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



[image: image1.emf]Prepared by: __________________ Province: ____________________________                    District: __________________________

1) Child Name: _____________________________

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

4) Complete Address: Province ____________________________________ District __________________________________ 

Village: ____________________________________________    Household Identification Information: ____________________________

5) OVC Status:  Paternal (Father passed away) Double □

Maternal (Mother passed away) Vulnerable

6) OVC Type Orphan □ Child Labor □ Child Headed □ Household with chronically ill parents □

Disabled □ Street Child □ Household that has experienced a recent death from chronic illness □

HIV Positive □ Household headed by a grandparents □ Other (Specify)

7) Whether the child has a caregiver:  Yes □  No □   

8) Name of caregiver: ________________________________

9) Gender of caregiver: Male / Female 10) Age of caregiver: _________

11) Relationship to child Father □ Uncle □ Cousin □ Neighbour □ Other (Specify) □

Mother □ Sister □ Grant mother □ Self □

Auntie □ Brother □ Grant father □ Social worker □

12) Health status of caregiver:  Healthy □ Ill□ Disabled □Other (Specify)

13) Number of OVC in the Household:       Male (          ) Female (          ) Total(        )

14) OVC Enrolled in the program:   YES   /    NO Date of Enrollment: _____________

OVC Enrollment Form (Form OVC_1)



For Local Adaptation


Child Status Index (Form OVC_2)

Date ____________ Child’s Name ______________________ Age in years ____ Gender M/F ___ District _____________ Ward/Location/Division____________ Village___________                                                        

Source(s) of information: __Child __Parent/Caregiver __Other relative __Family friend __Teacher __Community Worker __Other (specify)
Child’s birth registered __Yes __No
	DOMAIN
	FOOD AND NUTRITION
	SHELTER AND CARE
	PROTECTION
	HEALTH

	
	1.  Food Security
	2.  Shelter
	3.  Care
	4.  Abuse and Exploitation
	5.  Wellness
	6.  Health Care Services

	GOAL
	Child has sufficient food to eat to sustain an active and healthy life at all times of the year
	Child has stable shelter/housing that is adequate, dry, and safe


	Child has at least one adult who provides consistent love and support
	Child is safe from any abuse, neglect, or exploitation
	Child is healthy


	Child has access to the health services they need - preventative & treatment healthcare (health education, immunizations, medicine)

	Good
	 Well fed, eats regularly, no concerns.
	Shelter and indoor dwellings are adequate, dry, and safe
	No concerns. Child feels protected and loved by primary caregiver.
	No concerns about child abuse, neglect, labor or sexual exploitation.
	Healthy, doing well & rarely falls ill with fever or diarrhea.
	Child has receives almost all needed health services.

	Fair
	Eats regularly some of the time depending on season.
	Shelter is adequate but indoor dwellings are inadequate.
	Primary caregiver has limited ability to provide love and support.
	Some concerns that child is neglected or not treated well.
	Sick for 1-3 days in past month and not able to go to school or perform work.
	Child receives some health services but not all needs are met.

	Bad
	Eats fewer times or less food than needed, complains of hunger (less than 2 meals /day).
	Inadequate shelter, does not protect from weather, needs major repairs, overcrowded
	No consistent adult for love and support.
	Specific concerns that child is neglected, abused, or forced to do work not appropriate for age.
	Frequently falls ill, in 1 or more days in a week child is too sick to go to school or perform work.
	Child inconsistently receives needed health services.

	Very Bad
	Almost never eats one full meal in a day. Goes to sleep hungry most nights.
	No shelter or stable place to live


	Child fends for self, lacks a loving and supportive adult.
	Child is abused, exploited sexually or physically, subjected to extreme child labor, or other exploitation
	Child is chronically ill (is sickly almost all of the time)
	Child almost never receives any health services they need.

	Give reason(s) if necessary

	
	
	
	
	
	
	

	Type(s) of services or resources provided to the support of this child during the past 6 months (or ___ Months), organization providing services, resources needed, and action taken today 

	Types of services
	Yes
	No
	Name provider (NGO)
	Services needed
	Action taken today

	Food & Nutrition support (food rations, planting seeds, etc)
	
	
	
	
	

	Access to education (school fees, uniforms, supplies, desks, etc)
	
	
	
	
	

	Access to health care (Vaccination, medicine, doctor or hospital fee paid, etc)
	
	
	
	
	

	Psychosocial Support (clubs, group support, etc.)
	
	
	
	
	

	Protection from abuse (education on abuse, reporting mechanisms, etc)
	
	
	
	
	

	Legal support (property disputes, rape, etc)
	
	
	
	
	

	Care & protection (caregiver trained, child placed with family, etc)
	
	
	
	
	

	Shelter & other material support (house repair, clothes, beddings, etc)
	
	
	
	
	

	Livelihood support (work skills, micro-finance to family, etc)
	
	
	
	
	

	DOMAIN
	PSYCHOSOCIAL
	EDUCATION AND SKILLS
	Optional - Domain

	
	7.  Emotional Health
	8.  Behavior
	9.  Performance
	10.  Access to Education
	Age, site, or program specific

	GOAL
	Child is happy and content with a generally positive mood
	Child is cooperative and enjoys participating in activities with other children and adults
	Child is achieving well at home, school, job training, or work and is acquiring knowledge and skills as expected
	Child is enrolled & attends school, vocational training, or works (appropriate for age). 
	

	Good
	Happy, hopeful, content, no concerns from child, parent, or guardian
	Likes to play with peers and participate in group or family activities most of the time. Infant enjoys playing
	Learning & achieving as expected. Infants & preschoolers are developing motor, play, and early language skills normal to age
	Enrolled, attending school, or working (as appropriate for age), no concerns
	

	Fair
	Happy some of the time, worried or sad some of the time.  Infant may be crying, not sleeping, or irritable.
	Some problems getting along with others, gets into fights or argues some of the time at home or school
	 Learning and achieving but there are some slight concerns about progress
	 Enrolled in school or working (as appropriate for age) but attendance is irregular 
	

	Bad
	Sad, irritable, inactive, or worried much of the time. Adults have concerns about child
	Behavior is disruptive much of the time. Child doesn’t help others at home or school (if in school). Infant does not interact well
	Learning and achieving more poorly than peers of same age or falling behind. Infants or preschoolers are gaining skills slowly than normal
	Enrolled but almost never attends school or works (as appropriate for age)
	

	Very Bad
	Withdrawn, despaired, very sad, inactive, refuses to eat, cries most of the time, or wants to be alone
	Is usually in trouble, disruptive, does not listen to adults, fights, disobedient, bad conduct, or problems with the law, and doesn’t want to do chores
	Child has serious problems in learning, achieving, and developing skills. Delays in these areas are obvious
	 Not enrolled or never attends school or work (as appropriate for age) 
	

	Give reason(s) if necessary

	
	
	
	
	
	

	Comments or additional concerns about this child or any other information about this child you will like to be known:

	
	Check any important event(s) that have happened during the past 6 months for this child, family, or community;
Child died ____________________________ 

Parent/Guardian died____________________ 

Family member died _____________________

Parent ill _______________________________

Child Pregnant__________________________ 

Community violence______________________ 

Change in living location ___________________

Change in primary caregiver ________________ 

Child Left the Program_____________________

Other (Specify)__________________________________

Other (Specify)__________________________________

Other (Specify)__________________________________

	Summary:  What is the overall picture in all 10 outcome areas above? Shade the area for each score or leave blank if not rated in that area
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[image: image2.emf]Name of Organization: ____________________________

Period From: _________________    To: _________________

Name of Service Provider: ______________________________Province: _____________________ District: _______________

Name of Child: ____________________________ Gender:  Male □ Female □ Age: ______

                                                                  

Complete Address of a child

Province: __________________________       District: _______________________      Village: ____________________

A: Service Provided to OVC B: Referral made

Nutritional Counseling

After care programs

Food/Nutritional 

Supplementation

Shelter   

Maintenance of home

Reintegration of 

institutionalized children

Stigma Reduction

Inheritance Claim

Child Abuse

General Health Needs

Health care for HIV 

positive

Prevenion of HIV

Life Skill

Counseling

Rehabilitation/Re-

Intergration

School Fee

School Material

Skill Development

HBC ABY

VCT

Other (Specify)

C: Lost to follow up date: _____________

Reason for leaving : Lost to follow up  /   Migrated  /  Died  / No longer in need of service / No loner classified as OVC / Unknown / Other (Specify)

D: Comments and Remarks: 

Follow Up Visit

2) Shelter and Care 3) Protection 4) Health Care

Date

OVC Register (Form OVC_3)

For Local Adaptation

5) Psychosocial 6) Education Referred Out

1) Food and 

Nutritional Support



[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 (Form OVC_4)

For Local Adaptation

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

Two-Way Referral Form

To be filled out 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]Province: __________________________          District: _______________________

Report Prepared By: _____________________

Reporting Period From: ___________ To: _____________

Comments and Remarks

Signature of Service Provider: ______________________     Date: _____________________

Signature of Supervisor: _______________________            Date: ____________________

Newsletters

Date

To the Community

Posters

Pamphlets

School Uniforms

School Materials

Clothes

Name of the recipient

Total 



Supply Summary Sheet (Form OVC_5)

For Local Adaptation

Singature

Direct to the Child   

Food

Other (Specify)

School Fees

Other (Specify)



[image: image5.emf]Name of Organization: _____________________________

Name of Service Provider: _____________________________ Province: _______________________   District: ______________________

Reporting Period From: _______________    To: _______________

A: OVCs provided with service(s) B: Lost to follow up

Total <2 2-4 5-11 12-17Total
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ΟΟΟ

ΟΟΟ

ΟΟΟ

ΟΟΟ

ΟΟΟ

ΟΟΟ

ΟΟΟ

ΟΟΟ

F F

ΟΟΟ

ΟΟΟ

ΟΟΟ

ΟΟΟ

ΟΟΟ

ΟΟΟ

ΟΟΟ

ΟΟΟ

Total Total

C: Type of service provided to OVC: 

Dropped  Out

Migrated

Died

No longer in need of 
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No longer OVC
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D: Comments and Remarks: 

Signature of Service Provider: _________________________________                             Date: __________________________

Signature of Supervisor: _____________________________________                              Date: _______________________  



OVC Service Provider Report (OVC_6)

For Local Adaptation



6) Education  

Support

5) Psychosocial

1) Food and 

Nutrition



Referral

ΟΟΟΟΟΟΟΟΟΟ 

ΟΟΟΟΟΟΟΟΟΟ

ΟΟΟΟΟΟΟΟΟΟ 

ΟΟΟΟΟΟΟΟΟΟ

HBC

ABY VCT

Follow Up Visit



Age

ΟΟΟΟΟΟΟΟΟΟ 

ΟΟΟΟΟΟΟΟΟΟ



<2 2-4 5-11 12-17

ΟΟΟΟΟΟΟΟΟΟ 

ΟΟΟΟΟΟΟΟΟΟ

ΟΟΟΟΟΟΟΟΟΟ 

ΟΟΟΟΟΟΟΟΟΟ

 Reason for Leaving

Age

ΟΟΟΟΟΟΟΟΟΟ 

ΟΟΟΟΟΟΟΟΟΟ

ΟΟΟΟΟΟΟΟΟΟ 

ΟΟΟΟΟΟΟΟΟΟ

ΟΟΟΟΟΟΟΟΟΟ 

ΟΟΟΟΟΟΟΟΟΟ



2) Shelter and 

Care

3) Protection

Other (Specify)

4) Health Care



[image: image6.emf]Register prepared by: ____________________________                               Reporting Period: _________________

M F Date **Reason

**Lost to follow up code:

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



Register for Service Providers (OVC_7)

For Local Adaptation

Paid Age

Address (Province, District, 

Village)

Lost to follow up

Unpaid

Gender Date of 

Enrollment

Full name of the service provider



[image: image7.emf]Province: ______________________   District:___________________ Name of the facilitator: ______________________       Date of the training: ________

Topic of the training: 1) Food and Nutrition, 2) Shelter and Care, 3) Protection, 4) Health Care, 5) Psychosocial, 6) Education

Specific title of the training: ____________________________________

CaregiverTeacher Volunteer

Community 

Leader

Other 

(Specify)

Total

Comments and Remarks

Did you receive any of 

the listed training since 

(      )? 



Training Record Form (Form OVC_8)

For Local Adaptation

Type of trainee

Have you received a 

training on the same 

topic since (      )? Participant Name

Male

Female

Home Location of Trainees                                                 

Province, District, Village  



[image: image8.emf]Name of the support provider : ___________________        Province: ____________________    District: __________________

Period From: _____________ To: _____________

Monetary

Mentorship/ 

Supervision Caregiver Volunteer Teacher Community Leader

Total

Comments and Remarks

Date



Support Summary Form (Form OVC_9)

For Local Adaptation

Signature Name of Support Recipient

A: Type of Support Provided B: Type of Provider

Material             (#)



[image: image9.emf]Province: _________________                    District: ____________________ 

Prepared By: _______________________

Reporting Period: From ___________  To _____________

Age -->   

<2

2-4

5-11

12-17

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: _____________



OVC Enrollment Summary Sheet (Form OVC_10)

For Local Adaptation

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

(1) Enrolled from the previous reporting period

(2) Newly enrolled OVC

(3) Lost to follow up OVC



[image: image10.emf]Report Prepared By: _____________________

Reporting Period From: ___________ To: _____________

(1) Amount at Beginning of 

Period

Total

Total

(4) Amount at End of Period             

= (1) + (2) - (3)

(5) Amount Distributed to Clients

Comments and Remarks

Signature: ___________________________________    Date: _________________________

Signature of Supervisor: _____________________              Date: _______________________

(2) Amount Produced/ Received

(3) Amount Distributed to Service 

Providers



Supply Stock Management Form (OVC_11)

For Local Adaptation

School Fee

Other (Specify)

Newsletters

Posters

Dates



Supply IEC

Pamphlets

School Materials

Other (Specify)

Food

School Uniforms



[image: image11.emf]Name of Organization: _________________________________ Reporting Period: From ____________   To ____________

Section A: List of indicators

Indicators

<2 2-4 5-11 12-17 Total

M

F

Total

M

F

Total

Drop Out

Dead

Migrated Unknown 

No longer 

classified as OVC

Total

<2 2-4 5-11 12-17 Total

1 or 2 At least 3 Total

Food/Nutrition Education Health  Psychosocial Shelter Protection

HBC ABY VCT Other (Specify)

4) Number of OVC provided with service(s)

4.2) Food and Nutritional Supplementation

F

M

F

Total



Periodic Summary Report (Form OVC_12)

For Local Adaptation

Achieved

1) Number of OVC enrolled in a program

M

2) Number of OVC lost to follow up

Newly enrolled

Total currently 

enrolled

1.1) By Age 



5) Number of OVC referred for other services 

M

F

F

Total



3.2) By number of services provided

M



4.1) By Type of Service (***An OVC can receive support in more than one area)

F

M

Total

F

M



Total

Total

Total

5.1) By Type of Services (***An OVC can be referred to services in more than one area)

3) Number of OVC served



2.1) By Reason

3.1) By Age

M

F

Total

6.1) By Gender 

6) Number of OVC visited by staff/volunteer 

at least once in a given period  




[image: image12.emf]Indicator

Food/Nutrition Education Health  Psychosocial Shelter Protection

Material Monetary Mentorship Social Other (Specify)

Total

Community Leader School Other (Specify) Total 

Religious Community Political Other (Specify) Total 

Poster Pamphlet Newsletter Other (Specify) Total

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

Date of submission: ________________________

Prepared by: ______________________________

Signature: ______________________________________   

7) Number of providers/caregivers trained in 

caring for orphans and vulnerable children

7.1) Number trained



Achieved

11) Number of community leaders supported 

to promote care and support for OVC



10) Number of mobilization meetings held



Number of Meetings



Produced/Received

Distributed to clients

12.1) By Type of material



Number of Leaders



Number of Service Providers

Number of Individuals Supported

8) Number of providers/caregivers supported 

to provide care to OVC

Unpaid



Paid

M

F

Total



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



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

10.1) Type of Meeting

11.1) By Type of Leaders



12) Number of IEC materials 

received/produced or distributed

9) Number of service providers who have 

stopped their involvement with the program 

9.1) By Type of Provider
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OVC Enrollment  Form

