VCT and Prevention Support □     7. Spiritual Support □   Other (Specify)

		Comments and Remarks



&R&"Arial,Bold"&12(HBC_1)



Home Visit Register

		CLPIR Tool Kit

		Home Visit Register: For use by Homebased Care Programs

		For Local Adaptation

		Name of organization: _____________________________________																						Reporting Period from ______________ To_______________

		Name of Servfice Provider: __________________________________                Province: ________________________ District: _________________

		Name of Patient: __________________________________																				Gender:  Male   /   Female                                          Age: _________

		Address of Patient

		Province: _________________________      District: _________________________________     Village: ____________________________

		A: Type of Support Provided to Patient																										B: Refarral

		Date		Support												ARV Adherence										Follow Up Visit		Referral

				Clinical Care		Psychological Care		Spiritual Care		Supportive Care		Prevention Care		Other (Specify)		Client Education		Pill Count		Pre-ART Counselng		Buddy Support		Other (Specify)				TB		ART		Opotunistic Infection		STI		Other (Specify)

		C: Lost to follow up date: ________________														Reason for leaving:  1) Dropped out, 2) Migrated, 3) Died, 4) Unknown, 5) Other (Specify)

		Comments and Remarks:



&R&"Arial,Bold"&12(HBC_2)



Referral Sheet

		CLPIR Tool Kit

		Two-Way Referral Form: For Use by Home Based Care Programs

		For Local Adaptation

		To be filled by organization making the referral (Referring Organization)

		Client's name: ………………………																Age: ……… Sex: ……….

		Address: ………………………………………………………………………

		Referred From: …………………………………………										Referred To: ………………………………………..

		1. Medical Treatment				(     )		9. Micro Credit Scheme				(     )		17. Faith Based Support				(     )

		2. STI Treatment				(     )		10. Financial Support				(     )		18. Treatment Support				(     )

		3. VCT				(     )		11. Social Support				(     )		19. PEP Services				(     )

		4. ARV				(     )		12. Peer Counseling				(     )		20. Micro Finance				(     )

		5. PMTCT Services				(     )		13. Psycho Social Support				(     )		21. Pharmacy				(     )

		6. Home Based Care				(     )		14. PLWHA Support				(     )		22. OB/GYN Services				(     )

		7. Welfare Assistance				(     )		15. Youth Support Groups				(     )		23. Others				(     )

		8. RH/FP				(     )		16. Nutrition Support				(     )

		Name & Signature of Person Referring: ………...……..…………………… Title/Position: …………….………….

										Please detach along this lines

		Two-Way Referral Form

		To be filled out by organization making the referral (Referring Organization)

		Client's name: ………………………																Age: ……… Sex: ……….

		Address: ………………………………………………………………………

		Referred From: …………………………………………										Referred To: ………………………………………..

		1. Medical Treatment				(     )		9. Micro Credit Scheme				(     )		17. Faith Based Support				(     )

		2. STI Treatment				(     )		10. Financial Support				(     )		18. Treatment Support				(     )

		3. VCT?				(     )		11. Social Support				(     )		19. PEP Services				(     )

		4. ARV				(     )		12. Peer Counseling				(     )		20. Micro Finance				(     )

		5. PMTCT Services				(     )		13. Psycho Social Support				(     )		21. Pharmacy				(     )

		6. Home Based Care				(     )		14. PLWHA Support				(     )		22. OB/GYN Services				(     )

		7. Welfare Assistance				(     )		15. Youth Support Groups				(     )		23. Others				(     )

		8. RH/FP				(     )		16. Nutrition Support				(     )

		Name & Signature of Person Referring: ………...……..…………………… Title/Position: …………….………….

										Please detach along this lines

		To be filled out by the organization receiving the referral (Receiving Organization)

		Name of Receiving Organization: ……………………………………………….  Phone Number: ………………………………

		Address: …………………………………………………….

		List of Services Provided						Services Completed as Requested Y/N						Follow Up Needed Y/N				Follow Up Date

		Additional Comments:

		Client's name: ………………………																Age: ……… Sex: ……….

		Address: ………………………………………………………………………

		Name & Signature of the Person Treating: ………...……..…………………… Title/Position: …………….………….



&RAdapated by CEDPA Nigeria
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HBC Provider Report

		CLPIR Tool Kit (HBC_04)

		Home Based Care Provider Report: For use by Homebased Care Programs

		For Local Adaptation

		Name of Service Provider: __________________________________																										Reporting Period from ______________ To______________

		A: Patient provided with service																						C: Lost to follow up														D: Stock Out of Essential Supplies

		Age																						Age														HBC Kit		HIV Testing Kit		Drugs		IEC Materials		Other (Specify)

				<18				18-24				25-29				30+				Total						<18		18-14		25-29		30+		Total

		M		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ								M		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ

		F		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ								F		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ

		Total																						Total

		B: Type of Support Provided to Patient

				Support												ARV Adherence										Follow Up Visit		Referral										Reason for leaving

				Clinical Care		Psychological Care		Spiritual Care		Supportive Care		Prevention Care		Other (Specify)		Client Education		Pill Count		Pre-ART Counselng		Buddy Support		Other (Specify)				TB		ART		Opotunistic Infection		STI		Other (Specify)		Dropped out		Migrated		Died		Unknown

		M		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ

		F		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ

		Total

		E: Comments and Remarks:

		Signature of Service Provider: _______________________________      Date: __________________

		Signature of Supervisor: __________________________________        Date: __________________



&R&"Arial,Bold"&12(HBC_4)



Register for Service Provider

		CLPIR Tool Kit (HBC_5)

		Register for Service Providers for Use by Home Based Care  Programs

		For Local Adaptation

		Register prepared by: ____________________________										Reporting Period: _________________

		Date of Enrollment		Full name of the service provider		Gender				Age		Address                       (Province, District, Village)		Paid		Unpaid		Lost to follow up

						M		F										Date		**Reason

		**Lost to follow up

		1) Dropped out, 2) Fired, 3) Moved, 4) Died, 5) Unknown, 6) Other (Specify)



&R&"Arial,Bold"&12(HBC_5)



Training Record

		CLPIR Tool Kit (HBC_6)

		Training Record Form for Service Providers: For use by Home Based Care Programs

		For Local Adaptation

		Province: ______________________   District:___________________								Name of the facilitator: ______________________       Date of the training: ________

		Topic of the training: 1) Clinical Care, 2) Psychological Care, 3) Spiritual Care,  4) Supportive Care, 5) Prevention Care, 6) Other (Specify)

		Specific title of the training: ____________________________________

		Name		Male		Female		Home Location of Trainees                                                 Province, District, Village		Type of trainee										Have you received a training on the same topic since (      )?		Did you receive any of the listed training since (      )?

										Caregiver		Teacher		Social Worker		Community Leader		Other (Secify)

		Total

		Comments and Remarks



&R&"Arial,Bold"&12(HBC_6)



Support Summary

		

		Support Summary Form (HBC_7)

		For Local Adapatation

		Name of the Provider : ___________________        Province: ____________________    District: __________________

		Period From: _____________ To: _____________

		Date		Name of Service Recipient		Type of Support Provided								Type of Service Provider								Signature

						Material         (#)				Monetary		Mentorship/ Supervision		Caregiver		Social Worker		Volunteer		Community Leader

		Total

		Comments and Remarks:



&R&"Arial,Bold"&12(HBC_7)



Enrollment Summary

		CLPIR Tool Kit

		Home Based Care Enrollment Summary Sheet: For Use by Home Based Care Programs

		For Local Adaptation

		Province: _________________                    District: ____________________

		Prepared By: _______________________

		Reporting Period: From ___________  To _____________

		Age -->				<18		18-24		25-29		30+		Total

		(1) Enrolled from the previous reporting period		Female

				Male

				Total

		(2) Newly enrolled patients		Female

				Male

				Total

		(3) Lost to follow up patients		Female

				Male

				Total

		(4) Currently enrolled patients = (1)+(2)-(3)		Female

				Male

				Total

		Comments and Remarks

		Signature of service provider: _______________________      Date: ______________

		Signature of supervisor: ______________________      Date: _____________



&R&"Arial,Bold"&12(HBC_8)



Periodic Report

		CLPIR Tool Kit

		CLPIR Periodic Summary Report: For Use by Homebased Care Programs

		For Local Adaptation

		Name of Organization: _________________										Reporting Period: ______________________

		Section A: List of indicators

		Indicator		Achieved

		1) Number of patients enrolled in a program		1.1) By Age

								<18		18-24		25-29		30+		Total

				New		M

						F

						Total

				Currently Enrolled		M

						F

						Total

		2) Number of patients provided with home based care and support services		2.1) By Age

								<18		18-24		25-29		30+		Total

				M

				F

				Total

				2.2) By Type of Services (***A patient can receive support in more than one area)

								Clinical Care		Psychological Care		Spiritual Care		Supportive Care		Prevention Care		Other (Specify)

				M

				F

				Total

		3) Number of patients provided with ARV adherence support		3.1) By Type of ARV support (***A patient can receive support in more than one area)

								Client Education		Pill Count		Pre-ART Counseling		Buddy Support		Other (Specify)

				M

				F

				Total

		4) Number of patients lost to follow up		4.1) By Reason

								Dropped out		Migrated		Dead		Unknown		Other (Specify)		Total

				M

				F

				Total

		5) Number of patients referred for other services by type of service		5.1) By Service (***A patient can be referred to services in more than one area)

								TB		ART		Opotunistic Infection		STI		Other (Specify)

				M

				F

				Total

		6) Number of patients visited at least once in the given period.

		7) Number of individuals trained to provide care for HBC clients		7.1) Number trained

				7.2) By Type of Training (***An individual can be trained in more than one area)

								Clinical Care		Psychological Care		Spiritual Care		Supportive Care		Prevention Care		Other (Specify)

				M

				F

				Total

		Indicator		Achieved

		8) Number of individuals supported to provide care for HBC Clients		8.1) By Type of support (***An individual can receive support in more than one area)

								Material		Monetary		Mentorship/Supervision		Other (Specify)

				Number of individual

		9) Number of trained providers who have stopped their involvement with the program		9.1) By Type of provider

								Paid				Unpaid				Total

				Number of providers

		10) Number of community mobilization meetings held		10.1) Type of meeting

								Community		Leader		School		Other (Specify)		Total

				Number of meetings

		11) Number of community leaders supported to provide care to HBC clients		11.1) By Type of leaders

								Religious		Community		Political		Other (Specify)		Total

				Number of leaders

		12) Number of providers with stock out of essnetial supply		12.1) By Type of supply

								HBC Kit		HIV Testing Kit		Drugs		IEC Materials		Other (Specify)

				Number of stock outs

		13) Any other indicators identified by program

		14) Any other indicators identified by program

		Section B: Narrative

		1) Major issues raised

		2) Achievements and success stories

		3) Challenges and lessons learned

		4) Recommendations

		Section C: Submission

		Date of submission: ________________________				Prepared by: ______________________________						Signature: ______________________________________



&R&"Arial,Bold"&12(HBC_9)




_1343651735.xls
HBC Enrollment Form

		CLPIR Tool Kit

		Homebased Care Enrollment Form: For Use by Homebased Care Programs

		For Local Adaptation

		Prepared by: ___________________________

		Province: __________________                          District: ______________________

		Village: ____________________                       Date of Enrollment: ______________

		Patient Information

		1) Patient Name: _____________________________

		2) Gender : Male  □  Female □             3) Age: _________________

		4) Marital Status:  Single □    Married  □     Widonw/Widower □      Divorced    □  On separation  □

		5) Complete Address

		Province: __________________   District: ______________________ Village: _______________

		Household Identification Information: __________________________________

		Caregiver Information

		1) Whether the Patient has a Caregiver:								Yes  □        No □

		2) Name of Caregiver: ________________________________

		3) Gender of Caregiver: Male / Female										4) Age of Caregiver : _________

		5) Type of Caregiver						Family Member □				Neighbor □		Other (Specify)

								Social Worker □				Relative □

		6) Number of people living with HIV/AIDS in the Household: ___________

		Patient Status Information

		1) Functional Status:						Working - Active □						Bedridden □

								Ambulatory - Walking Around □						Other (Specify)

		2) Symptom/Major problem

		1. Pain □   2. Loss of Weight □   3. Diarrhea  □    4. Mouth Infection □   5. Lymph nodes □

		6. Fever  □    7. Skin Disease □  8. Herpes Zoster □    9. TB  □  10  Other (Specify)

		3) Medicacation taken by patient

		ARV □      TB  □      Contrimoxizole  □   Other (Specify)

		4) Support Needed

		1. Medical support □      2. Legal Aid □      3. Psychological Support  □     4. Food/Nutrition □

		5. Shelter/Houshing □    6. VCT and Prevention Support □     7. Spiritual Support □   Other (Specify)

		Comments and Remarks



&R&"Arial,Bold"&12(HBC_1)



Home Visit Register

		CLPIR Tool Kit

		Home Visit Register: For use by Homebased Care Programs

		For Local Adaptation

		Name of organization: _____________________________________																						Reporting Period from ______________ To_______________

		Name of Servfice Provider: __________________________________                Province: ________________________ District: _________________

		Name of Patient: __________________________________																				Gender:  Male   /   Female                                          Age: _________

		Address of Patient

		Province: _________________________      District: _________________________________     Village: ____________________________

		A: Type of Support Provided to Patient																										B: Refarral

		Date		Support												ARV Adherence										Follow Up Visit		Referral

				Clinical Care		Psychological Care		Spiritual Care		Supportive Care		Prevention Care		Other (Specify)		Client Education		Pill Count		Pre-ART Counselng		Buddy Support		Other (Specify)				TB		ART		Opotunistic Infection		STI		Other (Specify)

		C: Lost to follow up date: ________________														Reason for leaving:  1) Dropped out, 2) Migrated, 3) Died, 4) Unknown, 5) Other (Specify)

		Comments and Remarks:



&R&"Arial,Bold"&12(HBC_2)



Referral Sheet

		CLPIR Tool Kit

		Two-Way Referral Form: For Use by Home Based Care Programs

		For Local Adaptation

		To be filled by organization making the referral (Referring Organization)

		Client's name: ………………………																Age: ……… Sex: ……….

