[image: ]
SMC HEALTH FACILITY DAILY SUMMARY FORM
To be completed daily during each SMC distribution period by the Health Facility In-Charge

	State:
	LGA:
	Ward:
	Name of Health Facility:

	Name of Health Facility In-Charge:
	Mobile number:
	Name of person completing form:
	Mobile number:

	 Cycle 1
 D1		 D2		 D3		 D4
	 Cycle 2
 D1		 D2		 D3		 D4
	 Cycle 3
 D1		 D2		 D3		 D4
	 Cycle 4
 D1		 D2		 D3		 D4



	
	
	TEAM CODE
	Number of children who
RECEIVED SPAQ
	Number of children who were
RE-DOSED with SPAQ
	Number of children who were
REFERRED
	Number of children REFERRED who PRESENTED at the HF
	Number of children REFERRED with FEVER who tested POSITIVE for malaria
	Number of children REFERRED with FEVER who tested NEGATIVE for malaria and given SPAQ

	[bookmark: _GoBack]No.
	Name of Recorder
	
	3 to <12 mos.
	12 to 59 mos.
	3 to <12 mos.
	12 to 59 mos.
	3 to <12 mos.
	12 to 59 mos.
	3 to <12 mos.
	12 to 59 mos.
	3 to <12 mos.
	12 to 59 mos.
	3 to <12 mos.
	12 to 59 mos.
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	Health Facility Total:
	
	
	
	
	
	
	
	
	
	
	
	
	



Signature of person completing the form:									 Date:					

SPAQ DAILY RECONCILIATION 
	
	
	TEAM CODE
	BALANCE from previous day
(H)
	Quantity RECEIVED from HF 
(I)
	Quantity of Blisters USED 
(G)
	Expected BALANCE 
[H + I] - G
	ACTUAL Quantity Returned 
(physical count)

	No.
	Name of Recorder
	
	3 to <12 mos.
	12 to 59 mos.
	3 to <12 mos.
	12 to 59 mos.
	3 to <12 mos.
	12 to 59 mos.
	3 to <12 mos.
	12 to 59 mos.
	3 to <12 mos.
	12 to 59 mos.
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	Health Facility Total:
	
	
	
	
	
	
	
	
	
	
	



Signature of person completing the form:									 Date:					
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