		CLPIR Tool Kit

		OVC Enrollment Form: For Use by OVC Programs

		For Local Adaptation

		Prepared by: __________________				Province: ____________________________                    District: __________________________

		1) Child Name: _____________________________

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

		4) Complete Address: Province ____________________________________ District __________________________________

				Village: ____________________________________________    Household Identification Information: ____________________________

		5) OVC Status:				Paternal (Father past away) □						Double □

						Maternal (Mother past away) □						Volnerable □

		6) OVC Type				Orphan □		Child Labor □				Child Headed □		Household with chronically ill parents □

						Disabled □		Street Child □				Household that has experienced a recent death from chronic illness □

						HIV Positive □		Household headed by a grandparents □						Other (Specify)

		7) Whether the child has a caregiver:				Yes □  No □

		8) Name of caregiver: ________________________________

		9) Gender of caregiver: Male / Female										10) Age of caregiver: _________

		11) Relationship to child				Father □		Uncle □				Cousin □		Neighbour □		Other (Specify) □

						Mother □		Sister □				Grant mother □		Self □

						Auntie □		Brother □				Grant father □		Social worker □

		12) Health status of caregiver:				Healthy □		Ill□		Disabled □		Other (Specify)

		13) Number of OVC in the Household:       Male (          ) Female (          )								Total(        )

		14) OVC Enrolled in the program:   YES   /    NO								Date of Enrollment: _____________
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OVC Register

		CLPIR Tool Kit (OVC_3)

		OVC Register: For Use by OVC Programs

		For Local Adaptation

		Name of Organization: ____________________________																										Period From: _________________    To: _________________

		Name of Service Provider: ______________________________																		Province: _____________________														District: _______________

		Name of Child: ____________________________																		Gender:						Male □				Female □						Age: ______

		Complete Address of a child

		Province: __________________________       District: _______________________      Village: ____________________

		A: Service Provided to OVC																																								B: Referral made

		Date		1) Food and Nutritional Support						2) Shelter and Care						3) Protection						4) Health Care						5) Psychosocial						6) Education						Follow Up Visit		Referred Out

				Nutritional Counseling		After care programs		Food/Nutritional Supplementation		Shelter		Maintenance of home		Reintegration of institutionalized children		Stigma Reduction		Inheritance Claim		Child Abuse		General Health Needs		Health care for HIV positive		Prevenion of HIV		Life Skill		Counseling		Rehabilitation/Re-Intergration		School Fee		School Material		Skill Development				HBC		ABY		VCT		Other (Specify)

		C: Lost to follow up date: _____________

		Reason for leaving : Lost to follow up  /   Migrated  /  Died  / No longer in need of service / No loner classified as OVC / Unknown / Other (Specify)

		D: Comments and Remarks:
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Referral Sheet

		CLPIR Tool Kit (OVC_4)

		Two-Way Referral Form: For Use by OVC 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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Supply Summary Sheet

		CLPIR Tool Kit (OVC_5)

		Supply Summary Sheet: For Use by OVC Programs

		For Local Adaptation

		Province: __________________________          District: _______________________

		Report Prepared By: _____________________

		Reporting Period From: ___________ To: _____________

		Date		Name of the recipient		Direct to the Child												To the Community								Singature

						School Uniforms		School Materials		Clothes		School Fees		Food		Other (Specify)		Posters		Pamphlets		Newsletters		Other (Specify)

		Total

		Comments and Remarks

		Signature of Service Provider: ______________________     Date: _____________________

		Signature of Supervisor: _______________________            Date: ____________________
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Service Provider Report

		CLPIR Tool Kit

		OVC Serivce Provider Report: For Use by OVC Programs

		For Local Adaptation

		Name of Organization: _____________________________

		Name of Service Provider: _____________________________																Province: _______________________   District: ______________________

		Reporting Period From: _______________    To: _______________

		A: OVCs provided with service(s)																								B: Lost to follow up

				Age																						Age

				<2				2-4				5-11				12-17				Total								<2		2-4		5-11		12-17		Total

		M		ΟΟΟΟΟΟΟΟΟΟ ΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟ ΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟ ΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟ ΟΟΟΟΟΟΟΟΟΟ										M		ΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟ

		F		ΟΟΟΟΟΟΟΟΟΟ ΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟ ΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟ ΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟ ΟΟΟΟΟΟΟΟΟΟ										F		ΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟ

		Total																								Total

		C: Type of service provided to OVC:

				Support														Food/Nutritional Supplementation		Follow Up Visit				Referral								Reason for Leaving

				1) Food and Nutrition		2) Shelter and Care		3) Protection		4) Health Care		5) Psychosocial		6) Education										HBC		ABY		VCT		Other (Specify)

																																Dropped  Out		Migrated		Died		No longer in need of service		No longer OVC		Unknown

		M		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ

		F		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ

		Total

		D: Comments and Remarks:

		Signature of Service Provider: _________________________________                             Date: __________________________

		Signature of Supervisor: _____________________________________                              Date: _______________________



&R&"Arial,Bold"&12(OVC_6)



Register for Service Provider

		CLPIR Tool Kit

		Register for Service Providers for Use by OVC  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

		

		Training Record Form (Form OVC_8)

		For Local Adaptation

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

		Topic of the training: 1) Food and Nutrition, 2) Shelter and Care, 3) Protection, 4) Health Care, 5) Psychosocial, 6) Education

		Specific title of the training: ____________________________________

		Participant 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		Volunteer		Community Leader		Other (Specify)

		Total

		Comments and Remarks
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Support for Service Providers

		CLPIR Tool Kit

		Support Summary Form: For use by OVC Programs

		For Local Adaptation

		Name of the support provider : ___________________        Province: ____________________    District: __________________

		Period From: _____________ To: _____________

		Date		Name of Support Recipient		A: Type of Support Provided								B: Type of Provider								Signature

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

		Total

		Comments and Remarks
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Enrollment Summary

		CLPIR Tool Kit

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

		For Local Adaptation

		Province: _________________                    District: ____________________

		Prepared By: _______________________

		Reporting Period: From ___________  To _____________

		Age -->				<2		2-4		5-11		12-17		Total

		(1) Enrolled from the previous reporting period		Female

				Male

				Total

		(2) Newly enrolled OVC		Female

				Male

				Total

		(3) Lost to follow up OVC		Female

				Male

				Total

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

				Male

				Total

		Comments and Remarks

		Signature of service provider: _______________________      Date: ______________

		Signature of supervisor: ______________________      Date: _____________
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Supply Stock Management

		CLPIR Tool Kit

		Supply Stock Management Form: For Use by OVC Programs

		For Local Adaptation

		Report Prepared By: _____________________

		Reporting Period From: ___________ To: _____________

				Dates		Supply										IEC

						School Uniforms		School Materials		School Fee		Food		Other (Specify)		Posters		Pamphlets		Newsletters		Other (Specify)

		(1) Amount at Beginning of Period

		(2) Amount Produced/ Received

				Total

		(3) Amount Distributed to Service Providers

				Total

		(4) Amount at End of Period             = (1) + (2) - (3)

		(5) Amount Distributed to Clients

		Comments and Remarks

		Signature: ___________________________________    Date: _________________________

		Signature of Supervisor: _____________________              Date: _______________________
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Periodic Report

		CLPIR Tool Kit

		CLPIR Periodic Summary Report: For Use by OVC Programs

		(For Local Adaptation)

		Name of Organization: _________________________________								Reporting Period: From ____________   To ____________

		Section A: List of indicators

		Indicators		Achieved

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

								<2		2-4		5-11		12-17		Total

				Newly enrolled		M

						F

						Total

				Total currently enrolled		M

						F

						Total

		2) Number of OVC lost to follow up		2.1) By Reason

								Drop Out		Dead		Migrated		Unknown		No longer classified as OVC		Total

				M

				F

				Total

		3) Number of OVC served		3.1) By Age

								<2		2-4		5-11		12-17		Total

				M

				F

				Total

				3.2) By number of services provided

								1 or 2		At least 3		Total

				M

				F

				Total

		4) Number of OVC provided with service(s)		4.1) By Type of Service (***An OVC can receive support in more than one area)

								Food/Nutrition		Education		Health		Psychosocial		Shelter		Protection

				M

				F

				Total

				4.2) Food and Nutritional Supplementation

				M

				F

				Total

		5) Number of OVC referred for other services		5.1) By Type of Services (***An OVC can be referred to services in more than one area)

								HBC		ABY		VCT		Other (Specify)

				M

				F

				Total

		6) Number of OVC visited by staff/volunteer at least once in a given period		6.1) By Gender

				M

				F

				Total

		Indicator		Achieved

		7) Number of providers/caregivers trained in caring for orphans and vulnerable children		7.1) Number trained

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

								Food/Nutrition		Education		Health		Psychosocial		Shelter		Protection

				M

				F

				Total

		8) Number of providers/caregivers supported to provide care to OVC		8.1) By Type of Support (***An individual can receive service in more than one area)

								Material		Monetary		Mentorship		Social		Other (Specify)

				Number of Individuals Supported

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

								Paid				Unpaid				Total

				Number of Service Providers

		10) Number of mobilization meetings held		10.1) Type of Meeting

								Community		Leader		School		Other (Specify)		Total

				Number of Meetings

		11) Number of community leaders supported to promote care and support for OVC		11.1) By Type of Leaders

								Religious		Community		Political		Other (Specify)		Total

				Number of Leaders

		12) Number of IEC materials received/produced or distributed		12.1) By Type of material

								Poster		Pamphlet		Newsletter		Other (Specify)		Total

				Produced/Received

				Distributed to clients

		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

		Date of submission: ________________________

		Prepared by: ______________________________

		Signature: ______________________________________
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OVC Enrollment  Form

		CLPIR Tool Kit

		OVC Enrollment Form: For Use by OVC Programs

		For Local Adaptation

		Prepared by: __________________				Province: ____________________________                    District: __________________________

		1) Child Name: _____________________________

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

		4) Complete Address: Province ____________________________________ District __________________________________

				Village: ____________________________________________    Household Identification Information: ____________________________

		5) OVC Status:				Paternal (Father past away) □						Double □

						Maternal (Mother past away) □						Volnerable □

		6) OVC Type				Orphan □		Child Labor □				Child Headed □		Household with chronically ill parents □

						Disabled □		Street Child □				Household that has experienced a recent death from chronic illness □

						HIV Positive □		Household headed by a grandparents □						Other (Specify)

		7) Whether the child has a caregiver:				Yes □  No □

		8) Name of caregiver: ________________________________

		9) Gender of caregiver: Male / Female										10) Age of caregiver: _________

		11) Relationship to child				Father □		Uncle □				Cousin □		Neighbour □		Other (Specify) □

						Mother □		Sister □				Grant mother □		Self □

						Auntie □		Brother □				Grant father □		Social worker □

		12) Health status of caregiver:				Healthy □		Ill□		Disabled □		Other (Specify)

		13) Number of OVC in the Household:       Male (          ) Female (          )								Total(        )

		14) OVC Enrolled in the program:   YES   /    NO								Date of Enrollment: _____________
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OVC Register

		CLPIR Tool Kit (OVC_3)

		OVC Register: For Use by OVC Programs

		For Local Adaptation

		Name of Organization: ____________________________																										Period From: _________________    To: _________________

		Name of Service Provider: ______________________________																		Province: _____________________														District: _______________

		Name of Child: ____________________________																		Gender:						Male □				Female □						Age: ______

		Complete Address of a child

		Province: __________________________       District: _______________________      Village: ____________________

		A: Service Provided to OVC																																								B: Referral made

		Date		1) Food and Nutritional Support						2) Shelter and Care						3) Protection						4) Health Care						5) Psychosocial						6) Education						Follow Up Visit		Referred Out

				Nutritional Counseling		After care programs		Food/Nutritional Supplementation		Shelter		Maintenance of home		Reintegration of institutionalized children		Stigma Reduction		Inheritance Claim		Child Abuse		General Health Needs		Health care for HIV positive		Prevenion of HIV		Life Skill		Counseling		Rehabilitation/Re-Intergration		School Fee		School Material		Skill Development				HBC		ABY		VCT		Other (Specify)

		C: Lost to follow up date: _____________

		Reason for leaving : Lost to follow up  /   Migrated  /  Died  / No longer in need of service / No loner classified as OVC / Unknown / Other (Specify)

		D: Comments and Remarks:
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Referral Sheet

		Two-Way Referral Form (Form OVC_4)

		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: …………….………….



&RAdapted by CEDPA Nigeria
&"Arial,Bold"&12(OVC_4)&"Arial,Regular"&10



Supply Summary Sheet

		CLPIR Tool Kit (OVC_5)

		Supply Summary Sheet: For Use by OVC Programs

		For Local Adaptation

		Province: __________________________          District: _______________________

		Report Prepared By: _____________________

		Reporting Period From: ___________ To: _____________

		Date		Name of the recipient		Direct to the Child												To the Community								Singature

						School Uniforms		School Materials		Clothes		School Fees		Food		Other (Specify)		Posters		Pamphlets		Newsletters		Other (Specify)

		Total

		Comments and Remarks

		Signature of Service Provider: ______________________     Date: _____________________

		Signature of Supervisor: _______________________            Date: ____________________
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Service Provider Report

		CLPIR Tool Kit

		OVC Serivce Provider Report: For Use by OVC Programs

		For Local Adaptation

		Name of Organization: _____________________________

		Name of Service Provider: _____________________________																Province: _______________________   District: ______________________

		Reporting Period From: _______________    To: _______________

		A: OVCs provided with service(s)																								B: Lost to follow up

				Age																						Age

				<2				2-4				5-11				12-17				Total								<2		2-4		5-11		12-17		Total

		M		ΟΟΟΟΟΟΟΟΟΟ ΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟ ΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟ ΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟ ΟΟΟΟΟΟΟΟΟΟ										M		ΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟ

		F		ΟΟΟΟΟΟΟΟΟΟ ΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟ ΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟ ΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟ ΟΟΟΟΟΟΟΟΟΟ										F		ΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟ

		Total																								Total

		C: Type of service provided to OVC:

				Support														Food/Nutritional Supplementation		Follow Up Visit				Referral								Reason for Leaving

				1) Food and Nutrition		2) Shelter and Care		3) Protection		4) Health Care		5) Psychosocial		6) Education										HBC		ABY		VCT		Other (Specify)

																																Dropped  Out		Migrated		Died		No longer in need of service		No longer OVC		Unknown

		M		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ

		F		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ

		Total

		D: 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 OVC  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 OVC Programs

		For Local Adaptation

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

		Topic of the training: 1) Food and Nutrition, 2) Shelter and Care, 3) Protection, 4) Health Care, 5) Psychosocial, 6) Education

		Specific title of the training: ____________________________________

		Participant 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		Volunteer		Community Leader		Other (Specify)

		Total

		Comments and Remarks
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Support for Service Providers

		CLPIR Tool Kit

		Support Summary Form: For use by OVC Programs

		For Local Adaptation

		Name of the support provider : ___________________        Province: ____________________    District: __________________

		Period From: _____________ To: _____________

		Date		Name of Support Recipient		A: Type of Support Provided								B: Type of Provider								Signature

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

		Total

		Comments and Remarks
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Enrollment Summary

		CLPIR Tool Kit

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

		For Local Adaptation

		Province: _________________                    District: ____________________

		Prepared By: _______________________

		Reporting Period: From ___________  To _____________

		Age -->				<2		2-4		5-11		12-17		Total

		(1) Enrolled from the previous reporting period		Female

				Male

				Total

		(2) Newly enrolled OVC		Female

				Male

				Total

		(3) Lost to follow up OVC		Female

				Male

				Total

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

				Male

				Total

		Comments and Remarks

		Signature of service provider: _______________________      Date: ______________

		Signature of supervisor: ______________________      Date: _____________
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Supply Stock Management

		CLPIR Tool Kit

		Supply Stock Management Form: For Use by OVC Programs

		For Local Adaptation

		Report Prepared By: _____________________

		Reporting Period From: ___________ To: _____________

				Dates		Supply										IEC

						School Uniforms		School Materials		School Fee		Food		Other (Specify)		Posters		Pamphlets		Newsletters		Other (Specify)

		(1) Amount at Beginning of Period

		(2) Amount Produced/ Received

				Total

		(3) Amount Distributed to Service Providers

				Total

		(4) Amount at End of Period             = (1) + (2) - (3)

		(5) Amount Distributed to Clients

		Comments and Remarks

		Signature: ___________________________________    Date: _________________________

		Signature of Supervisor: _____________________              Date: _______________________
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Periodic Report