		Address: ………………………………………………………………………

		Referred From: …………………………………………										Referred To: ………………………………………..

		1. Medical Treatment				(     )		9. Micro Credit Scheme				(     )		17. Faith Based Support				(     )

		2. STI Treatment				(     )		10. Financial Support				(     )		18. Treatment Support				(     )

		3. VCT				(     )		11. Social Support				(     )		19. PEP Services				(     )

		4. ARV				(     )		12. Peer Counseling				(     )		20. Micro Finance				(     )

		5. PMTCT Services				(     )		13. Psycho Social Support				(     )		21. Pharmacy				(     )

		6. Home Based Care				(     )		14. PLWHA Support				(     )		22. OB/GYN Services				(     )

		7. Welfare Assistance				(     )		15. Youth Support Groups				(     )		23. Others				(     )

		8. RH/FP				(     )		16. Nutrition Support				(     )

		Name & Signature of Person Referring: ………...……..…………………… Title/Position: …………….………….

										Please detach along this lines

		Two-Way Referral Form

		To be filled out by organization making the referral (Referring Organization)

		Client's name: ………………………																Age: ……… Sex: ……….

		Address: ………………………………………………………………………

		Referred From: …………………………………………										Referred To: ………………………………………..

		1. Medical Treatment				(     )		9. Micro Credit Scheme				(     )		17. Faith Based Support				(     )

		2. STI Treatment				(     )		10. Financial Support				(     )		18. Treatment Support				(     )

		3. VCT?				(     )		11. Social Support				(     )		19. PEP Services				(     )

		4. ARV				(     )		12. Peer Counseling				(     )		20. Micro Finance				(     )

		5. PMTCT Services				(     )		13. Psycho Social Support				(     )		21. Pharmacy				(     )

		6. Home Based Care				(     )		14. PLWHA Support				(     )		22. OB/GYN Services				(     )

		7. Welfare Assistance				(     )		15. Youth Support Groups				(     )		23. Others				(     )

		8. RH/FP				(     )		16. Nutrition Support				(     )

		Name & Signature of Person Referring: ………...……..…………………… Title/Position: …………….………….

										Please detach along this lines

		To be filled out by the organization receiving the referral (Receiving Organization)

		Name of Receiving Organization: ……………………………………………….  Phone Number: ………………………………

		Address: …………………………………………………….

		List of Services Provided						Services Completed as Requested Y/N						Follow Up Needed Y/N				Follow Up Date

		Additional Comments:

		Client's name: ………………………																Age: ……… Sex: ……….

		Address: ………………………………………………………………………

		Name & Signature of the Person Treating: ………...……..…………………… Title/Position: …………….………….



&RAdapated by CEDPA Nigeria
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HBC Provider Report

		CLPIR Tool Kit (HBC_04)

		Home Based Care Provider Report: For use by Homebased Care Programs

		For Local Adaptation

		Name of Service Provider: __________________________________																										Reporting Period from ______________ To______________

		A: Patient provided with service																						C: Lost to follow up														D: Stock Out of Essential Supplies

		Age																						Age														HBC Kit		HIV Testing Kit		Drugs		IEC Materials		Other (Specify)

				<18				18-24				25-29				30+				Total						<18		18-14		25-29		30+		Total

		M		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ								M		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ

		F		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ								F		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ

		Total																						Total

		B: Type of Support Provided to Patient

				Support												ARV Adherence										Follow Up Visit		Referral										Reason for leaving

				Clinical Care		Psychological Care		Spiritual Care		Supportive Care		Prevention Care		Other (Specify)		Client Education		Pill Count		Pre-ART Counselng		Buddy Support		Other (Specify)				TB		ART		Opotunistic Infection		STI		Other (Specify)		Dropped out		Migrated		Died		Unknown

		M		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ

		F		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ

		Total

		E: Comments and Remarks:

		Signature of Service Provider: _______________________________      Date: __________________

		Signature of Supervisor: __________________________________        Date: __________________



&R&"Arial,Bold"&12(HBC_4)



Register for Service Provider

		CLPIR Tool Kit (HBC_5)

		Register for Service Providers for Use by Home Based Care  Programs

		For Local Adaptation

		Register prepared by: ____________________________										Reporting Period: _________________

		Date of Enrollment		Full name of the service provider		Gender				Age		Address                       (Province, District, Village)		Paid		Unpaid		Lost to follow up

						M		F										Date		**Reason

		**Lost to follow up

		1) Dropped out, 2) Fired, 3) Moved, 4) Died, 5) Unknown, 6) Other (Specify)
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Training Record

		CLPIR Tool Kit (HBC_6)

		Training Record Form for Service Providers: For use by Home Based Care Programs

		For Local Adaptation

		Province: ______________________   District:___________________								Name of the facilitator: ______________________       Date of the training: ________

		Topic of the training: 1) Clinical Care, 2) Psychological Care, 3) Spiritual Care,  4) Supportive Care, 5) Prevention Care, 6) Other (Specify)

		Specific title of the training: ____________________________________

		Name		Male		Female		Home Location of Trainees                                                 Province, District, Village		Type of trainee										Have you received a training on the same topic since (      )?		Did you receive any of the listed training since (      )?

										Caregiver		Teacher		Social Worker		Community Leader		Other (Secify)

		Total

		Comments and Remarks
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Support Summary

		CLPIR Tool Kit (HBC_7)

		Support Summary Form: For use by Homebased Care Programs

		For Local Adapatation

		Name of the Provider : ___________________        Province: ____________________    District: __________________

		Period From: _____________ To: _____________

		Date		Name of Service Recipient		Type of Support Provided								Type of Service Provider								Signature

						Material         (#)				Monetary		Mentorship/Supervision		Caregiver		Social Worker		Volunteer		Community Leader

		Total

		Comments and Remarks:
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Enrollment Summary

		CLPIR Tool Kit (HBC_8)

		Home Based Care Enrollment Summary Sheet: For Use by Home Based Care Programs

		For Local Adaptation

		Province: _________________                    District: ____________________

		Prepared By: _______________________

		Reporting Period: From ___________  To _____________

		Age -->				<18		18-24		25-29		30+		Total

		(1) Enrolled from the previous reporting period		Female

				Male

				Total

		(2) Newly enrolled patients		Female

				Male

				Total

		(3) Lost to follow up patients		Female

				Male

				Total

		(4) Currently enrolled patients = (1)+(2)-(3)		Female

				Male

				Total

		Comments and Remarks

		Signature of service provider: _______________________      Date: ______________

		Signature of supervisor: ______________________      Date: _____________
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Periodic Report

		

		Periodic Summary Report (HBC_9)

		For Local Adaptation

		Name of Organization: _________________										Reporting Period: ______________________

		Section A: List of Indicators

		Indicator		Achieved

		1) Number of patients enrolled in a program		1.1) By Age

								<18		18-24		25-29		30+		Total

				New		M

						F

						Total

				Currently Enrolled		M

						F

						Total

		2) Number of patients provided with home based care and support services		2.1) By Age

								<18		18-24		25-29		30+		Total

				M

				F

				Total

				2.2) By Type of Services (***A patient can receive support in more than one area)

								Clinical Care		Psychological Care		Spiritual Care		Supportive Care		Prevention Care		Other (Specify)

				M

				F

				Total

		3) Number of patients provided with ARV adherence support		3.1) By Type of ARV support (***A patient can receive support in more than one area)

								Client Education		Pill Count		Pre-ART Counseling		Buddy Support		Other (Specify)

				M

				F

				Total

		4) Number of patients lost to follow up		4.1) By Reason

								Dropped out		Migrated		Dead		Unknown		Other (Specify)		Total

				M

				F

				Total

		5) Number of patients referred for other services by type of service		5.1) By Service (***A patient can be referred to services in more than one area)

								TB		ART		Opotunistic Infection		STI		Other (Specify)

				M

				F

				Total

		6) Number of patients visited at least once in the given period.

		7) Number of individuals trained to provide care for HBC clients		7.1) Number trained

				7.2) By Type of Training (***An individual can be trained in more than one area)

								Clinical Care		Psychological Care		Spiritual Care		Supportive Care		Prevention Care		Other (Specify)

				M

				F

				Total

		Indicator		Achieved

		8) Number of individuals supported to provide care for HBC Clients		8.1) By Type of support (***An individual can receive support in more than one area)

								Material		Monetary		Mentorship/Supervision		Other (Specify)

				Number of individual

		9) Number of trained providers who have stopped their involvement with the program		9.1) By Type of provider

								Paid				Unpaid				Total

				Number of providers

		10) Number of community mobilization meetings held		10.1) Type of meeting

								Community		Leader		School		Other (Specify)		Total

				Number of meetings

		11) Number of community leaders supported to provide care to HBC clients		11.1) By Type of leaders

								Religious		Community		Political		Other (Specify)		Total

				Number of leaders

		12) Number of providers with stock out of essnetial supply		12.1) By Type of supply

								HBC Kit		HIV Testing Kit		Drugs		IEC Materials		Other (Specify)

				Number of stock outs

		13) Any other indicators identified by program

		14) Any other indicators identified by program

		Section B: Narrative

		1) Major issues raised

		2) Achievements and success stories

		3) Challenges and lessons learned

		4) Recommendations

		Section C: Submission

		Date of submission: ________________________				Prepared by: ______________________________						Signature: ______________________________________
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_1343817887.xls
HBC Enrollment Form

		CLPIR Tool Kit

		Homebased Care Enrollment Form: For Use by Homebased Care Programs

		For Local Adaptation

		Prepared by: ___________________________

		Province: __________________                          District: ______________________

		Village: ____________________                       Date of Enrollment: ______________

		Patient Information

		1) Patient Name: _____________________________

		2) Gender : Male  □  Female □             3) Age: _________________

		4) Marital Status:  Single □    Married  □     Widonw/Widower □      Divorced    □  On separation  □

		5) Complete Address

		Province: __________________   District: ______________________ Village: _______________

		Household Identification Information: __________________________________

		Caregiver Information

		1) Whether the Patient has a Caregiver:								Yes  □        No □

		2) Name of Caregiver: ________________________________

		3) Gender of Caregiver: Male / Female										4) Age of Caregiver : _________

		5) Type of Caregiver						Family Member □				Neighbor □		Other (Specify)

								Social Worker □				Relative □

		6) Number of people living with HIV/AIDS in the Household: ___________

		Patient Status Information

		1) Functional Status:						Working - Active □						Bedridden □

								Ambulatory - Walking Around □						Other (Specify)

		2) Symptom/Major problem

		1. Pain □   2. Loss of Weight □   3. Diarrhea  □    4. Mouth Infection □   5. Lymph nodes □

		6. Fever  □    7. Skin Disease □  8. Herpes Zoster □    9. TB  □  10  Other (Specify)

		3) Medicacation taken by patient

		ARV □      TB  □      Contrimoxizole  □   Other (Specify)

		4) Support Needed

		1. Medical support □      2. Legal Aid □      3. Psychological Support  □     4. Food/Nutrition □

		5. Shelter/Houshing □    6. VCT and Prevention Support □     7. Spiritual Support □   Other (Specify)

		Comments and Remarks
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Home Visit Register

		CLPIR Tool Kit

		Home Visit Register: For use by Homebased Care Programs

		For Local Adaptation

		Name of organization: _____________________________________																						Reporting Period from ______________ To_______________

		Name of Servfice Provider: __________________________________                Province: ________________________ District: _________________

		Name of Patient: __________________________________																				Gender:  Male   /   Female                                          Age: _________

		Address of Patient

		Province: _________________________      District: _________________________________     Village: ____________________________

		A: Type of Support Provided to Patient																										B: Refarral

		Date		Support												ARV Adherence										Follow Up Visit		Referral

				Clinical Care		Psychological Care		Spiritual Care		Supportive Care		Prevention Care		Other (Specify)		Client Education		Pill Count		Pre-ART Counselng		Buddy Support		Other (Specify)				TB		ART		Opotunistic Infection		STI		Other (Specify)

		C: Lost to follow up date: ________________														Reason for leaving:  1) Dropped out, 2) Migrated, 3) Died, 4) Unknown, 5) Other (Specify)

		Comments and Remarks:
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Referral Sheet

		

		Two-Way Referral Form (HBC_3)

		For Local Adaptation

		To be filled by organization making the referral (Referring Organization)

		Client's name: ………………………																Age: ……… Sex: ……….

		Address: ………………………………………………………………………

		Referred From: …………………………………………										Referred To: ………………………………………..

		1. Medical Treatment				(     )		9. Micro Credit Scheme				(     )		17. Faith Based Support				(     )

		2. STI Treatment				(     )		10. Financial Support				(     )		18. Treatment Support				(     )

		3. VCT				(     )		11. Social Support				(     )		19. PEP Services				(     )

		4. ARV				(     )		12. Peer Counseling				(     )		20. Micro Finance				(     )

		5. PMTCT Services				(     )		13. Psycho Social Support				(     )		21. Pharmacy				(     )

		6. Home Based Care				(     )		14. PLWHA Support				(     )		22. OB/GYN Services				(     )

		7. Welfare Assistance				(     )		15. Youth Support Groups				(     )		23. Others				(     )

		8. RH/FP				(     )		16. Nutrition Support				(     )

		Name & Signature of Person Referring: ………...……..…………………… Title/Position: …………….………….

