
PATIENT DETAILS

Client Name: ___________________________________ Sex: M/F   Age: ___ (yrs)  Phone: _____________________  Current Village/Town: _______________  

Disease Type: _____________________   Hosp. ID: __________________________  HF Name: _______________________  HF County: ___________________

CONTACTS DETAILS

# FULL NAME
DATE OF BIRTH   

e.g.:15-Jan-2019
SEX (M/F)

SCREENING 

STATUS      

Partial/ Complete

SCREENING DATE       

e.g.: 15-Jan-2019

STATUS          

(Neg., 

Suspected  

Lepr. PB, Lepr. 

MB, Yaws, etc.

REMARKS

CONTACT TRACER DETAILS

Name: _______________________________ Title: ______________________ Phone: ____________________ Sign & Date: ________________________

Health Facility: __________________________  Phone #: ________________ District: ___________________ County: __________________ 
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