		CLPIR Tool Kit

		CLPIR Periodic Summary Report: For Use by OVC Programs

		(For Local Adaptation)

		Name of Organization: _________________________________								Reporting Period: From ____________   To ____________

		Section A: List of indicators

		Indicators		Achieved

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

								<2		2-4		5-11		12-17		Total

				Newly enrolled		M

						F

						Total

				Total currently enrolled		M

						F

						Total

		2) Number of OVC lost to follow up		2.1) By Reason

								Drop Out		Dead		Migrated		Unknown		No longer classified as OVC		Total

				M

				F

				Total

		3) Number of OVC served		3.1) By Age

								<2		2-4		5-11		12-17		Total

				M

				F

				Total

				3.2) By number of services provided

								1 or 2		At least 3		Total

				M

				F

				Total

		4) Number of OVC provided with service(s)		4.1) By Type of Service (***An OVC can receive support in more than one area)

								Food/Nutrition		Education		Health		Psychosocial		Shelter		Protection

				M

				F

				Total

				4.2) Food and Nutritional Supplementation

				M

				F

				Total

		5) Number of OVC referred for other services		5.1) By Type of Services (***An OVC can be referred to services in more than one area)

								HBC		ABY		VCT		Other (Specify)

				M

				F

				Total

		6) Number of OVC visited by staff/volunteer at least once in a given period		6.1) By Gender

				M

				F

				Total

		Indicator		Achieved

		7) Number of providers/caregivers trained in caring for orphans and vulnerable children		7.1) Number trained

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

								Food/Nutrition		Education		Health		Psychosocial		Shelter		Protection

				M

				F

				Total

		8) Number of providers/caregivers supported to provide care to OVC		8.1) By Type of Support (***An individual can receive service in more than one area)

								Material		Monetary		Mentorship		Social		Other (Specify)

				Number of Individuals Supported

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

								Paid				Unpaid				Total

				Number of Service Providers

		10) Number of mobilization meetings held		10.1) Type of Meeting

								Community		Leader		School		Other (Specify)		Total

				Number of Meetings

		11) Number of community leaders supported to promote care and support for OVC		11.1) By Type of Leaders

								Religious		Community		Political		Other (Specify)		Total

				Number of Leaders

		12) Number of IEC materials received/produced or distributed		12.1) By Type of material

								Poster		Pamphlet		Newsletter		Other (Specify)		Total

				Produced/Received

				Distributed to clients

		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

		Date of submission: ________________________

		Prepared by: ______________________________

		Signature: ______________________________________
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_1343714143.xls
OVC Enrollment  Form

		CLPIR Tool Kit

		OVC Enrollment Form: For Use by OVC Programs

		For Local Adaptation

		Prepared by: __________________				Province: ____________________________                    District: __________________________

		1) Child Name: _____________________________

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

		4) Complete Address: Province ____________________________________ District __________________________________

				Village: ____________________________________________    Household Identification Information: ____________________________

		5) OVC Status:				Paternal (Father past away) □						Double □

						Maternal (Mother past away) □						Volnerable □

		6) OVC Type				Orphan □		Child Labor □				Child Headed □		Household with chronically ill parents □

						Disabled □		Street Child □				Household that has experienced a recent death from chronic illness □

						HIV Positive □		Household headed by a grandparents □						Other (Specify)

		7) Whether the child has a caregiver:				Yes □  No □

		8) Name of caregiver: ________________________________

		9) Gender of caregiver: Male / Female										10) Age of caregiver: _________

		11) Relationship to child				Father □		Uncle □				Cousin □		Neighbour □		Other (Specify) □

						Mother □		Sister □				Grant mother □		Self □

						Auntie □		Brother □				Grant father □		Social worker □

		12) Health status of caregiver:				Healthy □		Ill□		Disabled □		Other (Specify)

		13) Number of OVC in the Household:       Male (          ) Female (          )								Total(        )

		14) OVC Enrolled in the program:   YES   /    NO								Date of Enrollment: _____________
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OVC Register

		OVC Register (Form OVC_3)

		For Local Adaptation

		Name of Organization: ____________________________																										Period From: _________________    To: _________________

		Name of Service Provider: ______________________________																		Province: _____________________														District: _______________

		Name of Child: ____________________________																		Gender:						Male □				Female □						Age: ______

		Complete Address of a child

		Province: __________________________       District: _______________________      Village: ____________________

		A: Service Provided to OVC																																								B: Referral made

		Date		1) Food and Nutritional Support						2) Shelter and Care						3) Protection						4) Health Care						5) Psychosocial						6) Education						Follow Up Visit		Referred Out

				Nutritional Counseling		After care programs		Food/Nutritional Supplementation		Shelter		Maintenance of home		Reintegration of institutionalized children		Stigma Reduction		Inheritance Claim		Child Abuse		General Health Needs		Health care for HIV positive		Prevenion of HIV		Life Skill		Counseling		Rehabilitation/Re-Intergration		School Fee		School Material		Skill Development				HBC		ABY		VCT		Other (Specify)

		C: Lost to follow up date: _____________

		Reason for leaving : Lost to follow up  /   Migrated  /  Died  / No longer in need of service / No loner classified as OVC / Unknown / Other (Specify)

		D: Comments and Remarks:
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Referral Sheet

		CLPIR Tool Kit

		Two-Way Referral Form: For Use by OVC 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: …………….………….



&RAdapted by CEDPA Nigeria
&"Arial,Bold"&12(OVC_4)&"Arial,Regular"&10



Supply Summary Sheet

		CLPIR Tool Kit

		Supply Summary Sheet: For Use by OVC Programs

		For Local Adaptation

		Province: __________________________          District: _______________________

		Report Prepared By: _____________________

		Reporting Period From: ___________ To: _____________

		Date		Name of the recipient		Direct to the Child												To the Community								Singature

						School Uniforms		School Materials		Clothes		School Fees		Food		Other (Specify)		Posters		Pamphlets		Newsletters		Other (Specify)

		Total

		Comments and Remarks

		Signature of Service Provider: ______________________     Date: _____________________

		Signature of Supervisor: _______________________            Date: ____________________



&R&"Arial,Bold"&12(OVC_5)



Service Provider Report

		CLPIR Tool Kit

		OVC Serivce Provider Report: For Use by OVC Programs

		For Local Adaptation

		Name of Organization: _____________________________

		Name of Service Provider: _____________________________																Province: _______________________   District: ______________________

		Reporting Period From: _______________    To: _______________

		A: OVCs provided with service(s)																								B: Lost to follow up

				Age																						Age

				<2				2-4				5-11				12-17				Total								<2		2-4		5-11		12-17		Total

		M		ΟΟΟΟΟΟΟΟΟΟ ΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟ ΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟ ΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟ ΟΟΟΟΟΟΟΟΟΟ										M		ΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟ

		F		ΟΟΟΟΟΟΟΟΟΟ ΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟ ΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟ ΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟ ΟΟΟΟΟΟΟΟΟΟ										F		ΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟ

		Total																								Total

		C: Type of service provided to OVC:

				Support														Food/Nutritional Supplementation		Follow Up Visit				Referral								Reason for Leaving

				1) Food and Nutrition		2) Shelter and Care		3) Protection		4) Health Care		5) Psychosocial		6) Education										HBC		ABY		VCT		Other (Specify)

																																Dropped  Out		Migrated		Died		No longer in need of service		No longer OVC		Unknown

		M		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ

		F		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ

		Total

		D: Comments and Remarks:

		Signature of Service Provider: _________________________________                             Date: __________________________

		Signature of Supervisor: _____________________________________                              Date: _______________________



&R&"Arial,Bold"&12(OVC_6)



Register for Service Provider

		CLPIR Tool Kit

		Register for Service Providers for Use by OVC  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(OVC_7)



Training Record

		CLPIR Tool Kit

		Training Record Form for Service Providers: For use by OVC Programs

		For Local Adaptation

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

		Topic of the training: 1) Food and Nutrition, 2) Shelter and Care, 3) Protection, 4) Health Care, 5) Psychosocial, 6) Education

		Specific title of the training: ____________________________________

		Participant 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		Volunteer		Community Leader		Other (Specify)

		Total

		Comments and Remarks



&R&"Arial,Bold"&12(OVC_8)



Support for Service Providers

		CLPIR Tool Kit

		Support Summary Form: For use by OVC Programs

		For Local Adaptation

		Name of the support provider : ___________________        Province: ____________________    District: __________________

		Period From: _____________ To: _____________

		Date		Name of Support Recipient		A: Type of Support Provided								B: Type of Provider								Signature

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

		Total

		Comments and Remarks



&R&"Arial,Bold"&12(OVC_9)



Enrollment Summary

		CLPIR Tool Kit

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

		For Local Adaptation

		Province: _________________                    District: ____________________

		Prepared By: _______________________

		Reporting Period: From ___________  To _____________

		Age -->				<2		2-4		5-11		12-17		Total

		(1) Enrolled from the previous reporting period		Female

				Male

				Total

		(2) Newly enrolled OVC		Female

				Male

				Total

		(3) Lost to follow up OVC		Female

				Male

				Total

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

				Male

				Total

		Comments and Remarks

		Signature of service provider: _______________________      Date: ______________

		Signature of supervisor: ______________________      Date: _____________



&R&"Arial,Bold"&12(OVC_10)



Supply Stock Management

		CLPIR Tool Kit

		Supply Stock Management Form: For Use by OVC Programs

		For Local Adaptation

		Report Prepared By: _____________________

		Reporting Period From: ___________ To: _____________

				Dates		Supply										IEC

						School Uniforms		School Materials		School Fee		Food		Other (Specify)		Posters		Pamphlets		Newsletters		Other (Specify)

		(1) Amount at Beginning of Period

		(2) Amount Produced/ Received

				Total

		(3) Amount Distributed to Service Providers

				Total

		(4) Amount at End of Period             = (1) + (2) - (3)

		(5) Amount Distributed to Clients

		Comments and Remarks

		Signature: ___________________________________    Date: _________________________

		Signature of Supervisor: _____________________              Date: _______________________



&R&"Arial,Bold"&12(OVC_11)



Periodic Report

		CLPIR Tool Kit

		CLPIR Periodic Summary Report: For Use by OVC Programs

		(For Local Adaptation)

		Name of Organization: _________________________________								Reporting Period: From ____________   To ____________

		Section A: List of indicators

		Indicators		Achieved

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

								<2		2-4		5-11		12-17		Total

				Newly enrolled		M

						F

						Total

				Total currently enrolled		M

						F

						Total

		2) Number of OVC lost to follow up		2.1) By Reason

								Drop Out		Dead		Migrated		Unknown		No longer classified as OVC		Total

				M

				F

				Total

		3) Number of OVC served		3.1) By Age

								<2		2-4		5-11		12-17		Total

				M

				F

				Total

				3.2) By number of services provided

								1 or 2		At least 3		Total

				M

				F

				Total

		4) Number of OVC provided with service(s)		4.1) By Type of Service (***An OVC can receive support in more than one area)

								Food/Nutrition		Education		Health		Psychosocial		Shelter		Protection

				M

				F

				Total

				4.2) Food and Nutritional Supplementation

				M

				F

				Total

		5) Number of OVC referred for other services		5.1) By Type of Services (***An OVC can be referred to services in more than one area)

								HBC		ABY		VCT		Other (Specify)

				M

				F

				Total

		6) Number of OVC visited by staff/volunteer at least once in a given period		6.1) By Gender

				M

				F

				Total

		Indicator		Achieved

		7) Number of providers/caregivers trained in caring for orphans and vulnerable children		7.1) Number trained

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

								Food/Nutrition		Education		Health		Psychosocial		Shelter		Protection

				M

				F

				Total

		8) Number of providers/caregivers supported to provide care to OVC		8.1) By Type of Support (***An individual can receive service in more than one area)

								Material		Monetary		Mentorship		Social		Other (Specify)

				Number of Individuals Supported

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

								Paid				Unpaid				Total

				Number of Service Providers

		10) Number of mobilization meetings held		10.1) Type of Meeting

								Community		Leader		School		Other (Specify)		Total

				Number of Meetings

		11) Number of community leaders supported to promote care and support for OVC		11.1) By Type of Leaders

								Religious		Community		Political		Other (Specify)		Total

				Number of Leaders

		12) Number of IEC materials received/produced or distributed		12.1) By Type of material

								Poster		Pamphlet		Newsletter		Other (Specify)		Total

				Produced/Received

				Distributed to clients

		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

		Date of submission: ________________________

		Prepared by: ______________________________

		Signature: ______________________________________



&R&"Arial,Bold"&12(OVC_12)




_1343800076.xls
OVC Enrollment  Form

		CLPIR Tool Kit

		OVC Enrollment Form: For Use by OVC Programs

		For Local Adaptation

		Prepared by: __________________				Province: ____________________________                    District: __________________________

		1) Child Name: _____________________________

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

		4) Complete Address: Province ____________________________________ District __________________________________

				Village: ____________________________________________    Household Identification Information: ____________________________

		5) OVC Status:				Paternal (Father past away) □						Double □

						Maternal (Mother past away) □						Volnerable □

		6) OVC Type				Orphan □		Child Labor □				Child Headed □		Household with chronically ill parents □

						Disabled □		Street Child □				Household that has experienced a recent death from chronic illness □

						HIV Positive □		Household headed by a grandparents □						Other (Specify)

		7) Whether the child has a caregiver:				Yes □  No □

		8) Name of caregiver: ________________________________

		9) Gender of caregiver: Male / Female										10) Age of caregiver: _________

		11) Relationship to child				Father □		Uncle □				Cousin □		Neighbour □		Other (Specify) □

						Mother □		Sister □				Grant mother □		Self □

						Auntie □		Brother □				Grant father □		Social worker □

		12) Health status of caregiver:				Healthy □		Ill□		Disabled □		Other (Specify)

		13) Number of OVC in the Household:       Male (          ) Female (          )								Total(        )

		14) OVC Enrolled in the program:   YES   /    NO								Date of Enrollment: _____________



&R&"Arial,Bold"&12(OVC_1)



OVC Register

		CLPIR Tool Kit (OVC_3)

		OVC Register: For Use by OVC Programs

		For Local Adaptation

		Name of Organization: ____________________________																										Period From: _________________    To: _________________

		Name of Service Provider: ______________________________																		Province: _____________________														District: _______________

		Name of Child: ____________________________																		Gender:						Male □				Female □						Age: ______

		Complete Address of a child

		Province: __________________________       District: _______________________      Village: ____________________

		A: Service Provided to OVC																																								B: Referral made

		Date		1) Food and Nutritional Support						2) Shelter and Care						3) Protection						4) Health Care						5) Psychosocial						6) Education						Follow Up Visit		Referred Out

				Nutritional Counseling		After care programs		Food/Nutritional Supplementation		Shelter		Maintenance of home		Reintegration of institutionalized children		Stigma Reduction		Inheritance Claim		Child Abuse		General Health Needs		Health care for HIV positive		Prevenion of HIV		Life Skill		Counseling		Rehabilitation/Re-Intergration		School Fee		School Material		Skill Development				HBC		ABY		VCT		Other (Specify)

		C: Lost to follow up date: _____________

		Reason for leaving : Lost to follow up  /   Migrated  /  Died  / No longer in need of service / No loner classified as OVC / Unknown / Other (Specify)

		D: Comments and Remarks:



&R&"Arial,Bold"&12(OVC_3)



Referral Sheet

		CLPIR Tool Kit (OVC_4)

		Two-Way Referral Form: For Use by OVC 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: …………….………….