										Please detach along this line

		Two-Way Referral Form

		To be filled out by organization making the referral (Referring Organization)

		Client's name: ………………………																Age: ……… Sex: ……….

		Address: ………………………………………………………………………

		Referred From: …………………………………………										Referred To: ………………………………………..

		1. Medical Treatment				(     )		9. Micro Credit Scheme				(     )		17. Faith Based Support				(     )

		2. STI Treatment				(     )		10. Financial Support				(     )		18. Treatment Support				(     )

		3. VCT?				(     )		11. Social Support				(     )		19. PEP Services				(     )

		4. ARV				(     )		12. Peer Counseling				(     )		20. Micro Finance				(     )

		5. PMTCT Services				(     )		13. Psycho Social Support				(     )		21. Pharmacy				(     )

		6. Home Based Care				(     )		14. PLWHA Support				(     )		22. OB/GYN Services				(     )

		7. Welfare Assistance				(     )		15. Youth Support Groups				(     )		23. Others				(     )

		8. RH/FP				(     )		16. Nutrition Support				(     )

		Name & Signature of Person Referring: ………...……..…………………… Title/Position: …………….………….

										Please detach along this line

		To be filled out by the organization receiving the referral (Receiving Organization)

		Name of Receiving Organization: ……………………………………………….  Phone Number: ………………………………

		Address: …………………………………………………….

		List of Services Provided						Services Completed as Requested Y/N						Follow Up Needed Y/N				Follow Up Date

		Additional Comments:

		Client's name: ………………………																Age: ……… Sex: ……….

		Address: ………………………………………………………………………

		Name & Signature of the Person Treating: ………...……..…………………… Title/Position: …………….………….
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HBC Provider Report

		CLPIR Tool Kit

		Home Based Care Provider Report: For use by Homebased Care Programs

		For Local Adaptation

		Name of Service Provider: __________________________________																										Reporting Period from ______________ To______________

		A: Patient provided with service																						C: Lost to follow up														D: Stock Out of Essential Supplies

		Age																						Age														HBC Kit		HIV Testing Kit		Drugs		IEC Materials		Other (Specify)

				<18				18-24				25-29				30+				Total						<18		18-14		25-29		30+		Total

		M		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ								M		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ

		F		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ								F		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ

		Total																						Total

		B: Type of Support Provided to Patient

				Support												ARV Adherence										Follow Up Visit		Referral										Reason for leaving

				Clinical Care		Psychological Care		Spiritual Care		Supportive Care		Prevention Care		Other (Specify)		Client Education		Pill Count		Pre-ART Counselng		Buddy Support		Other (Specify)				TB		ART		Opotunistic Infection		STI		Other (Specify)		Dropped out		Migrated		Died		Unknown

		M		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ

		F		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ

		Total

		E: Comments and Remarks:

		Signature of Service Provider: _______________________________      Date: __________________

		Signature of Supervisor: __________________________________        Date: __________________
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Register for Service Provider

		CLPIR Tool Kit

		Register for Service Providers for Use by Home Based Care  Programs

		For Local Adaptation

		Register prepared by: ____________________________										Reporting Period: _________________

		Date of Enrollment		Full name of the service provider		Gender				Age		Address                       (Province, District, Village)		Paid		Unpaid		Lost to follow up

						M		F										Date		**Reason

		**Lost to follow up

		1) Dropped out, 2) Fired, 3) Moved, 4) Died, 5) Unknown, 6) Other (Specify)
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Training Record

		CLPIR Tool Kit

		Training Record Form for Service Providers: For use by Home Based Care Programs

		For Local Adaptation

		Province: ______________________   District:___________________								Name of the facilitator: ______________________       Date of the training: ________

		Topic of the training: 1) Clinical Care, 2) Psychological Care, 3) Spiritual Care,  4) Supportive Care, 5) Prevention Care, 6) Other (Specify)

		Specific title of the training: ____________________________________

		Name		Male		Female		Home Location of Trainees                                                 Province, District, Village		Type of trainee										Have you received a training on the same topic since (      )?		Did you receive any of the listed training since (      )?

										Caregiver		Teacher		Social Worker		Community Leader		Other (Secify)

		Total

		Comments and Remarks
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Support Summary

		CLPIR Tool Kit

		Support Summary Form: For use by Homebased Care Programs

		For Local Adapatation

		Name of the Provider : ___________________        Province: ____________________    District: __________________

		Period From: _____________ To: _____________

		Date		Name of Service Recipient		Type of Support Provided								Type of Service Provider								Signature

						Material         (#)				Monetary		Mentorship/Supervision		Caregiver		Social Worker		Volunteer		Community Leader

		Total

		Comments and Remarks:
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Enrollment Summary

		CLPIR Tool Kit

		Home Based Care Enrollment Summary Sheet: For Use by Home Based Care Programs

		For Local Adaptation

		Province: _________________                    District: ____________________

		Prepared By: _______________________

		Reporting Period: From ___________  To _____________

		Age -->				<18		18-24		25-29		30+		Total

		(1) Enrolled from the previous reporting period		Female

				Male

				Total

		(2) Newly enrolled patients		Female

				Male

				Total

		(3) Lost to follow up patients		Female

				Male

				Total

		(4) Currently enrolled patients = (1)+(2)-(3)		Female

				Male

				Total

		Comments and Remarks

		Signature of service provider: _______________________      Date: ______________

		Signature of supervisor: ______________________      Date: _____________
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Periodic Report

		CLPIR Tool Kit

		CLPIR Periodic Summary Report: For Use by Homebased Care Programs

		For Local Adaptation

		Name of Organization: _________________										Reporting Period: ______________________

		Section A: List of indicators

		Indicator		Achieved

		1) Number of patients enrolled in a program		1.1) By Age

								<18		18-24		25-29		30+		Total

				New		M

						F

						Total

				Currently Enrolled		M

						F

						Total

		2) Number of patients provided with home based care and support services		2.1) By Age

								<18		18-24		25-29		30+		Total

				M

				F

				Total

				2.2) By Type of Services (***A patient can receive support in more than one area)

								Clinical Care		Psychological Care		Spiritual Care		Supportive Care		Prevention Care		Other (Specify)

				M

				F

				Total

		3) Number of patients provided with ARV adherence support		3.1) By Type of ARV support (***A patient can receive support in more than one area)

								Client Education		Pill Count		Pre-ART Counseling		Buddy Support		Other (Specify)

				M

				F

				Total

		4) Number of patients lost to follow up		4.1) By Reason

								Dropped out		Migrated		Dead		Unknown		Other (Specify)		Total

				M

				F

				Total

		5) Number of patients referred for other services by type of service		5.1) By Service (***A patient can be referred to services in more than one area)

								TB		ART		Opotunistic Infection		STI		Other (Specify)

				M

				F

				Total

		6) Number of patients visited at least once in the given period.

		7) Number of individuals trained to provide care for HBC clients		7.1) Number trained

				7.2) By Type of Training (***An individual can be trained in more than one area)

								Clinical Care		Psychological Care		Spiritual Care		Supportive Care		Prevention Care		Other (Specify)

				M

				F

				Total

		Indicator		Achieved

		8) Number of individuals supported to provide care for HBC Clients		8.1) By Type of support (***An individual can receive support in more than one area)

								Material		Monetary		Mentorship/Supervision		Other (Specify)

				Number of individual

		9) Number of trained providers who have stopped their involvement with the program		9.1) By Type of provider

								Paid				Unpaid				Total

				Number of providers

		10) Number of community mobilization meetings held		10.1) Type of meeting

								Community		Leader		School		Other (Specify)		Total

				Number of meetings

		11) Number of community leaders supported to provide care to HBC clients		11.1) By Type of leaders

								Religious		Community		Political		Other (Specify)		Total

				Number of leaders

		12) Number of providers with stock out of essnetial supply		12.1) By Type of supply

								HBC Kit		HIV Testing Kit		Drugs		IEC Materials		Other (Specify)

				Number of stock outs

		13) Any other indicators identified by program

		14) Any other indicators identified by program

		Section B: Narrative

		1) Major issues raised

		2) Achievements and success stories

		3) Challenges and lessons learned

		4) Recommendations

		Section C: Submission

		Date of submission: ________________________				Prepared by: ______________________________						Signature: ______________________________________
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_1343651645.xls
HBC Enrollment Form

		CLPIR Tool Kit

		Homebased Care Enrollment Form: For Use by Homebased Care Programs

		For Local Adaptation

		Prepared by: ___________________________

		Province: __________________                          District: ______________________

		Village: ____________________                       Date of Enrollment: ______________

		Patient Information

		1) Patient Name: _____________________________

		2) Gender : Male  □  Female □             3) Age: _________________

		4) Marital Status:  Single □    Married  □     Widonw/Widower □      Divorced    □  On separation  □

		5) Complete Address

		Province: __________________   District: ______________________ Village: _______________

		Household Identification Information: __________________________________

		Caregiver Information

		1) Whether the Patient has a Caregiver:								Yes  □        No □

		2) Name of Caregiver: ________________________________

		3) Gender of Caregiver: Male / Female										4) Age of Caregiver : _________

		5) Type of Caregiver						Family Member □				Neighbor □		Other (Specify)

								Social Worker □				Relative □

		6) Number of people living with HIV/AIDS in the Household: ___________

		Patient Status Information

		1) Functional Status:						Working - Active □						Bedridden □

								Ambulatory - Walking Around □						Other (Specify)

		2) Symptom/Major problem

		1. Pain □   2. Loss of Weight □   3. Diarrhea  □    4. Mouth Infection □   5. Lymph nodes □

		6. Fever  □    7. Skin Disease □  8. Herpes Zoster □    9. TB  □  10  Other (Specify)

		3) Medicacation taken by patient

		ARV □      TB  □      Contrimoxizole  □   Other (Specify)

		4) Support Needed

		1. Medical support □      2. Legal Aid □      3. Psychological Support  □     4. Food/Nutrition □

		5. Shelter/Houshing □    6. VCT and Prevention Support □     7. Spiritual Support □   Other (Specify)

		Comments and Remarks



&R&"Arial,Bold"&12(HBC_1)



Home Visit Register

		CLPIR Tool Kit

		Home Visit Register: For use by Homebased Care Programs

		For Local Adaptation

		Name of organization: _____________________________________																						Reporting Period from ______________ To_______________

		Name of Servfice Provider: __________________________________                Province: ________________________ District: _________________

		Name of Patient: __________________________________																				Gender:  Male   /   Female                                          Age: _________

		Address of Patient

		Province: _________________________      District: _________________________________     Village: ____________________________

		A: Type of Support Provided to Patient																										B: Refarral

		Date		Support												ARV Adherence										Follow Up Visit		Referral

				Clinical Care		Psychological Care		Spiritual Care		Supportive Care		Prevention Care		Other (Specify)		Client Education		Pill Count		Pre-ART Counselng		Buddy Support		Other (Specify)				TB		ART		Opotunistic Infection		STI		Other (Specify)

		C: Lost to follow up date: ________________														Reason for leaving:  1) Dropped out, 2) Migrated, 3) Died, 4) Unknown, 5) Other (Specify)

		Comments and Remarks:



&R&"Arial,Bold"&12(HBC_2)



Referral Sheet

		CLPIR Tool Kit

		Two-Way Referral Form: For Use by Home Based Care Programs

		For Local Adaptation

		To be filled by organization making the referral (Referring Organization)

		Client's name: ………………………																Age: ……… Sex: ……….

		Address: ………………………………………………………………………

		Referred From: …………………………………………										Referred To: ………………………………………..

		1. Medical Treatment				(     )		9. Micro Credit Scheme				(     )		17. Faith Based Support				(     )

		2. STI Treatment				(     )		10. Financial Support				(     )		18. Treatment Support				(     )

		3. VCT				(     )		11. Social Support				(     )		19. PEP Services				(     )

		4. ARV				(     )		12. Peer Counseling				(     )		20. Micro Finance				(     )

		5. PMTCT Services				(     )		13. Psycho Social Support				(     )		21. Pharmacy				(     )

		6. Home Based Care				(     )		14. PLWHA Support				(     )		22. OB/GYN Services				(     )

		7. Welfare Assistance				(     )		15. Youth Support Groups				(     )		23. Others				(     )

		8. RH/FP				(     )		16. Nutrition Support				(     )

		Name & Signature of Person Referring: ………...……..…………………… Title/Position: …………….………….

										Please detach along this lines

		Two-Way Referral Form

		To be filled out by organization making the referral (Referring Organization)

		Client's name: ………………………																Age: ……… Sex: ……….

		Address: ………………………………………………………………………

		Referred From: …………………………………………										Referred To: ………………………………………..

		1. Medical Treatment				(     )		9. Micro Credit Scheme				(     )		17. Faith Based Support				(     )

		2. STI Treatment				(     )		10. Financial Support				(     )		18. Treatment Support				(     )

		3. VCT?				(     )		11. Social Support				(     )		19. PEP Services				(     )

		4. ARV				(     )		12. Peer Counseling				(     )		20. Micro Finance				(     )

		5. PMTCT Services				(     )		13. Psycho Social Support				(     )		21. Pharmacy				(     )

		6. Home Based Care				(     )		14. PLWHA Support				(     )		22. OB/GYN Services				(     )

		7. Welfare Assistance				(     )		15. Youth Support Groups				(     )		23. Others				(     )

		8. RH/FP				(     )		16. Nutrition Support				(     )

		Name & Signature of Person Referring: ………...……..…………………… Title/Position: …………….………….

										Please detach along this lines

		To be filled out by the organization receiving the referral (Receiving Organization)

		Name of Receiving Organization: ……………………………………………….  Phone Number: ………………………………

		Address: …………………………………………………….

