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SMC REFERRAL FORM
To be completed by CDD and HFW for every child referred to Health Facility during SMC delivery
To be completed by the SMC CDD:
	Name of child:
	Age
	Gender:

	
	 3 – <12 mos.
 12 – 59 mos.
	 Female
 Male

	State:
	LGA:
	Ward:
	Settlement:

	
	
	
	

	Date of referral:
	Name of Health Facility referred to:

	___ ___ / ___ ___ / ___ ___ ___ ___
	

	 Cycle 1
	 Cycle 2
	 Cycle 3
	 Cycle 4

	Reason for referral:

	 Sick
	 Fever
	 Side effect to SPAQ this cycle
	 Side effect to SPAQ last cycle


[bookmark: _GoBack][bookmark: _Hlk33458967]CDD Team Code:  ___ |___| ___| ___| ___| ___
Signature of Recorder: 										
To be completed by the Health Facility Worker:
	Date child evaluated:
	Cycle:
	Name of Health Facility:

	 __ __ / __ __ / __ __ __ __
	 1  2  3  4
	

	Child referred for illness:

	1. Child evaluated to determine cause of illness:   YES    NO 
2. Diagnosis: 										 
3. Child treated:   YES    NO 
4. Name and dose of treatment:  	 	 	 	 	 	 	 	 
5. Child admitted to health facility or referred to hospital for severe illness:   YES    NO 

	Child referred with fever:

	1. Child tested for malaria:   YES    NO 
2. RDT result:   Positive    Negative 
3. Child admitted to health facility or referred to hospital for severe malaria:   YES    NO 
4. Child with confirmed positive malaria test treated with ACT:   YES    NO 
5. Name and dose of ACT:  	 	 	 	 	 	 	 	 
6. Child with negative RDT given SPAQ this cycle:  YES    NO 

	Child with possible adverse drug reaction:

	1. Child evaluated for adverse drug reaction to SP and AQ:   YES    NO 
2. National PV Form was completed:   YES    NO 
3. Child admitted to health facility or referred to hospital for SAE:   YES    NO

	Outcome:

	




Name of in-charge:  	 	 	 	 	 	 	 
Signature:								Date: 				
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