&RAdapted by CEDPA Nigeria
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Supply Summary Sheet

		CLPIR Tool Kit (OVC_5)

		Supply Summary Sheet: For Use by OVC Programs

		For Local Adaptation

		Province: __________________________          District: _______________________

		Report Prepared By: _____________________

		Reporting Period From: ___________ To: _____________

		Date		Name of the recipient		Direct to the Child												To the Community								Singature

						School Uniforms		School Materials		Clothes		School Fees		Food		Other (Specify)		Posters		Pamphlets		Newsletters		Other (Specify)

		Total

		Comments and Remarks

		Signature of Service Provider: ______________________     Date: _____________________

		Signature of Supervisor: _______________________            Date: ____________________



&R&"Arial,Bold"&12(OVC_5)



Service Provider Report

		CLPIR Tool Kit

		OVC Serivce Provider Report: For Use by OVC Programs

		For Local Adaptation

		Name of Organization: _____________________________

		Name of Service Provider: _____________________________																Province: _______________________   District: ______________________

		Reporting Period From: _______________    To: _______________

		A: OVCs provided with service(s)																								B: Lost to follow up

				Age																						Age

				<2				2-4				5-11				12-17				Total								<2		2-4		5-11		12-17		Total

		M		ΟΟΟΟΟΟΟΟΟΟ ΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟ ΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟ ΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟ ΟΟΟΟΟΟΟΟΟΟ										M		ΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟ

		F		ΟΟΟΟΟΟΟΟΟΟ ΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟ ΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟ ΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟ ΟΟΟΟΟΟΟΟΟΟ										F		ΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟ

		Total																								Total

		C: Type of service provided to OVC:

				Support														Food/Nutritional Supplementation		Follow Up Visit				Referral								Reason for Leaving

				1) Food and Nutrition		2) Shelter and Care		3) Protection		4) Health Care		5) Psychosocial		6) Education										HBC		ABY		VCT		Other (Specify)

																																Dropped  Out		Migrated		Died		No longer in need of service		No longer OVC		Unknown

		M		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ

		F		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ

		Total

		D: Comments and Remarks:

		Signature of Service Provider: _________________________________                             Date: __________________________

		Signature of Supervisor: _____________________________________                              Date: _______________________
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Register for Service Provider

		

		Register for Service Providers (OVC_7)

		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 code:

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



&R&"Arial,Bold"&12(OVC_7)



Training Record

		CLPIR Tool Kit

		Training Record Form for Service Providers: For use by OVC Programs

		For Local Adaptation

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

		Topic of the training: 1) Food and Nutrition, 2) Shelter and Care, 3) Protection, 4) Health Care, 5) Psychosocial, 6) Education

		Specific title of the training: ____________________________________

		Participant 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		Volunteer		Community Leader		Other (Specify)

		Total

		Comments and Remarks
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Support for Service Providers

		CLPIR Tool Kit

		Support Summary Form: For use by OVC Programs

		For Local Adaptation

		Name of the support provider : ___________________        Province: ____________________    District: __________________

		Period From: _____________ To: _____________

		Date		Name of Support Recipient		A: Type of Support Provided								B: Type of Provider								Signature

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

		Total

		Comments and Remarks
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Enrollment Summary

		CLPIR Tool Kit

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

		For Local Adaptation

		Province: _________________                    District: ____________________

		Prepared By: _______________________

		Reporting Period: From ___________  To _____________

		Age -->				<2		2-4		5-11		12-17		Total

		(1) Enrolled from the previous reporting period		Female

				Male

				Total

		(2) Newly enrolled OVC		Female

				Male

				Total

		(3) Lost to follow up OVC		Female

				Male

				Total

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

				Male

				Total

		Comments and Remarks

		Signature of service provider: _______________________      Date: ______________

		Signature of supervisor: ______________________      Date: _____________
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Supply Stock Management

		CLPIR Tool Kit

		Supply Stock Management Form: For Use by OVC Programs

		For Local Adaptation

		Report Prepared By: _____________________

		Reporting Period From: ___________ To: _____________

				Dates		Supply										IEC

						School Uniforms		School Materials		School Fee		Food		Other (Specify)		Posters		Pamphlets		Newsletters		Other (Specify)

		(1) Amount at Beginning of Period

		(2) Amount Produced/ Received

				Total

		(3) Amount Distributed to Service Providers

				Total

		(4) Amount at End of Period             = (1) + (2) - (3)

		(5) Amount Distributed to Clients

		Comments and Remarks

		Signature: ___________________________________    Date: _________________________

		Signature of Supervisor: _____________________              Date: _______________________
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Periodic Report

		CLPIR Tool Kit

		CLPIR Periodic Summary Report: For Use by OVC Programs

		(For Local Adaptation)

		Name of Organization: _________________________________								Reporting Period: From ____________   To ____________

		Section A: List of indicators

		Indicators		Achieved

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

								<2		2-4		5-11		12-17		Total

				Newly enrolled		M

						F

						Total

				Total currently enrolled		M

						F

						Total

		2) Number of OVC lost to follow up		2.1) By Reason

								Drop Out		Dead		Migrated		Unknown		No longer classified as OVC		Total

				M

				F

				Total

		3) Number of OVC served		3.1) By Age

								<2		2-4		5-11		12-17		Total

				M

				F

				Total

				3.2) By number of services provided

								1 or 2		At least 3		Total

				M

				F

				Total

		4) Number of OVC provided with service(s)		4.1) By Type of Service (***An OVC can receive support in more than one area)

								Food/Nutrition		Education		Health		Psychosocial		Shelter		Protection

				M

				F

				Total

				4.2) Food and Nutritional Supplementation

				M

				F

				Total

		5) Number of OVC referred for other services		5.1) By Type of Services (***An OVC can be referred to services in more than one area)

								HBC		ABY		VCT		Other (Specify)

				M

				F

				Total

		6) Number of OVC visited by staff/volunteer at least once in a given period		6.1) By Gender

				M

				F

				Total

		Indicator		Achieved

		7) Number of providers/caregivers trained in caring for orphans and vulnerable children		7.1) Number trained

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

								Food/Nutrition		Education		Health		Psychosocial		Shelter		Protection

				M

				F

				Total

		8) Number of providers/caregivers supported to provide care to OVC		8.1) By Type of Support (***An individual can receive service in more than one area)

								Material		Monetary		Mentorship		Social		Other (Specify)

				Number of Individuals Supported

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

								Paid				Unpaid				Total

				Number of Service Providers

		10) Number of mobilization meetings held		10.1) Type of Meeting

								Community		Leader		School		Other (Specify)		Total

				Number of Meetings

		11) Number of community leaders supported to promote care and support for OVC		11.1) By Type of Leaders

								Religious		Community		Political		Other (Specify)		Total

				Number of Leaders

		12) Number of IEC materials received/produced or distributed		12.1) By Type of material

								Poster		Pamphlet		Newsletter		Other (Specify)		Total

				Produced/Received

				Distributed to clients

		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

		Date of submission: ________________________

		Prepared by: ______________________________

		Signature: ______________________________________
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_1343713669.xls
OVC Enrollment  Form

		CLPIR Tool Kit

		OVC Enrollment Form: For Use by OVC Programs

		For Local Adaptation

		Prepared by: __________________				Province: ____________________________                    District: __________________________

		1) Child Name: _____________________________

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

		4) Complete Address: Province ____________________________________ District __________________________________

				Village: ____________________________________________    Household Identification Information: ____________________________

		5) OVC Status:				Paternal (Father past away) □						Double □

						Maternal (Mother past away) □						Volnerable □

		6) OVC Type				Orphan □		Child Labor □				Child Headed □		Household with chronically ill parents □

						Disabled □		Street Child □				Household that has experienced a recent death from chronic illness □

						HIV Positive □		Household headed by a grandparents □						Other (Specify)

		7) Whether the child has a caregiver:				Yes □  No □

		8) Name of caregiver: ________________________________

		9) Gender of caregiver: Male / Female										10) Age of caregiver: _________

		11) Relationship to child				Father □		Uncle □				Cousin □		Neighbour □		Other (Specify) □

						Mother □		Sister □				Grant mother □		Self □

						Auntie □		Brother □				Grant father □		Social worker □

		12) Health status of caregiver:				Healthy □		Ill□		Disabled □		Other (Specify)

		13) Number of OVC in the Household:       Male (          ) Female (          )								Total(        )

		14) OVC Enrolled in the program:   YES   /    NO								Date of Enrollment: _____________
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OVC Register

		CLPIR Tool Kit (OVC_3)

		OVC Register: For Use by OVC Programs

		For Local Adaptation

		Name of Organization: ____________________________																										Period From: _________________    To: _________________

		Name of Service Provider: ______________________________																		Province: _____________________														District: _______________

		Name of Child: ____________________________																		Gender:						Male □				Female □						Age: ______

		Complete Address of a child

		Province: __________________________       District: _______________________      Village: ____________________

		A: Service Provided to OVC																																								B: Referral made

		Date		1) Food and Nutritional Support						2) Shelter and Care						3) Protection						4) Health Care						5) Psychosocial						6) Education						Follow Up Visit		Referred Out

				Nutritional Counseling		After care programs		Food/Nutritional Supplementation		Shelter		Maintenance of home		Reintegration of institutionalized children		Stigma Reduction		Inheritance Claim		Child Abuse		General Health Needs		Health care for HIV positive		Prevenion of HIV		Life Skill		Counseling		Rehabilitation/Re-Intergration		School Fee		School Material		Skill Development				HBC		ABY		VCT		Other (Specify)

		C: Lost to follow up date: _____________

		Reason for leaving : Lost to follow up  /   Migrated  /  Died  / No longer in need of service / No loner classified as OVC / Unknown / Other (Specify)

		D: Comments and Remarks:



&R&"Arial,Bold"&12(OVC_3)



Referral Sheet

		CLPIR Tool Kit (OVC_4)

		Two-Way Referral Form: For Use by OVC 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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Supply Summary Sheet

		CLPIR Tool Kit (OVC_5)

		Supply Summary Sheet: For Use by OVC Programs

		For Local Adaptation

		Province: __________________________          District: _______________________

		Report Prepared By: _____________________

		Reporting Period From: ___________ To: _____________

		Date		Name of the recipient		Direct to the Child												To the Community								Singature

						School Uniforms		School Materials		Clothes		School Fees		Food		Other (Specify)		Posters		Pamphlets		Newsletters		Other (Specify)

		Total

		Comments and Remarks

		Signature of Service Provider: ______________________     Date: _____________________

		Signature of Supervisor: _______________________            Date: ____________________
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Service Provider Report

		CLPIR Tool Kit

		OVC Serivce Provider Report: For Use by OVC Programs

		For Local Adaptation

		Name of Organization: _____________________________

		Name of Service Provider: _____________________________																Province: _______________________   District: ______________________

		Reporting Period From: _______________    To: _______________

		A: OVCs provided with service(s)																								B: Lost to follow up

				Age																						Age

				<2				2-4				5-11				12-17				Total								<2		2-4		5-11		12-17		Total

		M		ΟΟΟΟΟΟΟΟΟΟ ΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟ ΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟ ΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟ ΟΟΟΟΟΟΟΟΟΟ										M		ΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟ

		F		ΟΟΟΟΟΟΟΟΟΟ ΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟ ΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟ ΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟ ΟΟΟΟΟΟΟΟΟΟ										F		ΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟ

		Total																								Total

		C: Type of service provided to OVC:

				Support														Food/Nutritional Supplementation		Follow Up Visit				Referral								Reason for Leaving

				1) Food and Nutrition		2) Shelter and Care		3) Protection		4) Health Care		5) Psychosocial		6) Education										HBC		ABY		VCT		Other (Specify)

																																Dropped  Out		Migrated		Died		No longer in need of service		No longer OVC		Unknown

		M		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ

		F		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ

		Total

		D: 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 OVC  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(OVC_7)



Training Record

		CLPIR Tool Kit

		Training Record Form for Service Providers: For use by OVC Programs

		For Local Adaptation

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

		Topic of the training: 1) Food and Nutrition, 2) Shelter and Care, 3) Protection, 4) Health Care, 5) Psychosocial, 6) Education

		Specific title of the training: ____________________________________

		Participant 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		Volunteer		Community Leader		Other (Specify)

		Total

		Comments and Remarks



&R&"Arial,Bold"&12(OVC_8)



Support for Service Providers

		CLPIR Tool Kit

		Support Summary Form: For use by OVC Programs

		For Local Adaptation

		Name of the support provider : ___________________        Province: ____________________    District: __________________

		Period From: _____________ To: _____________

		Date		Name of Support Recipient		A: Type of Support Provided								B: Type of Provider								Signature

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

		Total

		Comments and Remarks



&R&"Arial,Bold"&12(OVC_9)



Enrollment Summary

		

		OVC Enrollment Summary Sheet (Form OVC_10)

		For Local Adaptation

		Province: _________________                    District: ____________________

		Prepared By: _______________________

		Reporting Period: From ___________  To _____________

		Age -->				<2		2-4		5-11		12-17		Total

		(1) Enrolled from the previous reporting period		Female

				Male

				Total

		(2) Newly enrolled OVC		Female

				Male

				Total

		(3) Lost to follow up OVC		Female

				Male

				Total

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

				Male

				Total

		Comments and Remarks

		Signature of service provider: _______________________      Date: ______________

		Signature of supervisor: ______________________      Date: _____________



&R&"Arial,Bold"&12(OVC_10)



Supply Stock Management

		CLPIR Tool Kit

		Supply Stock Management Form: For Use by OVC Programs

		For Local Adaptation

		Report Prepared By: _____________________

		Reporting Period From: ___________ To: _____________

				Dates		Supply										IEC

						School Uniforms		School Materials		School Fee		Food		Other (Specify)		Posters		Pamphlets		Newsletters		Other (Specify)

		(1) Amount at Beginning of Period

		(2) Amount Produced/ Received

				Total

		(3) Amount Distributed to Service Providers

				Total

		(4) Amount at End of Period             = (1) + (2) - (3)

		(5) Amount Distributed to Clients

		Comments and Remarks

		Signature: ___________________________________    Date: _________________________

		Signature of Supervisor: _____________________              Date: _______________________
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Periodic Report

		CLPIR Tool Kit

		CLPIR Periodic Summary Report: For Use by OVC Programs

		(For Local Adaptation)

		Name of Organization: _________________________________								Reporting Period: From ____________   To ____________

		Section A: List of indicators

		Indicators		Achieved

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

								<2		2-4		5-11		12-17		Total

				Newly enrolled		M

						F

						Total

				Total currently enrolled		M

						F

						Total

		2) Number of OVC lost to follow up		2.1) By Reason

								Drop Out		Dead		Migrated		Unknown		No longer classified as OVC		Total

				M

				F

				Total

		3) Number of OVC served		3.1) By Age

								<2		2-4		5-11		12-17		Total

				M

				F

				Total

				3.2) By number of services provided

								1 or 2		At least 3		Total

				M

				F

				Total

		4) Number of OVC provided with service(s)		4.1) By Type of Service (***An OVC can receive support in more than one area)

								Food/Nutrition		Education		Health		Psychosocial		Shelter		Protection

				M

				F

				Total

				4.2) Food and Nutritional Supplementation

				M

				F

				Total

		5) Number of OVC referred for other services		5.1) By Type of Services (***An OVC can be referred to services in more than one area)

								HBC		ABY		VCT		Other (Specify)

				M

				F

				Total

		6) Number of OVC visited by staff/volunteer at least once in a given period		6.1) By Gender

				M

				F

				Total

		Indicator		Achieved

		7) Number of providers/caregivers trained in caring for orphans and vulnerable children		7.1) Number trained

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

								Food/Nutrition		Education		Health		Psychosocial		Shelter		Protection

				M

				F

				Total

		8) Number of providers/caregivers supported to provide care to OVC		8.1) By Type of Support (***An individual can receive service in more than one area)

								Material		Monetary		Mentorship		Social		Other (Specify)

				Number of Individuals Supported

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

								Paid				Unpaid				Total

				Number of Service Providers

		10) Number of mobilization meetings held		10.1) Type of Meeting

								Community		Leader		School		Other (Specify)		Total

				Number of Meetings

		11) Number of community leaders supported to promote care and support for OVC		11.1) By Type of Leaders

								Religious		Community		Political		Other (Specify)		Total

				Number of Leaders

		12) Number of IEC materials received/produced or distributed		12.1) By Type of material

								Poster		Pamphlet		Newsletter		Other (Specify)		Total

				Produced/Received

				Distributed to clients

		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

		Date of submission: ________________________

		Prepared by: ______________________________

		Signature: ______________________________________
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_1343713761.xls
OVC Enrollment  Form

		CLPIR Tool Kit

		OVC Enrollment Form: For Use by OVC Programs

		For Local Adaptation

		Prepared by: __________________				Province: ____________________________                    District: __________________________

		1) Child Name: _____________________________

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

		4) Complete Address: Province ____________________________________ District __________________________________

				Village: ____________________________________________    Household Identification Information: ____________________________

		5) OVC Status:				Paternal (Father past away) □						Double □

						Maternal (Mother past away) □						Volnerable □

		6) OVC Type				Orphan □		Child Labor □				Child Headed □		Household with chronically ill parents □

						Disabled □		Street Child □				Household that has experienced a recent death from chronic illness □

						HIV Positive □		Household headed by a grandparents □						Other (Specify)