		List of Services Provided						Services Completed as Requested Y/N						Follow Up Needed Y/N				Follow Up Date

		Additional Comments:

		Client's name: ………………………																Age: ……… Sex: ……….

		Address: ………………………………………………………………………

		Name & Signature of the Person Treating: ………...……..…………………… Title/Position: …………….………….



&RAdapated by CEDPA Nigeria
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HBC Provider Report

		CLPIR Tool Kit (HBC_04)

		Home Based Care Provider Report: For use by Homebased Care Programs

		For Local Adaptation

		Name of Service Provider: __________________________________																										Reporting Period from ______________ To______________

		A: Patient provided with service																						C: Lost to follow up														D: Stock Out of Essential Supplies

		Age																						Age														HBC Kit		HIV Testing Kit		Drugs		IEC Materials		Other (Specify)

				<18				18-24				25-29				30+				Total						<18		18-14		25-29		30+		Total

		M		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ								M		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ

		F		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ								F		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ

		Total																						Total

		B: Type of Support Provided to Patient

				Support												ARV Adherence										Follow Up Visit		Referral										Reason for leaving

				Clinical Care		Psychological Care		Spiritual Care		Supportive Care		Prevention Care		Other (Specify)		Client Education		Pill Count		Pre-ART Counselng		Buddy Support		Other (Specify)				TB		ART		Opotunistic Infection		STI		Other (Specify)		Dropped out		Migrated		Died		Unknown

		M		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ

		F		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ

		Total

		E: Comments and Remarks:

		Signature of Service Provider: _______________________________      Date: __________________

		Signature of Supervisor: __________________________________        Date: __________________
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Register for Service Provider

		CLPIR Tool Kit (HBC_5)

		Register for Service Providers for Use by Home Based Care  Programs

		For Local Adaptation

		Register prepared by: ____________________________										Reporting Period: _________________

		Date of Enrollment		Full name of the service provider		Gender				Age		Address                       (Province, District, Village)		Paid		Unpaid		Lost to follow up

						M		F										Date		**Reason

		**Lost to follow up

		1) Dropped out, 2) Fired, 3) Moved, 4) Died, 5) Unknown, 6) Other (Specify)



&R&"Arial,Bold"&12(HBC_5)



Training Record

		CLPIR Tool Kit (HBC_6)

		Training Record Form for Service Providers: For use by Home Based Care Programs

		For Local Adaptation

		Province: ______________________   District:___________________								Name of the facilitator: ______________________       Date of the training: ________

		Topic of the training: 1) Clinical Care, 2) Psychological Care, 3) Spiritual Care,  4) Supportive Care, 5) Prevention Care, 6) Other (Specify)

		Specific title of the training: ____________________________________

		Name		Male		Female		Home Location of Trainees                                                 Province, District, Village		Type of trainee										Have you received a training on the same topic since (      )?		Did you receive any of the listed training since (      )?

										Caregiver		Teacher		Social Worker		Community Leader		Other (Secify)

		Total

		Comments and Remarks
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Support Summary

		CLPIR Tool Kit (HBC_7)

		Support Summary Form: For use by Homebased Care Programs

		For Local Adapatation

		Name of the Provider : ___________________        Province: ____________________    District: __________________

		Period From: _____________ To: _____________

		Date		Name of Service Recipient		Type of Support Provided								Type of Service Provider								Signature

						Material         (#)				Monetary		Mentorship/Supervision		Caregiver		Social Worker		Volunteer		Community Leader

		Total

		Comments and Remarks:
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Enrollment Summary

		

		Home-Based Care Enrollment Summary Sheet (HBC_8)

		For Local Adaptation

		Province: _________________                    District: ____________________

		Prepared By: _______________________

		Reporting Period: From ___________  To _____________

		Age -->				<18		18-24		25-29		30+		Total

		(1) Enrolled from the previous reporting period		Female

				Male

				Total

		(2) Newly enrolled patients		Female

				Male

				Total

		(3) Lost to follow up patients		Female

				Male

				Total

		(4) Currently enrolled patients = (1)+(2)-(3)		Female

				Male

				Total

		Comments and Remarks

		Signature of service provider: _______________________      Date: ______________

		Signature of supervisor: ______________________      Date: _____________
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Periodic Report

		CLPIR Tool Kit

		CLPIR Periodic Summary Report: For Use by Homebased Care Programs

		For Local Adaptation

		Name of Organization: _________________										Reporting Period: ______________________

		Section A: List of indicators

		Indicator		Achieved

		1) Number of patients enrolled in a program		1.1) By Age

								<18		18-24		25-29		30+		Total

				New		M

						F

						Total

				Currently Enrolled		M

						F

						Total

		2) Number of patients provided with home based care and support services		2.1) By Age

								<18		18-24		25-29		30+		Total

				M

				F

				Total

				2.2) By Type of Services (***A patient can receive support in more than one area)

								Clinical Care		Psychological Care		Spiritual Care		Supportive Care		Prevention Care		Other (Specify)

				M

				F

				Total

		3) Number of patients provided with ARV adherence support		3.1) By Type of ARV support (***A patient can receive support in more than one area)

								Client Education		Pill Count		Pre-ART Counseling		Buddy Support		Other (Specify)

				M

				F

				Total

		4) Number of patients lost to follow up		4.1) By Reason

								Dropped out		Migrated		Dead		Unknown		Other (Specify)		Total

				M

				F

				Total

		5) Number of patients referred for other services by type of service		5.1) By Service (***A patient can be referred to services in more than one area)

								TB		ART		Opotunistic Infection		STI		Other (Specify)

				M

				F

				Total

		6) Number of patients visited at least once in the given period.

		7) Number of individuals trained to provide care for HBC clients		7.1) Number trained

				7.2) By Type of Training (***An individual can be trained in more than one area)

								Clinical Care		Psychological Care		Spiritual Care		Supportive Care		Prevention Care		Other (Specify)

				M

				F

				Total

		Indicator		Achieved

		8) Number of individuals supported to provide care for HBC Clients		8.1) By Type of support (***An individual can receive support in more than one area)

								Material		Monetary		Mentorship/Supervision		Other (Specify)

				Number of individual

		9) Number of trained providers who have stopped their involvement with the program		9.1) By Type of provider

								Paid				Unpaid				Total

				Number of providers

		10) Number of community mobilization meetings held		10.1) Type of meeting

								Community		Leader		School		Other (Specify)		Total

				Number of meetings

		11) Number of community leaders supported to provide care to HBC clients		11.1) By Type of leaders

								Religious		Community		Political		Other (Specify)		Total

				Number of leaders

		12) Number of providers with stock out of essnetial supply		12.1) By Type of supply

								HBC Kit		HIV Testing Kit		Drugs		IEC Materials		Other (Specify)

				Number of stock outs

		13) Any other indicators identified by program

		14) Any other indicators identified by program

		Section B: Narrative

		1) Major issues raised

		2) Achievements and success stories

		3) Challenges and lessons learned

		4) Recommendations

		Section C: Submission

		Date of submission: ________________________				Prepared by: ______________________________						Signature: ______________________________________
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_1343651426.xls
HBC Enrollment Form

		CLPIR Tool Kit

		Homebased Care Enrollment Form: For Use by Homebased Care Programs

		For Local Adaptation

		Prepared by: ___________________________

		Province: __________________                          District: ______________________

		Village: ____________________                       Date of Enrollment: ______________

		Patient Information

		1) Patient Name: _____________________________

		2) Gender : Male  □  Female □             3) Age: _________________

		4) Marital Status:  Single □    Married  □     Widonw/Widower □      Divorced    □  On separation  □

		5) Complete Address

		Province: __________________   District: ______________________ Village: _______________

		Household Identification Information: __________________________________

		Caregiver Information

		1) Whether the Patient has a Caregiver:								Yes  □        No □

		2) Name of Caregiver: ________________________________

		3) Gender of Caregiver: Male / Female										4) Age of Caregiver : _________

		5) Type of Caregiver						Family Member □				Neighbor □		Other (Specify)

								Social Worker □				Relative □

		6) Number of people living with HIV/AIDS in the Household: ___________

		Patient Status Information

		1) Functional Status:						Working - Active □						Bedridden □

								Ambulatory - Walking Around □						Other (Specify)

		2) Symptom/Major problem

		1. Pain □   2. Loss of Weight □   3. Diarrhea  □    4. Mouth Infection □   5. Lymph nodes □

		6. Fever  □    7. Skin Disease □  8. Herpes Zoster □    9. TB  □  10  Other (Specify)

		3) Medicacation taken by patient

		ARV □      TB  □      Contrimoxizole  □   Other (Specify)

		4) Support Needed

		1. Medical support □      2. Legal Aid □      3. Psychological Support  □     4. Food/Nutrition □

		5. Shelter/Houshing □    6. VCT and Prevention Support □     7. Spiritual Support □   Other (Specify)

		Comments and Remarks
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Home Visit Register

		CLPIR Tool Kit

		Home Visit Register: For use by Homebased Care Programs

		For Local Adaptation

		Name of organization: _____________________________________																						Reporting Period from ______________ To_______________

		Name of Servfice Provider: __________________________________                Province: ________________________ District: _________________

		Name of Patient: __________________________________																				Gender:  Male   /   Female                                          Age: _________

		Address of Patient

		Province: _________________________      District: _________________________________     Village: ____________________________

		A: Type of Support Provided to Patient																										B: Refarral

		Date		Support												ARV Adherence										Follow Up Visit		Referral

				Clinical Care		Psychological Care		Spiritual Care		Supportive Care		Prevention Care		Other (Specify)		Client Education		Pill Count		Pre-ART Counselng		Buddy Support		Other (Specify)				TB		ART		Opotunistic Infection		STI		Other (Specify)

		C: Lost to follow up date: ________________														Reason for leaving:  1) Dropped out, 2) Migrated, 3) Died, 4) Unknown, 5) Other (Specify)

		Comments and Remarks:
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Referral Sheet

		CLPIR Tool Kit

		Two-Way Referral Form: For Use by Home Based Care Programs

		For Local Adaptation

		To be filled by organization making the referral (Referring Organization)

		Client's name: ………………………																Age: ……… Sex: ……….

		Address: ………………………………………………………………………

		Referred From: …………………………………………										Referred To: ………………………………………..

		1. Medical Treatment				(     )		9. Micro Credit Scheme				(     )		17. Faith Based Support				(     )

		2. STI Treatment				(     )		10. Financial Support				(     )		18. Treatment Support				(     )

		3. VCT				(     )		11. Social Support				(     )		19. PEP Services				(     )

		4. ARV				(     )		12. Peer Counseling				(     )		20. Micro Finance				(     )

		5. PMTCT Services				(     )		13. Psycho Social Support				(     )		21. Pharmacy				(     )

		6. Home Based Care				(     )		14. PLWHA Support				(     )		22. OB/GYN Services				(     )

		7. Welfare Assistance				(     )		15. Youth Support Groups				(     )		23. Others				(     )

		8. RH/FP				(     )		16. Nutrition Support				(     )

		Name & Signature of Person Referring: ………...……..…………………… Title/Position: …………….………….

										Please detach along this lines

		Two-Way Referral Form

		To be filled out by organization making the referral (Referring Organization)

		Client's name: ………………………																Age: ……… Sex: ……….

		Address: ………………………………………………………………………

		Referred From: …………………………………………										Referred To: ………………………………………..

		1. Medical Treatment				(     )		9. Micro Credit Scheme				(     )		17. Faith Based Support				(     )

		2. STI Treatment				(     )		10. Financial Support				(     )		18. Treatment Support				(     )

		3. VCT?				(     )		11. Social Support				(     )		19. PEP Services				(     )

		4. ARV				(     )		12. Peer Counseling				(     )		20. Micro Finance				(     )

		5. PMTCT Services				(     )		13. Psycho Social Support				(     )		21. Pharmacy				(     )

		6. Home Based Care				(     )		14. PLWHA Support				(     )		22. OB/GYN Services				(     )

		7. Welfare Assistance				(     )		15. Youth Support Groups				(     )		23. Others				(     )

		8. RH/FP				(     )		16. Nutrition Support				(     )

		Name & Signature of Person Referring: ………...……..…………………… Title/Position: …………….………….

										Please detach along this lines

		To be filled out by the organization receiving the referral (Receiving Organization)

		Name of Receiving Organization: ……………………………………………….  Phone Number: ………………………………

		Address: …………………………………………………….

		List of Services Provided						Services Completed as Requested Y/N						Follow Up Needed Y/N				Follow Up Date

		Additional Comments:

		Client's name: ………………………																Age: ……… Sex: ……….

		Address: ………………………………………………………………………

		Name & Signature of the Person Treating: ………...……..…………………… Title/Position: …………….………….