		7) Whether the child has a caregiver:				Yes □  No □

		8) Name of caregiver: ________________________________

		9) Gender of caregiver: Male / Female										10) Age of caregiver: _________

		11) Relationship to child				Father □		Uncle □				Cousin □		Neighbour □		Other (Specify) □

						Mother □		Sister □				Grant mother □		Self □

						Auntie □		Brother □				Grant father □		Social worker □

		12) Health status of caregiver:				Healthy □		Ill□		Disabled □		Other (Specify)

		13) Number of OVC in the Household:       Male (          ) Female (          )								Total(        )

		14) OVC Enrolled in the program:   YES   /    NO								Date of Enrollment: _____________
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OVC Register

		CLPIR Tool Kit (OVC_3)

		OVC Register: For Use by OVC Programs

		For Local Adaptation

		Name of Organization: ____________________________																										Period From: _________________    To: _________________

		Name of Service Provider: ______________________________																		Province: _____________________														District: _______________

		Name of Child: ____________________________																		Gender:						Male □				Female □						Age: ______

		Complete Address of a child

		Province: __________________________       District: _______________________      Village: ____________________

		A: Service Provided to OVC																																								B: Referral made

		Date		1) Food and Nutritional Support						2) Shelter and Care						3) Protection						4) Health Care						5) Psychosocial						6) Education						Follow Up Visit		Referred Out

				Nutritional Counseling		After care programs		Food/Nutritional Supplementation		Shelter		Maintenance of home		Reintegration of institutionalized children		Stigma Reduction		Inheritance Claim		Child Abuse		General Health Needs		Health care for HIV positive		Prevenion of HIV		Life Skill		Counseling		Rehabilitation/Re-Intergration		School Fee		School Material		Skill Development				HBC		ABY		VCT		Other (Specify)

		C: Lost to follow up date: _____________

		Reason for leaving : Lost to follow up  /   Migrated  /  Died  / No longer in need of service / No loner classified as OVC / Unknown / Other (Specify)

		D: Comments and Remarks:
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Referral Sheet

		CLPIR Tool Kit (OVC_4)

		Two-Way Referral Form: For Use by OVC 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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Supply Summary Sheet

		CLPIR Tool Kit (OVC_5)

		Supply Summary Sheet: For Use by OVC Programs

		For Local Adaptation

		Province: __________________________          District: _______________________

		Report Prepared By: _____________________

		Reporting Period From: ___________ To: _____________

		Date		Name of the recipient		Direct to the Child												To the Community								Singature

						School Uniforms		School Materials		Clothes		School Fees		Food		Other (Specify)		Posters		Pamphlets		Newsletters		Other (Specify)

		Total

		Comments and Remarks

		Signature of Service Provider: ______________________     Date: _____________________

		Signature of Supervisor: _______________________            Date: ____________________
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Service Provider Report

		CLPIR Tool Kit

		OVC Serivce Provider Report: For Use by OVC Programs

		For Local Adaptation

		Name of Organization: _____________________________

		Name of Service Provider: _____________________________																Province: _______________________   District: ______________________

		Reporting Period From: _______________    To: _______________

		A: OVCs provided with service(s)																								B: Lost to follow up

				Age																						Age

				<2				2-4				5-11				12-17				Total								<2		2-4		5-11		12-17		Total

		M		ΟΟΟΟΟΟΟΟΟΟ ΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟ ΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟ ΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟ ΟΟΟΟΟΟΟΟΟΟ										M		ΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟ

		F		ΟΟΟΟΟΟΟΟΟΟ ΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟ ΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟ ΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟ ΟΟΟΟΟΟΟΟΟΟ										F		ΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟ

		Total																								Total

		C: Type of service provided to OVC:

				Support														Food/Nutritional Supplementation		Follow Up Visit				Referral								Reason for Leaving

				1) Food and Nutrition		2) Shelter and Care		3) Protection		4) Health Care		5) Psychosocial		6) Education										HBC		ABY		VCT		Other (Specify)

																																Dropped  Out		Migrated		Died		No longer in need of service		No longer OVC		Unknown

		M		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ

		F		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ

		Total

		D: 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 OVC  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 OVC Programs

		For Local Adaptation

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

		Topic of the training: 1) Food and Nutrition, 2) Shelter and Care, 3) Protection, 4) Health Care, 5) Psychosocial, 6) Education

		Specific title of the training: ____________________________________

		Participant 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		Volunteer		Community Leader		Other (Specify)

		Total

		Comments and Remarks
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Support for Service Providers

		CLPIR Tool Kit

		Support Summary Form: For use by OVC Programs

		For Local Adaptation

		Name of the support provider : ___________________        Province: ____________________    District: __________________

		Period From: _____________ To: _____________

		Date		Name of Support Recipient		A: Type of Support Provided								B: Type of Provider								Signature

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

		Total

		Comments and Remarks
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Enrollment Summary

		CLPIR Tool Kit

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

		For Local Adaptation

		Province: _________________                    District: ____________________

		Prepared By: _______________________

		Reporting Period: From ___________  To _____________

		Age -->				<2		2-4		5-11		12-17		Total

		(1) Enrolled from the previous reporting period		Female

				Male

				Total

		(2) Newly enrolled OVC		Female

				Male

				Total

		(3) Lost to follow up OVC		Female

				Male

				Total

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

				Male

				Total

		Comments and Remarks

		Signature of service provider: _______________________      Date: ______________

		Signature of supervisor: ______________________      Date: _____________
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Supply Stock Management

		

		Supply Stock Management Form (OVC_11)

		For Local Adaptation

		Report Prepared By: _____________________

		Reporting Period From: ___________ To: _____________

				Dates		Supply										IEC

						School Uniforms		School Materials		School Fee		Food		Other (Specify)		Posters		Pamphlets		Newsletters		Other (Specify)

		(1) Amount at Beginning of Period

		(2) Amount Produced/ Received

				Total

		(3) Amount Distributed to Service Providers

				Total

		(4) Amount at End of Period             = (1) + (2) - (3)

		(5) Amount Distributed to Clients

		Comments and Remarks

		Signature: ___________________________________    Date: _________________________

		Signature of Supervisor: _____________________              Date: _______________________
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Periodic Report

		CLPIR Tool Kit

		CLPIR Periodic Summary Report: For Use by OVC Programs

		(For Local Adaptation)

		Name of Organization: _________________________________								Reporting Period: From ____________   To ____________

		Section A: List of indicators

		Indicators		Achieved

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

								<2		2-4		5-11		12-17		Total

				Newly enrolled		M

						F

						Total

				Total currently enrolled		M

						F

						Total

		2) Number of OVC lost to follow up		2.1) By Reason

								Drop Out		Dead		Migrated		Unknown		No longer classified as OVC		Total

				M

				F

				Total

		3) Number of OVC served		3.1) By Age

								<2		2-4		5-11		12-17		Total

				M

				F

				Total

				3.2) By number of services provided

								1 or 2		At least 3		Total

				M

				F

				Total

		4) Number of OVC provided with service(s)		4.1) By Type of Service (***An OVC can receive support in more than one area)

								Food/Nutrition		Education		Health		Psychosocial		Shelter		Protection

				M

				F

				Total

				4.2) Food and Nutritional Supplementation

				M

				F

				Total

		5) Number of OVC referred for other services		5.1) By Type of Services (***An OVC can be referred to services in more than one area)

								HBC		ABY		VCT		Other (Specify)

				M

				F

				Total

		6) Number of OVC visited by staff/volunteer at least once in a given period		6.1) By Gender

				M

				F

				Total

		Indicator		Achieved

		7) Number of providers/caregivers trained in caring for orphans and vulnerable children		7.1) Number trained

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

								Food/Nutrition		Education		Health		Psychosocial		Shelter		Protection

				M

				F

				Total

		8) Number of providers/caregivers supported to provide care to OVC		8.1) By Type of Support (***An individual can receive service in more than one area)

								Material		Monetary		Mentorship		Social		Other (Specify)

				Number of Individuals Supported

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

								Paid				Unpaid				Total

				Number of Service Providers

		10) Number of mobilization meetings held		10.1) Type of Meeting

								Community		Leader		School		Other (Specify)		Total

				Number of Meetings

		11) Number of community leaders supported to promote care and support for OVC		11.1) By Type of Leaders

								Religious		Community		Political		Other (Specify)		Total

				Number of Leaders

		12) Number of IEC materials received/produced or distributed		12.1) By Type of material

								Poster		Pamphlet		Newsletter		Other (Specify)		Total

				Produced/Received

				Distributed to clients

		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

		Date of submission: ________________________

		Prepared by: ______________________________

		Signature: ______________________________________
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_1343713810.xls
OVC Enrollment  Form

		CLPIR Tool Kit

		OVC Enrollment Form: For Use by OVC Programs

		For Local Adaptation

		Prepared by: __________________				Province: ____________________________                    District: __________________________

		1) Child Name: _____________________________

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

		4) Complete Address: Province ____________________________________ District __________________________________

				Village: ____________________________________________    Household Identification Information: ____________________________

		5) OVC Status:				Paternal (Father past away) □						Double □

						Maternal (Mother past away) □						Volnerable □

		6) OVC Type				Orphan □		Child Labor □				Child Headed □		Household with chronically ill parents □

						Disabled □		Street Child □				Household that has experienced a recent death from chronic illness □

						HIV Positive □		Household headed by a grandparents □						Other (Specify)

		7) Whether the child has a caregiver:				Yes □  No □

		8) Name of caregiver: ________________________________

		9) Gender of caregiver: Male / Female										10) Age of caregiver: _________

		11) Relationship to child				Father □		Uncle □				Cousin □		Neighbour □		Other (Specify) □

						Mother □		Sister □				Grant mother □		Self □

						Auntie □		Brother □				Grant father □		Social worker □

		12) Health status of caregiver:				Healthy □		Ill□		Disabled □		Other (Specify)

		13) Number of OVC in the Household:       Male (          ) Female (          )								Total(        )

		14) OVC Enrolled in the program:   YES   /    NO								Date of Enrollment: _____________
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OVC Register

		CLPIR Tool Kit (OVC_3)

		OVC Register: For Use by OVC Programs

		For Local Adaptation

		Name of Organization: ____________________________																										Period From: _________________    To: _________________

		Name of Service Provider: ______________________________																		Province: _____________________														District: _______________

		Name of Child: ____________________________																		Gender:						Male □				Female □						Age: ______

		Complete Address of a child

		Province: __________________________       District: _______________________      Village: ____________________

		A: Service Provided to OVC																																								B: Referral made

		Date		1) Food and Nutritional Support						2) Shelter and Care						3) Protection						4) Health Care						5) Psychosocial						6) Education						Follow Up Visit		Referred Out

				Nutritional Counseling		After care programs		Food/Nutritional Supplementation		Shelter		Maintenance of home		Reintegration of institutionalized children		Stigma Reduction		Inheritance Claim		Child Abuse		General Health Needs		Health care for HIV positive		Prevenion of HIV		Life Skill		Counseling		Rehabilitation/Re-Intergration		School Fee		School Material		Skill Development				HBC		ABY		VCT		Other (Specify)

		C: Lost to follow up date: _____________

		Reason for leaving : Lost to follow up  /   Migrated  /  Died  / No longer in need of service / No loner classified as OVC / Unknown / Other (Specify)

		D: Comments and Remarks:
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Referral Sheet

		CLPIR Tool Kit (OVC_4)

		Two-Way Referral Form: For Use by OVC 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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Supply Summary Sheet

		CLPIR Tool Kit (OVC_5)

		Supply Summary Sheet: For Use by OVC Programs

		For Local Adaptation

		Province: __________________________          District: _______________________

		Report Prepared By: _____________________

		Reporting Period From: ___________ To: _____________

		Date		Name of the recipient		Direct to the Child												To the Community								Singature

						School Uniforms		School Materials		Clothes		School Fees		Food		Other (Specify)		Posters		Pamphlets		Newsletters		Other (Specify)

		Total

		Comments and Remarks

		Signature of Service Provider: ______________________     Date: _____________________

		Signature of Supervisor: _______________________            Date: ____________________
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Service Provider Report

		CLPIR Tool Kit

		OVC Serivce Provider Report: For Use by OVC Programs

		For Local Adaptation

		Name of Organization: _____________________________

		Name of Service Provider: _____________________________																Province: _______________________   District: ______________________

		Reporting Period From: _______________    To: _______________

		A: OVCs provided with service(s)																								B: Lost to follow up

				Age																						Age

				<2				2-4				5-11				12-17				Total								<2		2-4		5-11		12-17		Total

		M		ΟΟΟΟΟΟΟΟΟΟ ΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟ ΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟ ΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟ ΟΟΟΟΟΟΟΟΟΟ										M		ΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟ

		F		ΟΟΟΟΟΟΟΟΟΟ ΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟ ΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟ ΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟ ΟΟΟΟΟΟΟΟΟΟ										F		ΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟ

		Total																								Total

		C: Type of service provided to OVC:

				Support														Food/Nutritional Supplementation		Follow Up Visit				Referral								Reason for Leaving

				1) Food and Nutrition		2) Shelter and Care		3) Protection		4) Health Care		5) Psychosocial		6) Education										HBC		ABY		VCT		Other (Specify)

																																Dropped  Out		Migrated		Died		No longer in need of service		No longer OVC		Unknown

		M		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ

		F		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ

		Total

		D: 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 OVC  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 OVC Programs

		For Local Adaptation

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

		Topic of the training: 1) Food and Nutrition, 2) Shelter and Care, 3) Protection, 4) Health Care, 5) Psychosocial, 6) Education

		Specific title of the training: ____________________________________

		Participant 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		Volunteer		Community Leader		Other (Specify)

		Total

		Comments and Remarks
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Support for Service Providers

		CLPIR Tool Kit

		Support Summary Form: For use by OVC Programs

		For Local Adaptation

		Name of the support provider : ___________________        Province: ____________________    District: __________________

		Period From: _____________ To: _____________

		Date		Name of Support Recipient		A: Type of Support Provided								B: Type of Provider								Signature

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

		Total

		Comments and Remarks
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Enrollment Summary

		CLPIR Tool Kit

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

		For Local Adaptation

		Province: _________________                    District: ____________________

		Prepared By: _______________________

		Reporting Period: From ___________  To _____________

		Age -->				<2		2-4		5-11		12-17		Total

		(1) Enrolled from the previous reporting period		Female

				Male

				Total

		(2) Newly enrolled OVC		Female

				Male

				Total

		(3) Lost to follow up OVC		Female

				Male

				Total

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

				Male

				Total

		Comments and Remarks

		Signature of service provider: _______________________      Date: ______________

		Signature of supervisor: ______________________      Date: _____________
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Supply Stock Management

		CLPIR Tool Kit

		Supply Stock Management Form: For Use by OVC Programs

		For Local Adaptation

		Report Prepared By: _____________________

		Reporting Period From: ___________ To: _____________

				Dates		Supply										IEC

						School Uniforms		School Materials		School Fee		Food		Other (Specify)		Posters		Pamphlets		Newsletters		Other (Specify)

		(1) Amount at Beginning of Period

		(2) Amount Produced/ Received

				Total

		(3) Amount Distributed to Service Providers

				Total

		(4) Amount at End of Period             = (1) + (2) - (3)

		(5) Amount Distributed to Clients

		Comments and Remarks

		Signature: ___________________________________    Date: _________________________

		Signature of Supervisor: _____________________              Date: _______________________
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Periodic Report

		

		Periodic Summary Report (Form OVC_12)

		For Local Adaptation

		Name of Organization: _________________________________								Reporting Period: From ____________   To ____________

		Section A: List of indicators

		Indicators		Achieved

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

								<2		2-4		5-11		12-17		Total

				Newly enrolled		M

						F

						Total

				Total currently enrolled		M

						F

						Total

		2) Number of OVC lost to follow up		2.1) By Reason

								Drop Out		Dead		Migrated		Unknown		No longer classified as OVC		Total

				M

				F

				Total

		3) Number of OVC served		3.1) By Age

								<2		2-4		5-11		12-17		Total

				M

				F

				Total

				3.2) By number of services provided

								1 or 2		At least 3		Total

				M

				F

				Total

		4) Number of OVC provided with service(s)		4.1) By Type of Service (***An OVC can receive support in more than one area)

								Food/Nutrition		Education		Health		Psychosocial		Shelter		Protection

				M

				F

				Total

				4.2) Food and Nutritional Supplementation

				M

				F

				Total

		5) Number of OVC referred for other services		5.1) By Type of Services (***An OVC can be referred to services in more than one area)

								HBC		ABY		VCT		Other (Specify)

				M

				F

				Total

		6) Number of OVC visited by staff/volunteer at least once in a given period		6.1) By Gender

				M

				F

				Total

		Indicator		Achieved

		7) Number of providers/caregivers trained in caring for orphans and vulnerable children		7.1) Number trained

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

								Food/Nutrition		Education		Health		Psychosocial		Shelter		Protection

				M

				F

				Total

		8) Number of providers/caregivers supported to provide care to OVC		8.1) By Type of Support (***An individual can receive service in more than one area)

								Material		Monetary		Mentorship		Social		Other (Specify)

				Number of Individuals Supported

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

								Paid				Unpaid				Total

				Number of Service Providers

		10) Number of mobilization meetings held		10.1) Type of Meeting

								Community		Leader		School		Other (Specify)		Total

				Number of Meetings

		11) Number of community leaders supported to promote care and support for OVC		11.1) By Type of Leaders

								Religious		Community		Political		Other (Specify)		Total

				Number of Leaders

		12) Number of IEC materials received/produced or distributed		12.1) By Type of material

								Poster		Pamphlet		Newsletter		Other (Specify)		Total

				Produced/Received

				Distributed to clients

		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

		Date of submission: ________________________

		Prepared by: ______________________________

		Signature: ______________________________________
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_1343713579.xls
OVC Enrollment  Form

		CLPIR Tool Kit

		OVC Enrollment Form: For Use by OVC Programs

		For Local Adaptation

		Prepared by: __________________				Province: ____________________________                    District: __________________________

		1) Child Name: _____________________________

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

		4) Complete Address: Province ____________________________________ District __________________________________

				Village: ____________________________________________    Household Identification Information: ____________________________

		5) OVC Status:				Paternal (Father past away) □						Double □

						Maternal (Mother past away) □						Volnerable □

		6) OVC Type				Orphan □		Child Labor □				Child Headed □		Household with chronically ill parents □

						Disabled □		Street Child □				Household that has experienced a recent death from chronic illness □

						HIV Positive □		Household headed by a grandparents □						Other (Specify)

		7) Whether the child has a caregiver:				Yes □  No □

		8) Name of caregiver: ________________________________

		9) Gender of caregiver: Male / Female										10) Age of caregiver: _________

		11) Relationship to child				Father □		Uncle □				Cousin □		Neighbour □		Other (Specify) □

						Mother □		Sister □				Grant mother □		Self □

						Auntie □		Brother □				Grant father □		Social worker □

		12) Health status of caregiver:				Healthy □		Ill□		Disabled □		Other (Specify)

		13) Number of OVC in the Household:       Male (          ) Female (          )								Total(        )

		14) OVC Enrolled in the program:   YES   /    NO								Date of Enrollment: _____________
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OVC Register

		CLPIR Tool Kit (OVC_3)

		OVC Register: For Use by OVC Programs

		For Local Adaptation

		Name of Organization: ____________________________																										Period From: _________________    To: _________________

		Name of Service Provider: ______________________________																		Province: _____________________														District: _______________

		Name of Child: ____________________________																		Gender:						Male □				Female □						Age: ______

		Complete Address of a child

		Province: __________________________       District: _______________________      Village: ____________________

		A: Service Provided to OVC																																								B: Referral made

		Date		1) Food and Nutritional Support						2) Shelter and Care						3) Protection						4) Health Care						5) Psychosocial						6) Education						Follow Up Visit		Referred Out

				Nutritional Counseling		After care programs		Food/Nutritional Supplementation		Shelter		Maintenance of home		Reintegration of institutionalized children		Stigma Reduction		Inheritance Claim		Child Abuse		General Health Needs		Health care for HIV positive		Prevenion of HIV		Life Skill		Counseling		Rehabilitation/Re-Intergration		School Fee		School Material		Skill Development				HBC		ABY		VCT		Other (Specify)

		C: Lost to follow up date: _____________

		Reason for leaving : Lost to follow up  /   Migrated  /  Died  / No longer in need of service / No loner classified as OVC / Unknown / Other (Specify)

		D: Comments and Remarks:
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Referral Sheet

		CLPIR Tool Kit (OVC_4)

		Two-Way Referral Form: For Use by OVC 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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Supply Summary Sheet

		CLPIR Tool Kit (OVC_5)

		Supply Summary Sheet: For Use by OVC Programs

		For Local Adaptation

		Province: __________________________          District: _______________________

		Report Prepared By: _____________________

		Reporting Period From: ___________ To: _____________

		Date		Name of the recipient		Direct to the Child												To the Community								Singature

						School Uniforms		School Materials		Clothes		School Fees		Food		Other (Specify)		Posters		Pamphlets		Newsletters		Other (Specify)

		Total

		Comments and Remarks

		Signature of Service Provider: ______________________     Date: _____________________

		Signature of Supervisor: _______________________            Date: ____________________
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Service Provider Report

		CLPIR Tool Kit

		OVC Serivce Provider Report: For Use by OVC Programs

		For Local Adaptation

		Name of Organization: _____________________________

		Name of Service Provider: _____________________________																Province: _______________________   District: ______________________

		Reporting Period From: _______________    To: _______________

		A: OVCs provided with service(s)																								B: Lost to follow up

				Age																						Age

				<2				2-4				5-11				12-17				Total								<2		2-4		5-11		12-17		Total

		M		ΟΟΟΟΟΟΟΟΟΟ ΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟ ΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟ ΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟ ΟΟΟΟΟΟΟΟΟΟ										M		ΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟ

		F		ΟΟΟΟΟΟΟΟΟΟ ΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟ ΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟ ΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟ ΟΟΟΟΟΟΟΟΟΟ										F		ΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟ

		Total																								Total

		C: Type of service provided to OVC:

				Support														Food/Nutritional Supplementation		Follow Up Visit				Referral								Reason for Leaving

				1) Food and Nutrition		2) Shelter and Care		3) Protection		4) Health Care		5) Psychosocial		6) Education										HBC		ABY		VCT		Other (Specify)

																																Dropped  Out		Migrated		Died		No longer in need of service		No longer OVC		Unknown

		M		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ

		F		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ

		Total

		D: 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 OVC  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 OVC Programs

		For Local Adaptation

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

		Topic of the training: 1) Food and Nutrition, 2) Shelter and Care, 3) Protection, 4) Health Care, 5) Psychosocial, 6) Education

		Specific title of the training: ____________________________________

		Participant 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		Volunteer		Community Leader		Other (Specify)

		Total

		Comments and Remarks
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Support for Service Providers

		

		Support Summary Form (Form OVC_9)

		For Local Adaptation

		Name of the support provider : ___________________        Province: ____________________    District: __________________

		Period From: _____________ To: _____________

		Date		Name of Support Recipient		A: Type of Support Provided								B: Type of Provider								Signature

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

		Total

		Comments and Remarks
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Enrollment Summary

		CLPIR Tool Kit

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

		For Local Adaptation

		Province: _________________                    District: ____________________

		Prepared By: _______________________

		Reporting Period: From ___________  To _____________

		Age -->				<2		2-4		5-11		12-17		Total

		(1) Enrolled from the previous reporting period		Female

				Male

				Total

		(2) Newly enrolled OVC		Female

				Male

				Total

		(3) Lost to follow up OVC		Female

				Male

				Total

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

				Male

				Total

		Comments and Remarks

		Signature of service provider: _______________________      Date: ______________

		Signature of supervisor: ______________________      Date: _____________
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Supply Stock Management

		CLPIR Tool Kit

		Supply Stock Management Form: For Use by OVC Programs

		For Local Adaptation

		Report Prepared By: _____________________

		Reporting Period From: ___________ To: _____________

				Dates		Supply										IEC

						School Uniforms		School Materials		School Fee		Food		Other (Specify)		Posters		Pamphlets		Newsletters		Other (Specify)

		(1) Amount at Beginning of Period

		(2) Amount Produced/ Received

				Total

		(3) Amount Distributed to Service Providers

				Total

		(4) Amount at End of Period             = (1) + (2) - (3)

		(5) Amount Distributed to Clients

		Comments and Remarks

		Signature: ___________________________________    Date: _________________________

		Signature of Supervisor: _____________________              Date: _______________________
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Periodic Report

		CLPIR Tool Kit

		CLPIR Periodic Summary Report: For Use by OVC Programs

		(For Local Adaptation)

		Name of Organization: _________________________________								Reporting Period: From ____________   To ____________

		Section A: List of indicators

		Indicators		Achieved

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

								<2		2-4		5-11		12-17		Total

				Newly enrolled		M

						F

						Total

				Total currently enrolled		M

						F

						Total

		2) Number of OVC lost to follow up		2.1) By Reason

								Drop Out		Dead		Migrated		Unknown		No longer classified as OVC		Total

				M

				F

				Total

		3) Number of OVC served		3.1) By Age

								<2		2-4		5-11		12-17		Total

				M

				F

				Total

				3.2) By number of services provided

								1 or 2		At least 3		Total

				M

				F

				Total

		4) Number of OVC provided with service(s)		4.1) By Type of Service (***An OVC can receive support in more than one area)

								Food/Nutrition		Education		Health		Psychosocial		Shelter		Protection

				M

				F

				Total

				4.2) Food and Nutritional Supplementation

				M

				F

				Total

		5) Number of OVC referred for other services		5.1) By Type of Services (***An OVC can be referred to services in more than one area)

								HBC		ABY		VCT		Other (Specify)

				M

				F

				Total

		6) Number of OVC visited by staff/volunteer at least once in a given period		6.1) By Gender

				M

				F

				Total

		Indicator		Achieved

		7) Number of providers/caregivers trained in caring for orphans and vulnerable children		7.1) Number trained

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

								Food/Nutrition		Education		Health		Psychosocial		Shelter		Protection

				M

				F

				Total

		8) Number of providers/caregivers supported to provide care to OVC		8.1) By Type of Support (***An individual can receive service in more than one area)

								Material		Monetary		Mentorship		Social		Other (Specify)

				Number of Individuals Supported

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

								Paid				Unpaid				Total

				Number of Service Providers

		10) Number of mobilization meetings held		10.1) Type of Meeting

								Community		Leader		School		Other (Specify)		Total

				Number of Meetings

		11) Number of community leaders supported to promote care and support for OVC		11.1) By Type of Leaders

								Religious		Community		Political		Other (Specify)		Total

				Number of Leaders

		12) Number of IEC materials received/produced or distributed		12.1) By Type of material

								Poster		Pamphlet		Newsletter		Other (Specify)		Total

				Produced/Received

				Distributed to clients

		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

		Date of submission: ________________________

		Prepared by: ______________________________

		Signature: ______________________________________
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_1343713251.xls
OVC Enrollment  Form

		CLPIR Tool Kit

		OVC Enrollment Form: For Use by OVC Programs

		For Local Adaptation

		Prepared by: __________________				Province: ____________________________                    District: __________________________

		1) Child Name: _____________________________

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

		4) Complete Address: Province ____________________________________ District __________________________________

				Village: ____________________________________________    Household Identification Information: ____________________________

		5) OVC Status:				Paternal (Father past away) □						Double □

						Maternal (Mother past away) □						Volnerable □

		6) OVC Type				Orphan □		Child Labor □				Child Headed □		Household with chronically ill parents □

						Disabled □		Street Child □				Household that has experienced a recent death from chronic illness □

						HIV Positive □		Household headed by a grandparents □						Other (Specify)

		7) Whether the child has a caregiver:				Yes □  No □

		8) Name of caregiver: ________________________________

		9) Gender of caregiver: Male / Female										10) Age of caregiver: _________

		11) Relationship to child				Father □		Uncle □				Cousin □		Neighbour □		Other (Specify) □

						Mother □		Sister □				Grant mother □		Self □

						Auntie □		Brother □				Grant father □		Social worker □

		12) Health status of caregiver:				Healthy □		Ill□		Disabled □		Other (Specify)

		13) Number of OVC in the Household:       Male (          ) Female (          )								Total(        )

		14) OVC Enrolled in the program:   YES   /    NO								Date of Enrollment: _____________
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OVC Register

		CLPIR Tool Kit (OVC_3)

		OVC Register: For Use by OVC Programs

		For Local Adaptation

		Name of Organization: ____________________________																										Period From: _________________    To: _________________

		Name of Service Provider: ______________________________																		Province: _____________________														District: _______________

		Name of Child: ____________________________																		Gender:						Male □				Female □						Age: ______

		Complete Address of a child

		Province: __________________________       District: _______________________      Village: ____________________

		A: Service Provided to OVC																																								B: Referral made

		Date		1) Food and Nutritional Support						2) Shelter and Care						3) Protection						4) Health Care						5) Psychosocial						6) Education						Follow Up Visit		Referred Out

				Nutritional Counseling		After care programs		Food/Nutritional Supplementation		Shelter		Maintenance of home		Reintegration of institutionalized children		Stigma Reduction		Inheritance Claim		Child Abuse		General Health Needs		Health care for HIV positive		Prevenion of HIV		Life Skill		Counseling		Rehabilitation/Re-Intergration		School Fee		School Material		Skill Development				HBC		ABY		VCT		Other (Specify)

		C: Lost to follow up date: _____________

		Reason for leaving : Lost to follow up  /   Migrated  /  Died  / No longer in need of service / No loner classified as OVC / Unknown / Other (Specify)

		D: Comments and Remarks:
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Referral Sheet

		CLPIR Tool Kit (OVC_4)

		Two-Way Referral Form: For Use by OVC 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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Supply Summary Sheet

		

		Supply Summary Sheet (Form OVC_5)

		For Local Adaptation

		Province: __________________________          District: _______________________

		Report Prepared By: _____________________

		Reporting Period From: ___________ To: _____________

		Date		Name of the recipient		Direct to the Child												To the Community								Singature

						School Uniforms		School Materials		Clothes		School Fees		Food		Other (Specify)		Posters		Pamphlets		Newsletters		Other (Specify)

		Total

		Comments and Remarks

		Signature of Service Provider: ______________________     Date: _____________________

		Signature of Supervisor: _______________________            Date: ____________________
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Service Provider Report

		CLPIR Tool Kit

		OVC Serivce Provider Report: For Use by OVC Programs

		For Local Adaptation

		Name of Organization: _____________________________

		Name of Service Provider: _____________________________																Province: _______________________   District: ______________________

		Reporting Period From: _______________    To: _______________

		A: OVCs provided with service(s)																								B: Lost to follow up

				Age																						Age

				<2				2-4				5-11				12-17				Total								<2		2-4		5-11		12-17		Total

		M		ΟΟΟΟΟΟΟΟΟΟ ΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟ ΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟ ΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟ ΟΟΟΟΟΟΟΟΟΟ										M		ΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟ

		F		ΟΟΟΟΟΟΟΟΟΟ ΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟ ΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟ ΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟ ΟΟΟΟΟΟΟΟΟΟ										F		ΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟ

		Total																								Total

		C: Type of service provided to OVC:

				Support														Food/Nutritional Supplementation		Follow Up Visit				Referral								Reason for Leaving

				1) Food and Nutrition		2) Shelter and Care		3) Protection		4) Health Care		5) Psychosocial		6) Education										HBC		ABY		VCT		Other (Specify)

																																Dropped  Out		Migrated		Died		No longer in need of service		No longer OVC		Unknown

		M		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ

		F		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ

		Total

		D: 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 OVC  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 OVC Programs

		For Local Adaptation

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

		Topic of the training: 1) Food and Nutrition, 2) Shelter and Care, 3) Protection, 4) Health Care, 5) Psychosocial, 6) Education

		Specific title of the training: ____________________________________

		Participant 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		Volunteer		Community Leader		Other (Specify)

		Total

		Comments and Remarks
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Support for Service Providers

		CLPIR Tool Kit

		Support Summary Form: For use by OVC Programs

		For Local Adaptation

		Name of the support provider : ___________________        Province: ____________________    District: __________________

		Period From: _____________ To: _____________

		Date		Name of Support Recipient		A: Type of Support Provided								B: Type of Provider								Signature

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

		Total

		Comments and Remarks
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Enrollment Summary

		CLPIR Tool Kit

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

		For Local Adaptation

		Province: _________________                    District: ____________________

		Prepared By: _______________________

		Reporting Period: From ___________  To _____________

		Age -->				<2		2-4		5-11		12-17		Total

		(1) Enrolled from the previous reporting period		Female

				Male

				Total

		(2) Newly enrolled OVC		Female

				Male

				Total

		(3) Lost to follow up OVC		Female

				Male

				Total

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

				Male

				Total

		Comments and Remarks

		Signature of service provider: _______________________      Date: ______________

		Signature of supervisor: ______________________      Date: _____________
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Supply Stock Management