&RAdapated by CEDPA Nigeria
&"Arial,Bold"&12(HBC_3)



HBC Provider Report

		CLPIR Tool Kit (HBC_04)

		Home Based Care Provider Report: For use by Homebased Care Programs

		For Local Adaptation

		Name of Service Provider: __________________________________																										Reporting Period from ______________ To______________

		A: Patient provided with service																						C: Lost to follow up														D: Stock Out of Essential Supplies

		Age																						Age														HBC Kit		HIV Testing Kit		Drugs		IEC Materials		Other (Specify)

				<18				18-24				25-29				30+				Total						<18		18-14		25-29		30+		Total

		M		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ								M		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ

		F		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ								F		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ

		Total																						Total

		B: Type of Support Provided to Patient

				Support												ARV Adherence										Follow Up Visit		Referral										Reason for leaving

				Clinical Care		Psychological Care		Spiritual Care		Supportive Care		Prevention Care		Other (Specify)		Client Education		Pill Count		Pre-ART Counselng		Buddy Support		Other (Specify)				TB		ART		Opotunistic Infection		STI		Other (Specify)		Dropped out		Migrated		Died		Unknown

		M		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ

		F		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ

		Total

		E: Comments and Remarks:

		Signature of Service Provider: _______________________________      Date: __________________

		Signature of Supervisor: __________________________________        Date: __________________



&R&"Arial,Bold"&12(HBC_4)



Register for Service Provider

		CLPIR Tool Kit (HBC_5)

		Register for Service Providers for Use by Home Based Care  Programs

		For Local Adaptation

		Register prepared by: ____________________________										Reporting Period: _________________

		Date of Enrollment		Full name of the service provider		Gender				Age		Address                       (Province, District, Village)		Paid		Unpaid		Lost to follow up

						M		F										Date		**Reason

		**Lost to follow up

		1) Dropped out, 2) Fired, 3) Moved, 4) Died, 5) Unknown, 6) Other (Specify)



&R&"Arial,Bold"&12(HBC_5)



Training Record

		

		Training Record Form (HBC_6)

		For Local Adaptation

		Province: ______________________   District:___________________								Name of the facilitator: ______________________       Date of the training: ________

		Topic of the training: 1) Clinical Care, 2) Psychological Care, 3) Spiritual Care,  4) Supportive Care, 5) Prevention Care, 6) Other (Specify)

		Specific title of the training: ____________________________________

		Name		Male		Female		Home Location of Trainees                                                 Province, District, Village		Type of trainee										Have you received a training on the same topic since (      )?		Did you receive any of the listed training since (      )?

										Caregiver		Teacher		Social Worker		Community Leader		Other (Secify)

		Total

		Comments and Remarks



&R&"Arial,Bold"&12(HBC_6)



Support Summary

		CLPIR Tool Kit

		Support Summary Form: For use by Homebased Care Programs

		For Local Adapatation

		Name of the Provider : ___________________        Province: ____________________    District: __________________

		Period From: _____________ To: _____________

		Date		Name of Service Recipient		Type of Support Provided								Type of Service Provider								Signature

						Material         (#)				Monetary		Mentorship/Supervision		Caregiver		Social Worker		Volunteer		Community Leader

		Total

		Comments and Remarks:



&R&"Arial,Bold"&12(HBC_7)



Enrollment Summary

		CLPIR Tool Kit

		Home Based Care Enrollment Summary Sheet: For Use by Home Based Care Programs

		For Local Adaptation

		Province: _________________                    District: ____________________

		Prepared By: _______________________

		Reporting Period: From ___________  To _____________

		Age -->				<18		18-24		25-29		30+		Total

		(1) Enrolled from the previous reporting period		Female

				Male

				Total

		(2) Newly enrolled patients		Female

				Male

				Total

		(3) Lost to follow up patients		Female

				Male

				Total

		(4) Currently enrolled patients = (1)+(2)-(3)		Female

				Male

				Total

		Comments and Remarks

		Signature of service provider: _______________________      Date: ______________

		Signature of supervisor: ______________________      Date: _____________



&R&"Arial,Bold"&12(HBC_8)



Periodic Report

		CLPIR Tool Kit

		CLPIR Periodic Summary Report: For Use by Homebased Care Programs

		For Local Adaptation

		Name of Organization: _________________										Reporting Period: ______________________

		Section A: List of indicators

		Indicator		Achieved

		1) Number of patients enrolled in a program		1.1) By Age

								<18		18-24		25-29		30+		Total

				New		M

						F

						Total

				Currently Enrolled		M

						F

						Total

		2) Number of patients provided with home based care and support services		2.1) By Age

								<18		18-24		25-29		30+		Total

				M

				F

				Total

				2.2) By Type of Services (***A patient can receive support in more than one area)

								Clinical Care		Psychological Care		Spiritual Care		Supportive Care		Prevention Care		Other (Specify)

				M

				F

				Total

		3) Number of patients provided with ARV adherence support		3.1) By Type of ARV support (***A patient can receive support in more than one area)

								Client Education		Pill Count		Pre-ART Counseling		Buddy Support		Other (Specify)

				M

				F

				Total

		4) Number of patients lost to follow up		4.1) By Reason

								Dropped out		Migrated		Dead		Unknown		Other (Specify)		Total

				M

				F

				Total

		5) Number of patients referred for other services by type of service		5.1) By Service (***A patient can be referred to services in more than one area)

								TB		ART		Opotunistic Infection		STI		Other (Specify)

				M

				F

				Total

		6) Number of patients visited at least once in the given period.

		7) Number of individuals trained to provide care for HBC clients		7.1) Number trained

				7.2) By Type of Training (***An individual can be trained in more than one area)

								Clinical Care		Psychological Care		Spiritual Care		Supportive Care		Prevention Care		Other (Specify)

				M

				F

				Total

		Indicator		Achieved

		8) Number of individuals supported to provide care for HBC Clients		8.1) By Type of support (***An individual can receive support in more than one area)

								Material		Monetary		Mentorship/Supervision		Other (Specify)

				Number of individual

		9) Number of trained providers who have stopped their involvement with the program		9.1) By Type of provider

								Paid				Unpaid				Total

				Number of providers

		10) Number of community mobilization meetings held		10.1) Type of meeting

								Community		Leader		School		Other (Specify)		Total

				Number of meetings

		11) Number of community leaders supported to provide care to HBC clients		11.1) By Type of leaders

								Religious		Community		Political		Other (Specify)		Total

				Number of leaders

		12) Number of providers with stock out of essnetial supply		12.1) By Type of supply

								HBC Kit		HIV Testing Kit		Drugs		IEC Materials		Other (Specify)

				Number of stock outs

		13) Any other indicators identified by program

		14) Any other indicators identified by program

		Section B: Narrative

		1) Major issues raised

		2) Achievements and success stories

		3) Challenges and lessons learned

		4) Recommendations

		Section C: Submission

		Date of submission: ________________________				Prepared by: ______________________________						Signature: ______________________________________



&R&"Arial,Bold"&12(HBC_9)




_1343650576.xls
HBC Enrollment Form

		CLPIR Tool Kit

		Homebased Care Enrollment Form: For Use by Homebased Care Programs

		For Local Adaptation

		Prepared by: ___________________________

		Province: __________________                          District: ______________________

		Village: ____________________                       Date of Enrollment: ______________

		Patient Information

		1) Patient Name: _____________________________

		2) Gender : Male  □  Female □             3) Age: _________________

		4) Marital Status:  Single □    Married  □     Widonw/Widower □      Divorced    □  On separation  □

		5) Complete Address

		Province: __________________   District: ______________________ Village: _______________

		Household Identification Information: __________________________________

		Caregiver Information

		1) Whether the Patient has a Caregiver:								Yes  □        No □

		2) Name of Caregiver: ________________________________

		3) Gender of Caregiver: Male / Female										4) Age of Caregiver : _________

		5) Type of Caregiver						Family Member □				Neighbor □		Other (Specify)

								Social Worker □				Relative □

		6) Number of people living with HIV/AIDS in the Household: ___________

		Patient Status Information

		1) Functional Status:						Working - Active □						Bedridden □

								Ambulatory - Walking Around □						Other (Specify)

		2) Symptom/Major problem

		1. Pain □   2. Loss of Weight □   3. Diarrhea  □    4. Mouth Infection □   5. Lymph nodes □

		6. Fever  □    7. Skin Disease □  8. Herpes Zoster □    9. TB  □  10  Other (Specify)

		3) Medicacation taken by patient

		ARV □      TB  □      Contrimoxizole  □   Other (Specify)

		4) Support Needed

		1. Medical support □      2. Legal Aid □      3. Psychological Support  □     4. Food/Nutrition □

		5. Shelter/Houshing □    6. VCT and Prevention Support □     7. Spiritual Support □   Other (Specify)

		Comments and Remarks



&R&"Arial,Bold"&12(HBC_1)



Home Visit Register

		

		Home Visit Register (HBC_2)

		For Local Adaptation

		Name of organization: _____________________________________																						Reporting Period from ______________ To_______________

		Name of Service Provider: __________________________________

		Name of Patient: __________________________________																				Gender:  Male   /   Female                                          Age: _________

		Address of Patient

		Province: _________________________      District: _________________________________     Village: ____________________________

		A: Type of Support Provided to Patient																										B: Refarral

		Date		Support												ARV Adherence										Follow Up Visit		Referral

				Clinical Care		Psychological Care		Spiritual Care		Supportive Care		Prevention Care		Other (Specify)		Client Education		Pill Count		Pre-ART Counselng		Buddy Support		Other (Specify)				TB		ART		Opotunistic Infection		STI		Other (Specify)

		C: Lost to follow up date: ________________														Reason for leaving:  1) Dropped out, 2) Migrated, 3) Died, 4) Unknown, 5) Other (Specify)

		Comments and Remarks:



&R&"Arial,Bold"&12(HBC_2)



Referral Sheet

		CLPIR Tool Kit

		Two-Way Referral Form: For Use by Home Based Care Programs

		For Local Adaptation

		To be filled by organization making the referral (Referring Organization)

		Client's name: ………………………																Age: ……… Sex: ……….

		Address: ………………………………………………………………………

		Referred From: …………………………………………										Referred To: ………………………………………..

		1. Medical Treatment				(     )		9. Micro Credit Scheme				(     )		17. Faith Based Support				(     )

		2. STI Treatment				(     )		10. Financial Support				(     )		18. Treatment Support				(     )

		3. VCT				(     )		11. Social Support				(     )		19. PEP Services				(     )

		4. ARV				(     )		12. Peer Counseling				(     )		20. Micro Finance				(     )

		5. PMTCT Services				(     )		13. Psycho Social Support				(     )		21. Pharmacy				(     )

		6. Home Based Care				(     )		14. PLWHA Support				(     )		22. OB/GYN Services				(     )

		7. Welfare Assistance				(     )		15. Youth Support Groups				(     )		23. Others				(     )

		8. RH/FP				(     )		16. Nutrition Support				(     )

		Name & Signature of Person Referring: ………...……..…………………… Title/Position: …………….………….

										Please detach along this lines

		Two-Way Referral Form

		To be filled out by organization making the referral (Referring Organization)

		Client's name: ………………………																Age: ……… Sex: ……….

		Address: ………………………………………………………………………

		Referred From: …………………………………………										Referred To: ………………………………………..

		1. Medical Treatment				(     )		9. Micro Credit Scheme				(     )		17. Faith Based Support				(     )

		2. STI Treatment				(     )		10. Financial Support				(     )		18. Treatment Support				(     )

		3. VCT?				(     )		11. Social Support				(     )		19. PEP Services				(     )

		4. ARV				(     )		12. Peer Counseling				(     )		20. Micro Finance				(     )

		5. PMTCT Services				(     )		13. Psycho Social Support				(     )		21. Pharmacy				(     )

		6. Home Based Care				(     )		14. PLWHA Support				(     )		22. OB/GYN Services				(     )

		7. Welfare Assistance				(     )		15. Youth Support Groups				(     )		23. Others				(     )

		8. RH/FP				(     )		16. Nutrition Support				(     )

		Name & Signature of Person Referring: ………...……..…………………… Title/Position: …………….………….

										Please detach along this lines

		To be filled out by the organization receiving the referral (Receiving Organization)

		Name of Receiving Organization: ……………………………………………….  Phone Number: ………………………………

		Address: …………………………………………………….

		List of Services Provided						Services Completed as Requested Y/N						Follow Up Needed Y/N				Follow Up Date

		Additional Comments:

		Client's name: ………………………																Age: ……… Sex: ……….

		Address: ………………………………………………………………………

		Name & Signature of the Person Treating: ………...……..…………………… Title/Position: …………….………….



&RAdapated by CEDPA Nigeria
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HBC Provider Report

		CLPIR Tool Kit

		Home Based Care Provider Report: For use by Homebased Care Programs

		For Local Adaptation

		Name of Service Provider: __________________________________																										Reporting Period from ______________ To______________

		A: Patient provided with service																						C: Lost to follow up														D: Stock Out of Essential Supplies

		Age																						Age														HBC Kit		HIV Testing Kit		Drugs		IEC Materials		Other (Specify)

				<18				18-24				25-29				30+				Total						<18		18-14		25-29		30+		Total

		M		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ								M		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ

		F		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ								F		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ

		Total																						Total

		B: Type of Support Provided to Patient

				Support												ARV Adherence										Follow Up Visit		Referral										Reason for leaving

				Clinical Care		Psychological Care		Spiritual Care		Supportive Care		Prevention Care		Other (Specify)		Client Education		Pill Count		Pre-ART Counselng		Buddy Support		Other (Specify)				TB		ART		Opotunistic Infection		STI		Other (Specify)		Dropped out		Migrated		Died		Unknown

		M		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ

		F		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ

		Total

		E: Comments and Remarks:

		Signature of Service Provider: _______________________________      Date: __________________

		Signature of Supervisor: __________________________________        Date: __________________
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Register for Service Provider

		CLPIR Tool Kit

		Register for Service Providers for Use by Home Based Care  Programs

		For Local Adaptation

		Register prepared by: ____________________________										Reporting Period: _________________

		Date of Enrollment		Full name of the service provider		Gender				Age		Address                       (Province, District, Village)		Paid		Unpaid		Lost to follow up

						M		F										Date		**Reason

		**Lost to follow up

		1) Dropped out, 2) Fired, 3) Moved, 4) Died, 5) Unknown, 6) Other (Specify)
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Training Record

		CLPIR Tool Kit

		Training Record Form for Service Providers: For use by Home Based Care Programs

		For Local Adaptation

		Province: ______________________   District:___________________								Name of the facilitator: ______________________       Date of the training: ________

		Topic of the training: 1) Clinical Care, 2) Psychological Care, 3) Spiritual Care,  4) Supportive Care, 5) Prevention Care, 6) Other (Specify)

		Specific title of the training: ____________________________________

		Name		Male		Female		Home Location of Trainees                                                 Province, District, Village		Type of trainee										Have you received a training on the same topic since (      )?		Did you receive any of the listed training since (      )?