		CLPIR Tool Kit

		Supply Stock Management Form: For Use by OVC Programs

		For Local Adaptation

		Report Prepared By: _____________________

		Reporting Period From: ___________ To: _____________

				Dates		Supply										IEC

						School Uniforms		School Materials		School Fee		Food		Other (Specify)		Posters		Pamphlets		Newsletters		Other (Specify)

		(1) Amount at Beginning of Period

		(2) Amount Produced/ Received

				Total

		(3) Amount Distributed to Service Providers

				Total

		(4) Amount at End of Period             = (1) + (2) - (3)

		(5) Amount Distributed to Clients

		Comments and Remarks

		Signature: ___________________________________    Date: _________________________

		Signature of Supervisor: _____________________              Date: _______________________
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Periodic Report

		CLPIR Tool Kit

		CLPIR Periodic Summary Report: For Use by OVC Programs

		(For Local Adaptation)

		Name of Organization: _________________________________								Reporting Period: From ____________   To ____________

		Section A: List of indicators

		Indicators		Achieved

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

								<2		2-4		5-11		12-17		Total

				Newly enrolled		M

						F

						Total

				Total currently enrolled		M

						F

						Total

		2) Number of OVC lost to follow up		2.1) By Reason

								Drop Out		Dead		Migrated		Unknown		No longer classified as OVC		Total

				M

				F

				Total

		3) Number of OVC served		3.1) By Age

								<2		2-4		5-11		12-17		Total

				M

				F

				Total

				3.2) By number of services provided

								1 or 2		At least 3		Total

				M

				F

				Total

		4) Number of OVC provided with service(s)		4.1) By Type of Service (***An OVC can receive support in more than one area)

								Food/Nutrition		Education		Health		Psychosocial		Shelter		Protection

				M

				F

				Total

				4.2) Food and Nutritional Supplementation

				M

				F

				Total

		5) Number of OVC referred for other services		5.1) By Type of Services (***An OVC can be referred to services in more than one area)

								HBC		ABY		VCT		Other (Specify)

				M

				F

				Total

		6) Number of OVC visited by staff/volunteer at least once in a given period		6.1) By Gender

				M

				F

				Total

		Indicator		Achieved

		7) Number of providers/caregivers trained in caring for orphans and vulnerable children		7.1) Number trained

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

								Food/Nutrition		Education		Health		Psychosocial		Shelter		Protection

				M

				F

				Total

		8) Number of providers/caregivers supported to provide care to OVC		8.1) By Type of Support (***An individual can receive service in more than one area)

								Material		Monetary		Mentorship		Social		Other (Specify)

				Number of Individuals Supported

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

								Paid				Unpaid				Total

				Number of Service Providers

		10) Number of mobilization meetings held		10.1) Type of Meeting

								Community		Leader		School		Other (Specify)		Total

				Number of Meetings

		11) Number of community leaders supported to promote care and support for OVC		11.1) By Type of Leaders

								Religious		Community		Political		Other (Specify)		Total

				Number of Leaders

		12) Number of IEC materials received/produced or distributed		12.1) By Type of material

								Poster		Pamphlet		Newsletter		Other (Specify)		Total

				Produced/Received

				Distributed to clients

		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

		Date of submission: ________________________

		Prepared by: ______________________________

		Signature: ______________________________________



&R&"Arial,Bold"&12(OVC_12)




_1343713348.xls
Referral Sheet

		CLPIR Tool Kit

		Two-Way Referral Form: For Use by OVC 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				(     )						(     )		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 Person Referring: ………...……..…………………… Title/Position: …………….………….





Training Record

		CLPIR Tool Kit

		Training Record Form for Service Providers: For use by OVC Programs

		For Local Adaptation

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

		Topic of the training: 1) Food and Nutrition, 2) Shelter and Care, 3) Protection, 4) Health Care, 5) Psychosocial, 6) Education

		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 (         )

										Caregiver		Teacher		Volunteer		Community Leader		Other (Secify)

		Total

		Comments and Remarks





Enrollment Summary

		CLPIR Tool Kit

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

		For Local Adaptation

		Province: _________________                    District: ____________________

		Prepared By: _______________________

		Reporting Period: From ___________  To _____________

		Age -->				<2		2-4		5-11		12-17		Total

		(1) Enrolled from the previous reporting period		Female

				Male

				Total

		(2) Newly enrolled OVC		Female

				Male

				Total

		(3) Lost to follow up OVC		Female

				Male

				Total

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

				Male

				Total

		Comments and Remarks

		Signature of service provider: _______________________      Date: ______________

		Signature of supervisor: ______________________      Date: _____________





OVC Register

		CLPIR Tool Kit

		OVC Register: For Use by OVC Programs

		For Local Adaptation

		Name of Organization: ____________________________																										Period From: _________________    To: _________________

		Name of Service Provider: ______________________________																		Province: _____________________														District: _______________

		Name of Child: ____________________________																		Gender:						Male □				Female □						Age: ______

		Complete Address of a child

		Province: __________________________       District: _______________________      Village: ____________________

		A: Service Provided to OVC (**Use two distinctive marks to record services directly provided by your program and others)																																								B: Referral made

		Date		1) Food and Nutritional Support						2) Shelter and Care						3) Protection						4) Health Care						5) Psychosocial						6) Education						Follow Up Visit		Referred Out

				Nutritional Counseling		Nutritional Support		Therapeutic and Supplementary Feeding		Shelter		Maintenance of home		Reintegration of institutionalized children		Stigma Reduction		Inheritance Claim		Child Abuse		General Health Needs		Health care for HIV positive		Prevenion of HIV		Life Skill		Counseling		Rehabilitation/Re-Intergration		School Fee		School Material		Skill Development				HBC		ABY		VCT		Other (Specify)

		C: Lost to follow up date: _____________

		Reason for leaving : Lost to follow up  /   Migrated  /  Died  / No longer in need of service / No loner classified as OVC / Unknown / Other (Specify)

		D: Comments and Remarks:





Service Provider

		

		OVC Service Provider Report (OVC_6)

		For Local Adaptation

		Name of Organization: _____________________________

		Name of Service Provider: _____________________________																Province: _______________________   District: ______________________

		Reporting Period From: _______________    To: _______________

		A: OVCs provided with service(s)																								B: Lost to follow up

				Age																						Age

				<2				2-4				5-11				12-17				Total								<2		2-4		5-11		12-17		Total

		M		ΟΟΟΟΟΟΟΟΟΟ ΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟ ΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟ ΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟ ΟΟΟΟΟΟΟΟΟΟ										M		ΟΟΟΟΟΟ		ΟΟΟΟΟΟ		ΟΟΟΟΟΟ		ΟΟΟΟΟΟ

		F		ΟΟΟΟΟΟΟΟΟΟ ΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟ ΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟ ΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟ ΟΟΟΟΟΟΟΟΟΟ										F		ΟΟΟΟΟΟ		ΟΟΟΟΟΟ		ΟΟΟΟΟΟ		ΟΟΟΟΟΟ

		Total																								Total

		C: Type of service provided to OVC:

				Support														Follow Up Visit		Referral								Reason for Leaving

				1) Food and Nutrition		2) Shelter and Care		3) Protection		4) Health Care		5) Psychosocial		6) Education						HBC		ABY		VCT		Other (Specify)

																												Dropped  Out		Migrated		Died		No longer in need of service		No longer OVC		Unknown

		M		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ

		F		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ

		Total

		D: Comments and Remarks:

		Signature of Service Provider: _________________________________                             Date: __________________________

		Signature of Supervisor: _____________________________________                              Date: _______________________





OVC Enrollment  Form

		CLPIR Tool Kit

		OVC Enrollment Form: For Use by OVC Programs

		For Local Adaptation

		Prepared by: __________________				Province: ____________________________                    District: __________________________

		1) Child Name: _____________________________

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

		4) Complete Address: Province ____________________________________ District __________________________________

				Village: ____________________________________________    Household Identification Information: ____________________________

		5) OVC Status:				Paternal (Father past away) □						Double □

						Maternal (Mother past away) □						Volnerable □

		6) OVC Type				Orphan □		Child Labor □				Child Headed □		Household with chronically ill parents □

						Disabled □		Street Child □				Household that has experienced a recent death from chronic illness □

						HIV Positive □		Household headed by a grandparents □						Other (Specify)

		7) Whether the child has a caregiver:				Yes □  No □

		8) Name of caregiver: ________________________________

		9) Gender of caregiver: Male / Female										10) Age of caregiver: _________

		11) Relationship to child				Father □		Uncle □				Cousin □		Neighbour □		Other (Specify) □

						Mother □		Sister □				Grant mother □		Self □

						Auntie □		Brother □				Grant father □		Social worker □

		12) Physical condition of caregiver:				Healthy □		Ill□		Disabled □		Other (Specify)

		13) Number of OVC in the Household:       Male (          ) Female (          )								Total(        )

		14) OVC Enrolled for the program:   YES   /    NO								Date of Enrollment: _____________





Supply Summary Sheet

		CLPIR Tool Kit

		Supply Summary Sheet: For Use by OVC Programs

		For Local Adaptation

		Province: __________________________          District: _______________________

		Report Prepared By: _____________________

		Reporting Period From: ___________ To: _____________

		Date		Name of the recipient		Direct to the Child												To the Community								Singature

						School Uniforms		School Materials		Clothes		School Fees		Food		Other (Specify)		Posters		Pamphlets		Newsletters		Other (Specify)

		Total

		Comments and Remarks

		Signature of Service Provider: ______________________     Date: _____________________

		Signature of Supervisor: _______________________            Date: ____________________





Support for Service Providers

		CLPIR Tool Kit

		Support Summary Form: For use by OVC Programs

		For Local Adaptation

		Name of the support provider : ___________________        Province: ____________________    District: __________________

		Period From: _____________ To: _____________

		Date		Name of Support Recipient		A: Type of Support Provided						B: Type of Provider								Signature

						Material		Monetary		Mentorship/ Supervision		Caregiver		Volunteer		Teacher		Community Leader

		Total

		Comments and Remarks





Supply Stock Management

		CLPIR Tool Kit

		Supply Stock Management Form: For Use by OVC Programs

		For Local Adaptation

		Report Prepared By: _____________________

		Reporting Period From: ___________ To: _____________

				Dates		Supply										IEC

						School Uniforms		School Materials		School Fee		Food		Other (Specify)		Posters		Pamphlets		Newsletters		Other (Specify)

		(1) Amount at Beginning of Period

		(2) Amount Produced/ Received

				Total

		(3) Amount Distributed to Service Providers

				Total

		(4) Amount at End of Period             = (1) + (2) - (3)

		(5) Amount Distributed to Clients

		Comments and Remarks

		Signature: ___________________________________    Date: _________________________

		Signature of Supervisor: _____________________              Date: _______________________





Periodic Report

		CLPIR Tool Kit

		CLPIR Periodic Summary Report: For Use by OVC Programs

		(For Local Adaptation)

		Name of Organization: _________________________________								Reporting Period: From ____________   To ____________

		Section A: List of indicators

		Indicators		Achieved

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

								<2		2-4		5-11		12-17		Total

				Newly enrolled		M

						F

						Total

				Total currently enrolled		M

						F

						Total

		2) Number of OVC lost to follow up		2.1) By Reason

								Drop Out		Dead		Migrated		Unknown		No longer classified as OVC		Total

				M

				F

				Total

		3) Number of OVC served		3.1) By Age

								<2		2-4		5-11		12-17		Total

				M

				F

				Total

				3.2) By number of services provided

								1 or 2		At least 3		Total

				M

				F

				Total

		4) Number of OVC provided with service(s)		4.1) By Type of Service (***An OVC can receive support in more than one area)

								Food/Nutrition		Education		Health		Psychosocial		Shelter		Protection

				M

				F

				Total

		5) Number of OVC referred for other services		5.1) By Type of Services (***An OVC can be referred to services in more than one area)

								HBC		ABY		VCT		Other (Specify)

				M

				F

				Total

		6) Number of OVC visited by staff/volunteer at least once in a given period		6.1) By Gender

				M

				F

				Total

		7) Number of providers/caregivers trained in caring for orphans and vulnerable children		7.1) By Type of Training (***An individual can be trained in more than one area)

								Food/Nutrition		Health		Psychosocial		Educational

				M

				F

				Total

		Indicator		Achieved

		8) Number of providers/caregivers supported to provide care to OVC		8.1) By Type of Support (***An individual can receive service in more than one area)

								Material		Monetary		Mentorship		Social		Other (Specify)

				Number of Individuals Supported

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

								Paid				Unpaid				Total

				Number of Service Providers

		10) Number of mobilization meetings held		10.1) Type of Meeting

								Community		Leader		School		Other (Specify)		Total

				Number of Meetings

		11) Number of community leaders supported to promote care and support for OVC		11.1) By Type of Leaders

								Religious		Community		Political		Other (Specify)		Total

				Number of Leaders

		12) Number of IEC materials received/produced or distributed		12.1) By Type of material

								Poster		Pamphlet		Newsletter		Other (Specify)		Total

				Produced/Received

				Distributed to clients

		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

		Date of submission: ________________________

		Prepared by: ______________________________

		Signature: ______________________________________






_1343712408.xls
OVC Enrollment  Form

		

		OVC Enrollment Form (Form OVC_1)

		For Local Adaptation

		Prepared by: __________________				Province: ____________________________                    District: __________________________

		1) Child Name: _____________________________

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

		4) Complete Address: Province ____________________________________ District __________________________________

				Village: ____________________________________________    Household Identification Information: ____________________________

		5) OVC Status:				Paternal (Father passed away)						Double □

						Maternal (Mother passed away)						Vulnerable

		6) OVC Type				Orphan □		Child Labor □				Child Headed □		Household with chronically ill parents □

						Disabled □		Street Child □				Household that has experienced a recent death from chronic illness □

						HIV Positive □		Household headed by a grandparents □						Other (Specify)

		7) Whether the child has a caregiver:				Yes □  No □

		8) Name of caregiver: ________________________________

		9) Gender of caregiver: Male / Female										10) Age of caregiver: _________

		11) Relationship to child				Father □		Uncle □				Cousin □		Neighbour □		Other (Specify) □

						Mother □		Sister □				Grant mother □		Self □

						Auntie □		Brother □				Grant father □		Social worker □

		12) Health status of caregiver:				Healthy □		Ill□		Disabled □		Other (Specify)

		13) Number of OVC in the Household:       Male (          ) Female (          )								Total(        )

		14) OVC Enrolled in the program:   YES   /    NO								Date of Enrollment: _____________



&R&"Arial,Bold"&12(OVC_1)



OVC Register

		CLPIR Tool Kit

		OVC Register: For Use by OVC Programs

		For Local Adaptation

		Name of Organization: ____________________________																										Period From: _________________    To: _________________

		Name of Service Provider: ______________________________																		Province: _____________________														District: _______________

		Name of Child: ____________________________																		Gender:						Male □				Female □						Age: ______

		Complete Address of a child

		Province: __________________________       District: _______________________      Village: ____________________

		A: Service Provided to OVC																																								B: Referral made

		Date		1) Food and Nutritional Support						2) Shelter and Care						3) Protection						4) Health Care						5) Psychosocial						6) Education						Follow Up Visit		Referred Out

				Nutritional Counseling		After care programs		Food/Nutritional Supplementation		Shelter		Maintenance of home		Reintegration of institutionalized children		Stigma Reduction		Inheritance Claim		Child Abuse		General Health Needs		Health care for HIV positive		Prevenion of HIV		Life Skill		Counseling		Rehabilitation/Re-Intergration		School Fee		School Material		Skill Development				HBC		ABY		VCT		Other (Specify)

		C: Lost to follow up date: _____________

		Reason for leaving : Lost to follow up  /   Migrated  /  Died  / No longer in need of service / No loner classified as OVC / Unknown / Other (Specify)

		D: Comments and Remarks:



&R&"Arial,Bold"&12(OVC_3)



Referral Sheet

		CLPIR Tool Kit

		Two-Way Referral Form: For Use by OVC 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: …………….………….



&RAdapted by CEDPA Nigeria
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Supply Summary Sheet

		CLPIR Tool Kit

		Supply Summary Sheet: For Use by OVC Programs

		For Local Adaptation

		Province: __________________________          District: _______________________

		Report Prepared By: _____________________

		Reporting Period From: ___________ To: _____________

		Date		Name of the recipient		Direct to the Child												To the Community								Singature

						School Uniforms		School Materials		Clothes		School Fees		Food		Other (Specify)		Posters		Pamphlets		Newsletters		Other (Specify)

		Total

		Comments and Remarks

		Signature of Service Provider: ______________________     Date: _____________________

		Signature of Supervisor: _______________________            Date: ____________________



&R&"Arial,Bold"&12(OVC_5)



Service Provider Report

		CLPIR Tool Kit

		OVC Serivce Provider Report: For Use by OVC Programs

		For Local Adaptation

		Name of Organization: _____________________________

		Name of Service Provider: _____________________________																Province: _______________________   District: ______________________

		Reporting Period From: _______________    To: _______________

		A: OVCs provided with service(s)																								B: Lost to follow up

				Age																						Age

				<2				2-4				5-11				12-17				Total								<2		2-4		5-11		12-17		Total

		M		ΟΟΟΟΟΟΟΟΟΟ ΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟ ΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟ ΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟ ΟΟΟΟΟΟΟΟΟΟ										M		ΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟ

		F		ΟΟΟΟΟΟΟΟΟΟ ΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟ ΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟ ΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟ ΟΟΟΟΟΟΟΟΟΟ										F		ΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟ

		Total																								Total

		C: Type of service provided to OVC:

				Support														Food/Nutritional Supplementation		Follow Up Visit				Referral								Reason for Leaving

				1) Food and Nutrition		2) Shelter and Care		3) Protection		4) Health Care		5) Psychosocial		6) Education										HBC		ABY		VCT		Other (Specify)

																																Dropped  Out		Migrated		Died		No longer in need of service		No longer OVC		Unknown

		M		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ

		F		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ

		Total

		D: Comments and Remarks:

		Signature of Service Provider: _________________________________                             Date: __________________________

		Signature of Supervisor: _____________________________________                              Date: _______________________



&R&"Arial,Bold"&12(OVC_6)



Register for Service Provider

		CLPIR Tool Kit

		Register for Service Providers for Use by OVC  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(OVC_7)



Training Record

		CLPIR Tool Kit

		Training Record Form for Service Providers: For use by OVC Programs

		For Local Adaptation

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

		Topic of the training: 1) Food and Nutrition, 2) Shelter and Care, 3) Protection, 4) Health Care, 5) Psychosocial, 6) Education

		Specific title of the training: ____________________________________

		Participant 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		Volunteer		Community Leader		Other (Specify)

		Total

		Comments and Remarks



&R&"Arial,Bold"&12(OVC_8)



Support for Service Providers

		CLPIR Tool Kit

		Support Summary Form: For use by OVC Programs

		For Local Adaptation

		Name of the support provider : ___________________        Province: ____________________    District: __________________

		Period From: _____________ To: _____________

		Date		Name of Support Recipient		A: Type of Support Provided								B: Type of Provider								Signature

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

		Total

		Comments and Remarks



&R&"Arial,Bold"&12(OVC_9)



Enrollment Summary

		CLPIR Tool Kit

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

		For Local Adaptation

		Province: _________________                    District: ____________________

		Prepared By: _______________________

		Reporting Period: From ___________  To _____________

		Age -->				<2		2-4		5-11		12-17		Total

		(1) Enrolled from the previous reporting period		Female

				Male

				Total

		(2) Newly enrolled OVC		Female

				Male

				Total

		(3) Lost to follow up OVC		Female

				Male

				Total

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

				Male

				Total

		Comments and Remarks

		Signature of service provider: _______________________      Date: ______________

		Signature of supervisor: ______________________      Date: _____________



&R&"Arial,Bold"&12(OVC_10)



Supply Stock Management

		CLPIR Tool Kit

		Supply Stock Management Form: For Use by OVC Programs

		For Local Adaptation

		Report Prepared By: _____________________

		Reporting Period From: ___________ To: _____________

				Dates		Supply										IEC

						School Uniforms		School Materials		School Fee		Food		Other (Specify)		Posters		Pamphlets		Newsletters		Other (Specify)

		(1) Amount at Beginning of Period

		(2) Amount Produced/ Received

				Total

		(3) Amount Distributed to Service Providers

				Total

		(4) Amount at End of Period             = (1) + (2) - (3)

		(5) Amount Distributed to Clients

		Comments and Remarks

		Signature: ___________________________________    Date: _________________________

		Signature of Supervisor: _____________________              Date: _______________________



&R&"Arial,Bold"&12(OVC_11)



Periodic Report

		CLPIR Tool Kit

		CLPIR Periodic Summary Report: For Use by OVC Programs

		(For Local Adaptation)

		Name of Organization: _________________________________								Reporting Period: From ____________   To ____________

		Section A: List of indicators

		Indicators		Achieved

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

								<2		2-4		5-11		12-17		Total

				Newly enrolled		M

						F

						Total

				Total currently enrolled		M

						F

						Total

		2) Number of OVC lost to follow up		2.1) By Reason

								Drop Out		Dead		Migrated		Unknown		No longer classified as OVC		Total

				M

				F

				Total

		3) Number of OVC served		3.1) By Age

								<2		2-4		5-11		12-17		Total

				M

				F

				Total

				3.2) By number of services provided

								1 or 2		At least 3		Total

				M

				F

				Total

		4) Number of OVC provided with service(s)		4.1) By Type of Service (***An OVC can receive support in more than one area)

								Food/Nutrition		Education		Health		Psychosocial		Shelter		Protection

				M

				F

				Total

				4.2) Food and Nutritional Supplementation

				M

				F

				Total

		5) Number of OVC referred for other services		5.1) By Type of Services (***An OVC can be referred to services in more than one area)

								HBC		ABY		VCT		Other (Specify)

				M

				F

				Total

		6) Number of OVC visited by staff/volunteer at least once in a given period		6.1) By Gender

				M

				F

				Total

		Indicator		Achieved

		7) Number of providers/caregivers trained in caring for orphans and vulnerable children		7.1) Number trained

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

								Food/Nutrition		Education		Health		Psychosocial		Shelter		Protection

				M

				F

				Total

		8) Number of providers/caregivers supported to provide care to OVC		8.1) By Type of Support (***An individual can receive service in more than one area)

								Material		Monetary		Mentorship		Social		Other (Specify)

				Number of Individuals Supported

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

								Paid				Unpaid				Total

				Number of Service Providers

		10) Number of mobilization meetings held		10.1) Type of Meeting

								Community		Leader		School		Other (Specify)		Total

				Number of Meetings

		11) Number of community leaders supported to promote care and support for OVC		11.1) By Type of Leaders

								Religious		Community		Political		Other (Specify)		Total

				Number of Leaders

		12) Number of IEC materials received/produced or distributed		12.1) By Type of material

								Poster		Pamphlet		Newsletter		Other (Specify)		Total

				Produced/Received

				Distributed to clients

		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

		Date of submission: ________________________

		Prepared by: ______________________________

		Signature: ______________________________________



&R&"Arial,Bold"&12(OVC_12)




_1259154321.xls
OVC Enrollment  Form

		CLPIR Tool Kit

		OVC Enrollment Form: For Use by OVC Programs

		For Local Adaptation

		Prepared by: __________________				Province: ____________________________                    District: __________________________

		1) Child Name: _____________________________

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

		4) Complete Address: Province ____________________________________ District __________________________________

				Village: ____________________________________________    Household Identification Information: ____________________________

		5) OVC Status:				Paternal (Father past away) □						Double □

						Maternal (Mother past away) □						Volnerable □

		6) OVC Type				Orphan □		Child Labor □				Child Headed □		Household with chronically ill parents □

						Disabled □		Street Child □				Household that has experienced a recent death from chronic illness □

						HIV Positive □		Household headed by a grandparents □						Other (Specify)

		7) Whether the child has a caregiver:				Yes □  No □

		8) Name of caregiver: ________________________________

		9) Gender of caregiver: Male / Female										10) Age of caregiver: _________

		11) Relationship to child				Father □		Uncle □				Cousin □		Neighbour □		Other (Specify) □

						Mother □		Sister □				Grant mother □		Self □

						Auntie □		Brother □				Grant father □		Social worker □

		12) Health status of caregiver:				Healthy □		Ill□		Disabled □		Other (Specify)

		13) Number of OVC in the Household:       Male (          ) Female (          )								Total(        )

		14) OVC Enrolled in the program:   YES   /    NO								Date of Enrollment: _____________



&R&"Arial,Bold"&12(OVC_1)



OVC Register

		CLPIR Tool Kit (OVC_3)

		OVC Register: For Use by OVC Programs

		For Local Adaptation

		Name of Organization: ____________________________																										Period From: _________________    To: _________________

		Name of Service Provider: ______________________________																		Province: _____________________														District: _______________

		Name of Child: ____________________________																		Gender:						Male □				Female □						Age: ______

		Complete Address of a child

		Province: __________________________       District: _______________________      Village: ____________________

		A: Service Provided to OVC																																								B: Referral made

		Date		1) Food and Nutritional Support						2) Shelter and Care						3) Protection						4) Health Care						5) Psychosocial						6) Education						Follow Up Visit		Referred Out

				Nutritional Counseling		After care programs		Food/Nutritional Supplementation		Shelter		Maintenance of home		Reintegration of institutionalized children		Stigma Reduction		Inheritance Claim		Child Abuse		General Health Needs		Health care for HIV positive		Prevenion of HIV		Life Skill		Counseling		Rehabilitation/Re-Intergration		School Fee		School Material		Skill Development				HBC		ABY		VCT		Other (Specify)

		C: Lost to follow up date: _____________

		Reason for leaving : Lost to follow up  /   Migrated  /  Died  / No longer in need of service / No loner classified as OVC / Unknown / Other (Specify)

		D: Comments and Remarks:



&R&"Arial,Bold"&12(OVC_3)



Referral Sheet

		CLPIR Tool Kit (OVC_4)

		Two-Way Referral Form: For Use by OVC 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: …………….………….



&RAdapted by CEDPA Nigeria
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Supply Summary Sheet

		CLPIR Tool Kit (OVC_5)

		Supply Summary Sheet: For Use by OVC Programs

		For Local Adaptation

		Province: __________________________          District: _______________________

		Report Prepared By: _____________________

		Reporting Period From: ___________ To: _____________

		Date		Name of the recipient		Direct to the Child												To the Community								Singature

						School Uniforms		School Materials		Clothes		School Fees		Food		Other (Specify)		Posters		Pamphlets		Newsletters		Other (Specify)

		Total

		Comments and Remarks

		Signature of Service Provider: ______________________     Date: _____________________

		Signature of Supervisor: _______________________            Date: ____________________



&R&"Arial,Bold"&12(OVC_5)



Service Provider Report

		CLPIR Tool Kit

		OVC Serivce Provider Report: For Use by OVC Programs

		For Local Adaptation

		Name of Organization: _____________________________

		Name of Service Provider: _____________________________																Province: _______________________   District: ______________________

		Reporting Period From: _______________    To: _______________

		A: OVCs provided with service(s)																								B: Lost to follow up

				Age																						Age

				<2				2-4				5-11				12-17				Total								<2		2-4		5-11		12-17		Total

		M		ΟΟΟΟΟΟΟΟΟΟ ΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟ ΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟ ΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟ ΟΟΟΟΟΟΟΟΟΟ										M		ΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟ

		F		ΟΟΟΟΟΟΟΟΟΟ ΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟ ΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟ ΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟ ΟΟΟΟΟΟΟΟΟΟ										F		ΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟ

		Total																								Total

		C: Type of service provided to OVC:

				Support														Food/Nutritional Supplementation		Follow Up Visit				Referral								Reason for Leaving

				1) Food and Nutrition		2) Shelter and Care		3) Protection		4) Health Care		5) Psychosocial		6) Education										HBC		ABY		VCT		Other (Specify)

																																Dropped  Out		Migrated		Died		No longer in need of service		No longer OVC		Unknown

		M		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ

		F		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ				ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ		ΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟΟ

		Total

		D: 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 OVC  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 OVC Programs

		For Local Adaptation

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

		Topic of the training: 1) Food and Nutrition, 2) Shelter and Care, 3) Protection, 4) Health Care, 5) Psychosocial, 6) Education

		Specific title of the training: ____________________________________

		Participant 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		Volunteer		Community Leader		Other (Specify)

		Total

		Comments and Remarks
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Support for Service Providers

		CLPIR Tool Kit

		Support Summary Form: For use by OVC Programs

		For Local Adaptation

		Name of the support provider : ___________________        Province: ____________________    District: __________________

		Period From: _____________ To: _____________

		Date		Name of Support Recipient		A: Type of Support Provided								B: Type of Provider								Signature

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

		Total

		Comments and Remarks
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Enrollment Summary

		CLPIR Tool Kit

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

		For Local Adaptation

		Province: _________________                    District: ____________________

		Prepared By: _______________________

		Reporting Period: From ___________  To _____________

		Age -->				<2		2-4		5-11		12-17		Total

		(1) Enrolled from the previous reporting period		Female

				Male

				Total

		(2) Newly enrolled OVC		Female

				Male

				Total

		(3) Lost to follow up OVC		Female

				Male

				Total

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

				Male

				Total

		Comments and Remarks

		Signature of service provider: _______________________      Date: ______________

		Signature of supervisor: ______________________      Date: _____________
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Supply Stock Management

		CLPIR Tool Kit

		Supply Stock Management Form: For Use by OVC Programs

		For Local Adaptation

		Report Prepared By: _____________________

		Reporting Period From: ___________ To: _____________

				Dates		Supply										IEC

						School Uniforms		School Materials		School Fee		Food		Other (Specify)		Posters		Pamphlets		Newsletters		Other (Specify)

		(1) Amount at Beginning of Period

		(2) Amount Produced/ Received

				Total

		(3) Amount Distributed to Service Providers

				Total

		(4) Amount at End of Period             = (1) + (2) - (3)

		(5) Amount Distributed to Clients

		Comments and Remarks

		Signature: ___________________________________    Date: _________________________

		Signature of Supervisor: _____________________              Date: _______________________
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Periodic Report

		CLPIR Tool Kit

		CLPIR Periodic Summary Report: For Use by OVC Programs

		(For Local Adaptation)

		Name of Organization: _________________________________								Reporting Period: From ____________   To ____________

		Section A: List of indicators

		Indicators		Achieved

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

								<2		2-4		5-11		12-17		Total

				Newly enrolled		M

						F

						Total

				Total currently enrolled		M

						F

						Total

		2) Number of OVC lost to follow up		2.1) By Reason

								Drop Out		Dead		Migrated		Unknown		No longer classified as OVC		Total

				M

				F

				Total

		3) Number of OVC served		3.1) By Age

								<2		2-4		5-11		12-17		Total

				M

				F

				Total

				3.2) By number of services provided

								1 or 2		At least 3		Total

				M

				F

				Total

		4) Number of OVC provided with service(s)		4.1) By Type of Service (***An OVC can receive support in more than one area)

								Food/Nutrition		Education		Health		Psychosocial		Shelter		Protection

				M

				F

				Total

				4.2) Food and Nutritional Supplementation

				M

				F

				Total

		5) Number of OVC referred for other services		5.1) By Type of Services (***An OVC can be referred to services in more than one area)

								HBC		ABY		VCT		Other (Specify)

				M

				F

				Total

		6) Number of OVC visited by staff/volunteer at least once in a given period		6.1) By Gender

				M

				F

				Total

		Indicator		Achieved

		7) Number of providers/caregivers trained in caring for orphans and vulnerable children		7.1) Number trained

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

								Food/Nutrition		Education		Health		Psychosocial		Shelter		Protection

				M

				F

				Total

		8) Number of providers/caregivers supported to provide care to OVC		8.1) By Type of Support (***An individual can receive service in more than one area)

								Material		Monetary		Mentorship		Social		Other (Specify)

				Number of Individuals Supported

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

								Paid				Unpaid				Total

				Number of Service Providers

		10) Number of mobilization meetings held		10.1) Type of Meeting

								Community		Leader		School		Other (Specify)		Total

				Number of Meetings

		11) Number of community leaders supported to promote care and support for OVC		11.1) By Type of Leaders

								Religious		Community		Political		Other (Specify)		Total

				Number of Leaders

		12) Number of IEC materials received/produced or distributed		12.1) By Type of material

								Poster		Pamphlet		Newsletter		Other (Specify)		Total

				Produced/Received

				Distributed to clients

		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

		Date of submission: ________________________

		Prepared by: ______________________________

		Signature: ______________________________________
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