										Caregiver		Teacher		Social Worker		Community Leader		Other (Secify)

		Total

		Comments and Remarks
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Support Summary

		CLPIR Tool Kit

		Support Summary Form: For use by Homebased Care Programs

		For Local Adapatation

		Name of the Provider : ___________________        Province: ____________________    District: __________________

		Period From: _____________ To: _____________

		Date		Name of Service Recipient		Type of Support Provided								Type of Service Provider								Signature

						Material         (#)				Monetary		Mentorship/Supervision		Caregiver		Social Worker		Volunteer		Community Leader

		Total

		Comments and Remarks:
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Enrollment Summary

		CLPIR Tool Kit

		Home Based Care Enrollment Summary Sheet: For Use by Home Based Care Programs

		For Local Adaptation

		Province: _________________                    District: ____________________

		Prepared By: _______________________

		Reporting Period: From ___________  To _____________

		Age -->				<18		18-24		25-29		30+		Total

		(1) Enrolled from the previous reporting period		Female

				Male

				Total

		(2) Newly enrolled patients		Female

				Male

				Total

		(3) Lost to follow up patients		Female

				Male

				Total

		(4) Currently enrolled patients = (1)+(2)-(3)		Female

				Male

				Total

		Comments and Remarks

		Signature of service provider: _______________________      Date: ______________

		Signature of supervisor: ______________________      Date: _____________
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Periodic Report

		CLPIR Tool Kit

		CLPIR Periodic Summary Report: For Use by Homebased Care Programs

		For Local Adaptation

		Name of Organization: _________________										Reporting Period: ______________________

		Section A: List of indicators

		Indicator		Achieved

		1) Number of patients enrolled in a program		1.1) By Age

								<18		18-24		25-29		30+		Total

				New		M

						F

						Total

				Currently Enrolled		M

						F

						Total

		2) Number of patients provided with home based care and support services		2.1) By Age

								<18		18-24		25-29		30+		Total

				M

				F

				Total

				2.2) By Type of Services (***A patient can receive support in more than one area)

								Clinical Care		Psychological Care		Spiritual Care		Supportive Care		Prevention Care		Other (Specify)

				M

				F

				Total

		3) Number of patients provided with ARV adherence support		3.1) By Type of ARV support (***A patient can receive support in more than one area)

								Client Education		Pill Count		Pre-ART Counseling		Buddy Support		Other (Specify)

				M

				F

				Total

		4) Number of patients lost to follow up		4.1) By Reason

								Dropped out		Migrated		Dead		Unknown		Other (Specify)		Total

				M

				F

				Total

		5) Number of patients referred for other services by type of service		5.1) By Service (***A patient can be referred to services in more than one area)

								TB		ART		Opotunistic Infection		STI		Other (Specify)

				M

				F

				Total

		6) Number of patients visited at least once in the given period.

		7) Number of individuals trained to provide care for HBC clients		7.1) Number trained

				7.2) By Type of Training (***An individual can be trained in more than one area)

								Clinical Care		Psychological Care		Spiritual Care		Supportive Care		Prevention Care		Other (Specify)

				M

				F

				Total

		Indicator		Achieved

		8) Number of individuals supported to provide care for HBC Clients		8.1) By Type of support (***An individual can receive support in more than one area)

								Material		Monetary		Mentorship/Supervision		Other (Specify)

				Number of individual

		9) Number of trained providers who have stopped their involvement with the program		9.1) By Type of provider

								Paid				Unpaid				Total

				Number of providers

		10) Number of community mobilization meetings held		10.1) Type of meeting

								Community		Leader		School		Other (Specify)		Total

				Number of meetings

		11) Number of community leaders supported to provide care to HBC clients		11.1) By Type of leaders

								Religious		Community		Political		Other (Specify)		Total

				Number of leaders

		12) Number of providers with stock out of essnetial supply		12.1) By Type of supply

								HBC Kit		HIV Testing Kit		Drugs		IEC Materials		Other (Specify)

				Number of stock outs

		13) Any other indicators identified by program

		14) Any other indicators identified by program

		Section B: Narrative

		1) Major issues raised

		2) Achievements and success stories

		3) Challenges and lessons learned

		4) Recommendations

		Section C: Submission

		Date of submission: ________________________				Prepared by: ______________________________						Signature: ______________________________________
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_1343651009.xls
HBC Enrollment Form

		CLPIR Tool Kit

		Homebased Care Enrollment Form: For Use by Homebased Care Programs

		For Local Adaptation

		Prepared by: ___________________________

		Province: __________________                          District: ______________________

		Village: ____________________                       Date of Enrollment: ______________

		Patient Information

		1) Patient Name: _____________________________

		2) Gender : Male  □  Female □             3) Age: _________________

		4) Marital Status:  Single □    Married  □     Widonw/Widower □      Divorced    □  On separation  □

		5) Complete Address

		Province: __________________   District: ______________________ Village: _______________

		Household Identification Information: __________________________________

		Caregiver Information

		1) Whether the Patient has a Caregiver:								Yes  □        No □

		2) Name of Caregiver: ________________________________

		3) Gender of Caregiver: Male / Female										4) Age of Caregiver : _________

		5) Type of Caregiver						Family Member □				Neighbor □		Other (Specify)

								Social Worker □				Relative □

		6) Number of people living with HIV/AIDS in the Household: ___________

		Patient Status Information

		1) Functional Status:						Working - Active □						Bedridden □

								Ambulatory - Walking Around □						Other (Specify)

		2) Symptom/Major problem

		1. Pain □   2. Loss of Weight □   3. Diarrhea  □    4. Mouth Infection □   5. Lymph nodes □

		6. Fever  □    7. Skin Disease □  8. Herpes Zoster □    9. TB  □  10  Other (Specify)

		3) Medicacation taken by patient

		ARV □      TB  □      Contrimoxizole  □   Other (Specify)

		4) Support Needed

		1. Medical support □      2. Legal Aid □      3. Psychological Support  □     4. Food/Nutrition □

		5. Shelter/Houshing □    6. VCT and Prevention Support □     7. Spiritual Support □   Other (Specify)

		Comments and Remarks
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Home Visit Register

		CLPIR Tool Kit

		Home Visit Register: For use by Homebased Care Programs

		For Local Adaptation

		Name of organization: _____________________________________																						Reporting Period from ______________ To_______________

		Name of Servfice Provider: __________________________________                Province: ________________________ District: _________________

		Name of Patient: __________________________________																				Gender:  Male   /   Female                                          Age: _________

		Address of Patient

		Province: _________________________      District: _________________________________     Village: ____________________________

		A: Type of Support Provided to Patient																										B: Refarral

		Date		Support												ARV Adherence										Follow Up Visit		Referral

				Clinical Care		Psychological Care		Spiritual Care		Supportive Care		Prevention Care		Other (Specify)		Client Education		Pill Count		Pre-ART Counselng		Buddy Support		Other (Specify)				TB		ART		Opotunistic Infection		STI		Other (Specify)

		C: Lost to follow up date: ________________														Reason for leaving:  1) Dropped out, 2) Migrated, 3) Died, 4) Unknown, 5) Other (Specify)

		Comments and Remarks:
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Referral Sheet

		CLPIR Tool Kit

		Two-Way Referral Form: For Use by Home Based Care Programs

		For Local Adaptation

		To be filled by organization making the referral (Referring Organization)

		Client's name: ………………………																Age: ……… Sex: ……….

		Address: ………………………………………………………………………

		Referred From: …………………………………………										Referred To: ………………………………………..

		1. Medical Treatment				(     )		9. Micro Credit Scheme				(     )		17. Faith Based Support				(     )

		2. STI Treatment				(     )		10. Financial Support				(     )		18. Treatment Support				(     )

		3. VCT				(     )		11. Social Support				(     )		19. PEP Services				(     )

		4. ARV				(     )		12. Peer Counseling				(     )		20. Micro Finance				(     )

		5. PMTCT Services				(     )		13. Psycho Social Support				(     )		21. Pharmacy				(     )

		6. Home Based Care				(     )		14. PLWHA Support				(     )		22. OB/GYN Services				(     )

		7. Welfare Assistance				(     )		15. Youth Support Groups				(     )		23. Others				(     )

		8. RH/FP				(     )		16. Nutrition Support				(     )

		Name & Signature of Person Referring: ………...……..…………………… Title/Position: …………….………….

										Please detach along this lines

		Two-Way Referral Form

		To be filled out by organization making the referral (Referring Organization)

		Client's name: ………………………																Age: ……… Sex: ……….

		Address: ………………………………………………………………………

		Referred From: …………………………………………										Referred To: ………………………………………..

		1. Medical Treatment				(     )		9. Micro Credit Scheme				(     )		17. Faith Based Support				(     )

		2. STI Treatment				(     )		10. Financial Support				(     )		18. Treatment Support				(     )

		3. VCT?				(     )		11. Social Support				(     )		19. PEP Services				(     )

		4. ARV				(     )		12. Peer Counseling				(     )		20. Micro Finance				(     )

		5. PMTCT Services				(     )		13. Psycho Social Support				(     )		21. Pharmacy				(     )

		6. Home Based Care				(     )		14. PLWHA Support				(     )		22. OB/GYN Services				(     )

		7. Welfare Assistance				(     )		15. Youth Support Groups				(     )		23. Others				(     )

		8. RH/FP				(     )		16. Nutrition Support				(     )

		Name & Signature of Person Referring: ………...……..…………………… Title/Position: …………….………….

										Please detach along this lines

		To be filled out by the organization receiving the referral (Receiving Organization)

		Name of Receiving Organization: ……………………………………………….  Phone Number: ………………………………

		Address: …………………………………………………….

		List of Services Provided						Services Completed as Requested Y/N						Follow Up Needed Y/N				Follow Up Date

		Additional Comments:

		Client's name: ………………………																Age: ……… Sex: ……….

		Address: ………………………………………………………………………

		Name & Signature of the Person Treating: ………...……..…………………… Title/Position: …………….………….
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HBC Provider Report

		

		Home-Based Care Provider Report (HBC_4)

		For Local Adaptation

		Name of Service Provider: __________________________________																										Reporting Period from ______________ To______________

		A: Type of Patient Provided with Service																						C: Lost to follow up														D: Stock Out of Essential Supplies

		Age																						Age														HBC Kit		HIV Testing Kit		Drugs		IEC Materials		Other (Specify)

				<18				18-24				25-29				30+				Total						<18		18-14		25-29		30+		Total

		M		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ								M		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ

		F		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ								F		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ

		Total																						Total

		B: Type of Support Provided to Patient

				Support												ARV Adherence										Follow Up Visit		Referral										Reason for leaving

				Clinical Care		Psychological Care		Spiritual Care		Supportive Care		Prevention Care		Other (Specify)		Client Education		Pill Count		Pre-ART Counselng		Buddy Support		Other (Specify)				TB		ART		Opotunistic Infection		STI		Other (Specify)		Dropped out		Migrated		Died		Unknown

		M		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ

		F		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ

		Total

		E: Comments and Remarks:

		Signature of Service Provider: _______________________________      Date: __________________

		Signature of Supervisor: __________________________________        Date: __________________



&R&"Arial,Bold"&12(HBC_4)



Register for Service Provider

		CLPIR Tool Kit

		Register for Service Providers for Use by Home Based Care  Programs

		For Local Adaptation

		Register prepared by: ____________________________										Reporting Period: _________________

		Date of Enrollment		Full name of the service provider		Gender				Age		Address                       (Province, District, Village)		Paid		Unpaid		Lost to follow up

						M		F										Date		**Reason

		**Lost to follow up

		1) Dropped out, 2) Fired, 3) Moved, 4) Died, 5) Unknown, 6) Other (Specify)
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Training Record

		CLPIR Tool Kit

		Training Record Form for Service Providers: For use by Home Based Care Programs

		For Local Adaptation

		Province: ______________________   District:___________________								Name of the facilitator: ______________________       Date of the training: ________

		Topic of the training: 1) Clinical Care, 2) Psychological Care, 3) Spiritual Care,  4) Supportive Care, 5) Prevention Care, 6) Other (Specify)

		Specific title of the training: ____________________________________

		Name		Male		Female		Home Location of Trainees                                                 Province, District, Village		Type of trainee										Have you received a training on the same topic since (      )?		Did you receive any of the listed training since (      )?

										Caregiver		Teacher		Social Worker		Community Leader		Other (Secify)

		Total

		Comments and Remarks
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Support Summary

		CLPIR Tool Kit

		Support Summary Form: For use by Homebased Care Programs

		For Local Adapatation

		Name of the Provider : ___________________        Province: ____________________    District: __________________

		Period From: _____________ To: _____________

		Date		Name of Service Recipient		Type of Support Provided								Type of Service Provider								Signature

						Material         (#)				Monetary		Mentorship/Supervision		Caregiver		Social Worker		Volunteer		Community Leader

		Total

		Comments and Remarks:
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Enrollment Summary

		CLPIR Tool Kit

		Home Based Care Enrollment Summary Sheet: For Use by Home Based Care Programs

		For Local Adaptation

		Province: _________________                    District: ____________________

		Prepared By: _______________________

		Reporting Period: From ___________  To _____________

		Age -->				<18		18-24		25-29		30+		Total

		(1) Enrolled from the previous reporting period		Female

				Male

				Total

		(2) Newly enrolled patients		Female

				Male

				Total

		(3) Lost to follow up patients		Female

				Male

				Total

		(4) Currently enrolled patients = (1)+(2)-(3)		Female

				Male

				Total

		Comments and Remarks

		Signature of service provider: _______________________      Date: ______________

		Signature of supervisor: ______________________      Date: _____________
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Periodic Report

		CLPIR Tool Kit

		CLPIR Periodic Summary Report: For Use by Homebased Care Programs

		For Local Adaptation

		Name of Organization: _________________										Reporting Period: ______________________

		Section A: List of indicators

		Indicator		Achieved

		1) Number of patients enrolled in a program		1.1) By Age

								<18		18-24		25-29		30+		Total

				New		M

						F

						Total

				Currently Enrolled		M

						F

						Total

		2) Number of patients provided with home based care and support services		2.1) By Age

								<18		18-24		25-29		30+		Total

				M

				F

				Total

				2.2) By Type of Services (***A patient can receive support in more than one area)

								Clinical Care		Psychological Care		Spiritual Care		Supportive Care		Prevention Care		Other (Specify)

				M

				F

				Total

		3) Number of patients provided with ARV adherence support		3.1) By Type of ARV support (***A patient can receive support in more than one area)

								Client Education		Pill Count		Pre-ART Counseling		Buddy Support		Other (Specify)

				M

				F

				Total

		4) Number of patients lost to follow up		4.1) By Reason

								Dropped out		Migrated		Dead		Unknown		Other (Specify)		Total

				M

				F

				Total

		5) Number of patients referred for other services by type of service		5.1) By Service (***A patient can be referred to services in more than one area)

								TB		ART		Opotunistic Infection		STI		Other (Specify)

				M

				F

				Total

		6) Number of patients visited at least once in the given period.

		7) Number of individuals trained to provide care for HBC clients		7.1) Number trained

				7.2) By Type of Training (***An individual can be trained in more than one area)

								Clinical Care		Psychological Care		Spiritual Care		Supportive Care		Prevention Care		Other (Specify)

				M

				F

				Total

		Indicator		Achieved

		8) Number of individuals supported to provide care for HBC Clients		8.1) By Type of support (***An individual can receive support in more than one area)

								Material		Monetary		Mentorship/Supervision		Other (Specify)

				Number of individual

		9) Number of trained providers who have stopped their involvement with the program		9.1) By Type of provider

								Paid				Unpaid				Total

				Number of providers

		10) Number of community mobilization meetings held		10.1) Type of meeting

								Community		Leader		School		Other (Specify)		Total

				Number of meetings

		11) Number of community leaders supported to provide care to HBC clients		11.1) By Type of leaders

								Religious		Community		Political		Other (Specify)		Total

				Number of leaders

		12) Number of providers with stock out of essnetial supply		12.1) By Type of supply

								HBC Kit		HIV Testing Kit		Drugs		IEC Materials		Other (Specify)

				Number of stock outs

		13) Any other indicators identified by program

		14) Any other indicators identified by program

		Section B: Narrative

		1) Major issues raised

		2) Achievements and success stories

		3) Challenges and lessons learned

		4) Recommendations

		Section C: Submission

		Date of submission: ________________________				Prepared by: ______________________________						Signature: ______________________________________
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_1343650412.xls
HBC Enrollment Form

		

		Home-Based Care Enrollment Form (HBC_1)

		For Local Adaptation

		Prepared by: ___________________________

		Province: __________________                          District: ______________________

		Village: ____________________                       Date of Enrollment: ______________

		Patient Information

		1) Patient Name: _____________________________

		2) Gender : Male  □  Female □             3) Age: _________________

		4) Marital Status:  Single □    Married  □     Widonw/Widower □      Divorced    □  On separation  □

		5) Complete Address

		Province: __________________   District: ______________________ Village: _______________

		Household Identification Information: __________________________________

		Caregiver Information

		1) Whether the Patient has a Caregiver:								Yes  □        No □

		2) Name of Caregiver: ________________________________

		3) Gender of Caregiver: Male / Female										4) Age of Caregiver : _________

		5) Type of Caregiver						Family Member □				Neighbor □		Other (Specify)

								Social Worker □				Relative □

		6) Number of people living with HIV/AIDS in the Household: ___________

		Patient Status Information

		1) Functional Status:						Working - Active □						Bedridden □

								Ambulatory - Walking Around □						Other (Specify)

		2) Symptom/Major problem

		1. Pain □   2. Loss of Weight □   3. Diarrhea  □    4. Mouth Infection □   5. Lymph nodes □

		6. Fever  □    7. Skin Disease □  8. Herpes Zoster □    9. TB  □  10  Other (Specify)

		3) Medicacation taken by patient

		ARV □      TB  □      Contrimoxizole  □   Other (Specify)

		4) Support Needed

		1. Medical support □      2. Legal Aid □      3. Psychological Support  □     4. Food/Nutrition □

		5. Shelter/Houshing □    6. VCT and Prevention Support □     7. Spiritual Support □   Other (Specify)

		Comments and Remarks
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Home Visit Register

		CLPIR Tool Kit

		Home Visit Register: For use by Homebased Care Programs

		For Local Adaptation

		Name of organization: _____________________________________																						Reporting Period from ______________ To_______________

		Name of Servfice Provider: __________________________________                Province: ________________________ District: _________________

		Name of Patient: __________________________________																				Gender:  Male   /   Female                                          Age: _________

		Address of Patient

		Province: _________________________      District: _________________________________     Village: ____________________________

		A: Type of Support Provided to Patient																										B: Refarral

		Date		Support												ARV Adherence										Follow Up Visit		Referral

				Clinical Care		Psychological Care		Spiritual Care		Supportive Care		Prevention Care		Other (Specify)		Client Education		Pill Count		Pre-ART Counselng		Buddy Support		Other (Specify)				TB		ART		Opotunistic Infection		STI		Other (Specify)

		C: Lost to follow up date: ________________														Reason for leaving:  1) Dropped out, 2) Migrated, 3) Died, 4) Unknown, 5) Other (Specify)

		Comments and Remarks:
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Referral Sheet

		CLPIR Tool Kit

		Two-Way Referral Form: For Use by Home Based Care Programs

		For Local Adaptation

		To be filled by organization making the referral (Referring Organization)

		Client's name: ………………………																Age: ……… Sex: ……….

		Address: ………………………………………………………………………

		Referred From: …………………………………………										Referred To: ………………………………………..

		1. Medical Treatment				(     )		9. Micro Credit Scheme				(     )		17. Faith Based Support				(     )

		2. STI Treatment				(     )		10. Financial Support				(     )		18. Treatment Support				(     )

		3. VCT				(     )		11. Social Support				(     )		19. PEP Services				(     )

		4. ARV				(     )		12. Peer Counseling				(     )		20. Micro Finance				(     )

		5. PMTCT Services				(     )		13. Psycho Social Support				(     )		21. Pharmacy				(     )

		6. Home Based Care				(     )		14. PLWHA Support				(     )		22. OB/GYN Services				(     )

		7. Welfare Assistance				(     )		15. Youth Support Groups				(     )		23. Others				(     )

		8. RH/FP				(     )		16. Nutrition Support				(     )

		Name & Signature of Person Referring: ………...……..…………………… Title/Position: …………….………….

										Please detach along this lines

		Two-Way Referral Form

		To be filled out by organization making the referral (Referring Organization)

		Client's name: ………………………																Age: ……… Sex: ……….

		Address: ………………………………………………………………………

		Referred From: …………………………………………										Referred To: ………………………………………..

		1. Medical Treatment				(     )		9. Micro Credit Scheme				(     )		17. Faith Based Support				(     )

		2. STI Treatment				(     )		10. Financial Support				(     )		18. Treatment Support				(     )

		3. VCT?				(     )		11. Social Support				(     )		19. PEP Services				(     )

		4. ARV				(     )		12. Peer Counseling				(     )		20. Micro Finance				(     )

		5. PMTCT Services				(     )		13. Psycho Social Support				(     )		21. Pharmacy				(     )

		6. Home Based Care				(     )		14. PLWHA Support				(     )		22. OB/GYN Services				(     )

		7. Welfare Assistance				(     )		15. Youth Support Groups				(     )		23. Others				(     )

		8. RH/FP				(     )		16. Nutrition Support				(     )

		Name & Signature of Person Referring: ………...……..…………………… Title/Position: …………….………….

										Please detach along this lines

		To be filled out by the organization receiving the referral (Receiving Organization)

		Name of Receiving Organization: ……………………………………………….  Phone Number: ………………………………

		Address: …………………………………………………….

		List of Services Provided						Services Completed as Requested Y/N						Follow Up Needed Y/N				Follow Up Date

		Additional Comments:

		Client's name: ………………………																Age: ……… Sex: ……….

		Address: ………………………………………………………………………

		Name & Signature of the Person Treating: ………...……..…………………… Title/Position: …………….………….
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HBC Provider Report

		CLPIR Tool Kit

		Home Based Care Provider Report: For use by Homebased Care Programs

		For Local Adaptation

		Name of Service Provider: __________________________________																										Reporting Period from ______________ To______________

		A: Patient provided with service																						C: Lost to follow up														D: Stock Out of Essential Supplies

		Age																						Age														HBC Kit		HIV Testing Kit		Drugs		IEC Materials		Other (Specify)

				<18				18-24				25-29				30+				Total						<18		18-14		25-29		30+		Total

		M		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ								M		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ

		F		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ								F		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ

		Total																						Total

		B: Type of Support Provided to Patient

				Support												ARV Adherence										Follow Up Visit		Referral										Reason for leaving

				Clinical Care		Psychological Care		Spiritual Care		Supportive Care		Prevention Care		Other (Specify)		Client Education		Pill Count		Pre-ART Counselng		Buddy Support		Other (Specify)				TB		ART		Opotunistic Infection		STI		Other (Specify)		Dropped out		Migrated		Died		Unknown

		M		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ

		F		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ

		Total

		E: Comments and Remarks:

		Signature of Service Provider: _______________________________      Date: __________________

		Signature of Supervisor: __________________________________        Date: __________________
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Register for Service Provider

		CLPIR Tool Kit

		Register for Service Providers for Use by Home Based Care  Programs

		For Local Adaptation

		Register prepared by: ____________________________										Reporting Period: _________________

		Date of Enrollment		Full name of the service provider		Gender				Age		Address                       (Province, District, Village)		Paid		Unpaid		Lost to follow up

						M		F										Date		**Reason

		**Lost to follow up

		1) Dropped out, 2) Fired, 3) Moved, 4) Died, 5) Unknown, 6) Other (Specify)
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Training Record

		CLPIR Tool Kit

		Training Record Form for Service Providers: For use by Home Based Care Programs

		For Local Adaptation

		Province: ______________________   District:___________________								Name of the facilitator: ______________________       Date of the training: ________

		Topic of the training: 1) Clinical Care, 2) Psychological Care, 3) Spiritual Care,  4) Supportive Care, 5) Prevention Care, 6) Other (Specify)

		Specific title of the training: ____________________________________

		Name		Male		Female		Home Location of Trainees                                                 Province, District, Village		Type of trainee										Have you received a training on the same topic since (      )?		Did you receive any of the listed training since (      )?

										Caregiver		Teacher		Social Worker		Community Leader		Other (Secify)

		Total

		Comments and Remarks



&R&"Arial,Bold"&12(HBC_6)



Support Summary

		CLPIR Tool Kit

		Support Summary Form: For use by Homebased Care Programs

		For Local Adapatation

		Name of the Provider : ___________________        Province: ____________________    District: __________________

		Period From: _____________ To: _____________

		Date		Name of Service Recipient		Type of Support Provided								Type of Service Provider								Signature

						Material         (#)				Monetary		Mentorship/Supervision		Caregiver		Social Worker		Volunteer		Community Leader

		Total

		Comments and Remarks:
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Enrollment Summary

		CLPIR Tool Kit

		Home Based Care Enrollment Summary Sheet: For Use by Home Based Care Programs

		For Local Adaptation

		Province: _________________                    District: ____________________

		Prepared By: _______________________

		Reporting Period: From ___________  To _____________

		Age -->				<18		18-24		25-29		30+		Total

		(1) Enrolled from the previous reporting period		Female

				Male

				Total

		(2) Newly enrolled patients		Female

				Male

				Total

		(3) Lost to follow up patients		Female

				Male

				Total

		(4) Currently enrolled patients = (1)+(2)-(3)		Female

				Male

				Total

		Comments and Remarks

		Signature of service provider: _______________________      Date: ______________

		Signature of supervisor: ______________________      Date: _____________
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Periodic Report

		CLPIR Tool Kit

		CLPIR Periodic Summary Report: For Use by Homebased Care Programs

		For Local Adaptation

		Name of Organization: _________________										Reporting Period: ______________________

		Section A: List of indicators

		Indicator		Achieved

		1) Number of patients enrolled in a program		1.1) By Age

								<18		18-24		25-29		30+		Total

				New		M

						F

						Total

				Currently Enrolled		M

						F

						Total

		2) Number of patients provided with home based care and support services		2.1) By Age

								<18		18-24		25-29		30+		Total

				M

				F

				Total

				2.2) By Type of Services (***A patient can receive support in more than one area)

								Clinical Care		Psychological Care		Spiritual Care		Supportive Care		Prevention Care		Other (Specify)

				M

				F

				Total

		3) Number of patients provided with ARV adherence support		3.1) By Type of ARV support (***A patient can receive support in more than one area)

								Client Education		Pill Count		Pre-ART Counseling		Buddy Support		Other (Specify)

				M

				F

				Total

		4) Number of patients lost to follow up		4.1) By Reason

								Dropped out		Migrated		Dead		Unknown		Other (Specify)		Total

				M

				F

				Total

		5) Number of patients referred for other services by type of service		5.1) By Service (***A patient can be referred to services in more than one area)

								TB		ART		Opotunistic Infection		STI		Other (Specify)

				M

				F

				Total

		6) Number of patients visited at least once in the given period.

		7) Number of individuals trained to provide care for HBC clients		7.1) Number trained

				7.2) By Type of Training (***An individual can be trained in more than one area)

								Clinical Care		Psychological Care		Spiritual Care		Supportive Care		Prevention Care		Other (Specify)

				M

				F

				Total

		Indicator		Achieved

		8) Number of individuals supported to provide care for HBC Clients		8.1) By Type of support (***An individual can receive support in more than one area)

								Material		Monetary		Mentorship/Supervision		Other (Specify)

				Number of individual

		9) Number of trained providers who have stopped their involvement with the program		9.1) By Type of provider

								Paid				Unpaid				Total

				Number of providers

		10) Number of community mobilization meetings held		10.1) Type of meeting

								Community		Leader		School		Other (Specify)		Total

				Number of meetings

		11) Number of community leaders supported to provide care to HBC clients		11.1) By Type of leaders

								Religious		Community		Political		Other (Specify)		Total

				Number of leaders

		12) Number of providers with stock out of essnetial supply		12.1) By Type of supply

								HBC Kit		HIV Testing Kit		Drugs		IEC Materials		Other (Specify)

				Number of stock outs

		13) Any other indicators identified by program

		14) Any other indicators identified by program

		Section B: Narrative

		1) Major issues raised

		2) Achievements and success stories

		3) Challenges and lessons learned

		4) Recommendations

		Section C: Submission

		Date of submission: ________________________				Prepared by: ______________________________						Signature: ______________________________________
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_1259150561.xls
HBC Enrollment Form

		CLPIR Tool Kit

		Homebased Care Enrollment Form: For Use by Homebased Care Programs

		For Local Adaptation

		Prepared by: ___________________________

		Province: __________________                          District: ______________________

		Village: ____________________                       Date of Enrollment: ______________

		Patient Information

		1) Patient Name: _____________________________

		2) Gender : Male  □  Female □             3) Age: _________________

		4) Marital Status:  Single □    Married  □     Widonw/Widower □      Divorced    □  On separation  □

		5) Complete Address

		Province: __________________   District: ______________________ Village: _______________

		Household Identification Information: __________________________________

		Caregiver Information

		1) Whether the Patient has a Caregiver:								Yes  □        No □

		2) Name of Caregiver: ________________________________

		3) Gender of Caregiver: Male / Female										4) Age of Caregiver : _________

		5) Type of Caregiver						Family Member □				Neighbor □		Other (Specify)

								Social Worker □				Relative □

		6) Number of people living with HIV/AIDS in the Household: ___________

		Patient Status Information

		1) Functional Status:						Working - Active □						Bedridden □

								Ambulatory - Walking Around □						Other (Specify)

		2) Symptom/Major problem

		1. Pain □   2. Loss of Weight □   3. Diarrhea  □    4. Mouth Infection □   5. Lymph nodes □

		6. Fever  □    7. Skin Disease □  8. Herpes Zoster □    9. TB  □  10  Other (Specify)

		3) Medicacation taken by patient

		ARV □      TB  □      Contrimoxizole  □   Other (Specify)

		4) Support Needed

		1. Medical support □      2. Legal Aid □      3. Psychological Support  □     4. Food/Nutrition □

		5. Shelter/Houshing □    6. VCT and Prevention Support □     7. Spiritual Support □   Other (Specify)

		Comments and Remarks
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Home Visit Register

		CLPIR Tool Kit

		Home Visit Register: For use by Homebased Care Programs

		For Local Adaptation

		Name of organization: _____________________________________																						Reporting Period from ______________ To_______________

		Name of Servfice Provider: __________________________________                Province: ________________________ District: _________________

		Name of Patient: __________________________________																				Gender:  Male   /   Female                                          Age: _________

		Address of Patient

		Province: _________________________      District: _________________________________     Village: ____________________________

		A: Type of Support Provided to Patient																										B: Refarral

		Date		Support												ARV Adherence										Follow Up Visit		Referral

				Clinical Care		Psychological Care		Spiritual Care		Supportive Care		Prevention Care		Other (Specify)		Client Education		Pill Count		Pre-ART Counselng		Buddy Support		Other (Specify)				TB		ART		Opotunistic Infection		STI		Other (Specify)

		C: Lost to follow up date: ________________														Reason for leaving:  1) Dropped out, 2) Migrated, 3) Died, 4) Unknown, 5) Other (Specify)

		Comments and Remarks:
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Referral Sheet

		CLPIR Tool Kit

		Two-Way Referral Form: For Use by Home Based Care Programs

		For Local Adaptation

		To be filled by organization making the referral (Referring Organization)

		Client's name: ………………………																Age: ……… Sex: ……….

		Address: ………………………………………………………………………

		Referred From: …………………………………………										Referred To: ………………………………………..

		1. Medical Treatment				(     )		9. Micro Credit Scheme				(     )		17. Faith Based Support				(     )

		2. STI Treatment				(     )		10. Financial Support				(     )		18. Treatment Support				(     )

		3. VCT				(     )		11. Social Support				(     )		19. PEP Services				(     )

		4. ARV				(     )		12. Peer Counseling				(     )		20. Micro Finance				(     )

		5. PMTCT Services				(     )		13. Psycho Social Support				(     )		21. Pharmacy				(     )

		6. Home Based Care				(     )		14. PLWHA Support				(     )		22. OB/GYN Services				(     )

		7. Welfare Assistance				(     )		15. Youth Support Groups				(     )		23. Others				(     )

		8. RH/FP				(     )		16. Nutrition Support				(     )

		Name & Signature of Person Referring: ………...……..…………………… Title/Position: …………….………….

										Please detach along this lines

		Two-Way Referral Form

		To be filled out by organization making the referral (Referring Organization)

		Client's name: ………………………																Age: ……… Sex: ……….

		Address: ………………………………………………………………………

		Referred From: …………………………………………										Referred To: ………………………………………..

		1. Medical Treatment				(     )		9. Micro Credit Scheme				(     )		17. Faith Based Support				(     )

		2. STI Treatment				(     )		10. Financial Support				(     )		18. Treatment Support				(     )

		3. VCT?				(     )		11. Social Support				(     )		19. PEP Services				(     )

		4. ARV				(     )		12. Peer Counseling				(     )		20. Micro Finance				(     )

		5. PMTCT Services				(     )		13. Psycho Social Support				(     )		21. Pharmacy				(     )

		6. Home Based Care				(     )		14. PLWHA Support				(     )		22. OB/GYN Services				(     )

		7. Welfare Assistance				(     )		15. Youth Support Groups				(     )		23. Others				(     )

		8. RH/FP				(     )		16. Nutrition Support				(     )

		Name & Signature of Person Referring: ………...……..…………………… Title/Position: …………….………….

										Please detach along this lines

		To be filled out by the organization receiving the referral (Receiving Organization)

		Name of Receiving Organization: ……………………………………………….  Phone Number: ………………………………

		Address: …………………………………………………….

		List of Services Provided						Services Completed as Requested Y/N						Follow Up Needed Y/N				Follow Up Date

		Additional Comments:

		Client's name: ………………………																Age: ……… Sex: ……….

		Address: ………………………………………………………………………

		Name & Signature of the Person Treating: ………...……..…………………… Title/Position: …………….………….
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HBC Provider Report

		CLPIR Tool Kit (HBC_04)

		Home Based Care Provider Report: For use by Homebased Care Programs

		For Local Adaptation

		Name of Service Provider: __________________________________																										Reporting Period from ______________ To______________

		A: Patient provided with service																						C: Lost to follow up														D: Stock Out of Essential Supplies

		Age																						Age														HBC Kit		HIV Testing Kit		Drugs		IEC Materials		Other (Specify)

				<18				18-24				25-29				30+				Total						<18		18-14		25-29		30+		Total

		M		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ								M		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ

		F		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ								F		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ

		Total																						Total

		B: Type of Support Provided to Patient

				Support												ARV Adherence										Follow Up Visit		Referral										Reason for leaving

				Clinical Care		Psychological Care		Spiritual Care		Supportive Care		Prevention Care		Other (Specify)		Client Education		Pill Count		Pre-ART Counselng		Buddy Support		Other (Specify)				TB		ART		Opotunistic Infection		STI		Other (Specify)		Dropped out		Migrated		Died		Unknown

		M		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ

		F		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ

		Total

		E: Comments and Remarks:

		Signature of Service Provider: _______________________________      Date: __________________

		Signature of Supervisor: __________________________________        Date: __________________
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Register for Service Provider

		CLPIR Tool Kit (HBC_5)

		Register for Service Providers for Use by Home Based Care  Programs

		For Local Adaptation

		Register prepared by: ____________________________										Reporting Period: _________________

		Date of Enrollment		Full name of the service provider		Gender				Age		Address                       (Province, District, Village)		Paid		Unpaid		Lost to follow up

						M		F										Date		**Reason

		**Lost to follow up

		1) Dropped out, 2) Fired, 3) Moved, 4) Died, 5) Unknown, 6) Other (Specify)
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Training Record

		CLPIR Tool Kit (HBC_6)

		Training Record Form for Service Providers: For use by Home Based Care Programs

		For Local Adaptation

		Province: ______________________   District:___________________								Name of the facilitator: ______________________       Date of the training: ________

		Topic of the training: 1) Clinical Care, 2) Psychological Care, 3) Spiritual Care,  4) Supportive Care, 5) Prevention Care, 6) Other (Specify)

		Specific title of the training: ____________________________________

		Name		Male		Female		Home Location of Trainees                                                 Province, District, Village		Type of trainee										Have you received a training on the same topic since (      )?		Did you receive any of the listed training since (      )?

										Caregiver		Teacher		Social Worker		Community Leader		Other (Secify)

		Total

		Comments and Remarks
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Support Summary

		CLPIR Tool Kit (HBC_7)

		Support Summary Form: For use by Homebased Care Programs

		For Local Adapatation

		Name of the Provider : ___________________        Province: ____________________    District: __________________

		Period From: _____________ To: _____________

		Date		Name of Service Recipient		Type of Support Provided								Type of Service Provider								Signature

						Material         (#)				Monetary		Mentorship/Supervision		Caregiver		Social Worker		Volunteer		Community Leader

		Total

		Comments and Remarks:
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Enrollment Summary

		CLPIR Tool Kit (HBC_8)

		Home Based Care Enrollment Summary Sheet: For Use by Home Based Care Programs

		For Local Adaptation

		Province: _________________                    District: ____________________

		Prepared By: _______________________

		Reporting Period: From ___________  To _____________

		Age -->				<18		18-24		25-29		30+		Total

		(1) Enrolled from the previous reporting period		Female

				Male

				Total

		(2) Newly enrolled patients		Female

				Male

				Total

		(3) Lost to follow up patients		Female

				Male

				Total

		(4) Currently enrolled patients = (1)+(2)-(3)		Female

				Male

				Total

		Comments and Remarks

		Signature of service provider: _______________________      Date: ______________

		Signature of supervisor: ______________________      Date: _____________
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Periodic Report

		CLPIR Tool Kit

		CLPIR Periodic Summary Report: For Use by Homebased Care Programs

		For Local Adaptation

		Name of Organization: _________________										Reporting Period: ______________________

		Section A: List of indicators

		Indicator		Achieved

		1) Number of patients enrolled in a program		1.1) By Age

								<18		18-24		25-29		30+		Total

				New		M

						F

						Total

				Currently Enrolled		M

						F

						Total

		2) Number of patients provided with home based care and support services		2.1) By Age

								<18		18-24		25-29		30+		Total

				M

				F

				Total

				2.2) By Type of Services (***A patient can receive support in more than one area)

								Clinical Care		Psychological Care		Spiritual Care		Supportive Care		Prevention Care		Other (Specify)

				M

				F

				Total

		3) Number of patients provided with ARV adherence support		3.1) By Type of ARV support (***A patient can receive support in more than one area)

								Client Education		Pill Count		Pre-ART Counseling		Buddy Support		Other (Specify)

				M

				F

				Total

		4) Number of patients lost to follow up		4.1) By Reason

								Dropped out		Migrated		Dead		Unknown		Other (Specify)		Total

				M

				F

				Total

		5) Number of patients referred for other services by type of service		5.1) By Service (***A patient can be referred to services in more than one area)

								TB		ART		Opotunistic Infection		STI		Other (Specify)

				M

				F

				Total

		6) Number of patients visited at least once in the given period.

		7) Number of individuals trained to provide care for HBC clients		7.1) Number trained

				7.2) By Type of Training (***An individual can be trained in more than one area)

								Clinical Care		Psychological Care		Spiritual Care		Supportive Care		Prevention Care		Other (Specify)

				M

				F

				Total

		Indicator		Achieved

		8) Number of individuals supported to provide care for HBC Clients		8.1) By Type of support (***An individual can receive support in more than one area)

								Material		Monetary		Mentorship/Supervision		Other (Specify)

				Number of individual

		9) Number of trained providers who have stopped their involvement with the program		9.1) By Type of provider

								Paid				Unpaid				Total

				Number of providers

		10) Number of community mobilization meetings held		10.1) Type of meeting

								Community		Leader		School		Other (Specify)		Total

				Number of meetings

		11) Number of community leaders supported to provide care to HBC clients		11.1) By Type of leaders

								Religious		Community		Political		Other (Specify)		Total

				Number of leaders

		12) Number of providers with stock out of essnetial supply		12.1) By Type of supply

								HBC Kit		HIV Testing Kit		Drugs		IEC Materials		Other (Specify)

				Number of stock outs

		13) Any other indicators identified by program

		14) Any other indicators identified by program

		Section B: Narrative

		1) Major issues raised

		2) Achievements and success stories

		3) Challenges and lessons learned

		4) Recommendations

		Section C: Submission

		Date of submission: ________________________				Prepared by: ______________________________						Signature: ______________________________________
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