
 

FORM F: NETWORK CLINIC REGISTER (STI-RTI) 
Date of visit: 

Doctors Name :__________________________ 
Qualification:____________________________ 
Phone No.:______________________________ 
Email:__________________________________ 

Name of the clinic:_____________  
Clinic Timing:_________________ 
Address:_____________________ 

 
NAME OF PATIENT:……………………………………………………………………………………...……………………… Index No. ‐‐‐‐‐‐‐‐‐‐‐. 
 
AGE:…………………….SEX:                       MALE                        FEMALE                     TRANSGENDER         
  
 
Typology:   FSW                                    MSM                            IDU                               Migrants                                                       Truckers  
 
PATIENT FLOW:               DIRECT WALK IN                 REFERRED         Type of Patient:                                  Purpose of visit:  
                                                                                                                      New 
                                                                                                                                                New                                                    Symptomatic 
                                                                                                                                                                                                            Follow up  
 
                                                                                                                                                Old                                                      Asymptomatic       
 
                                                                                                                                                                                                              RMC 
 
Presenting complaint:……………………………………………………………………. Since when………………………………………………………. 

STI/ RTI SYNDROMIC 
 DIAGONOSIS 

KIT PRESCRIBED 
 

Name of the drugs  Counselling 

  Yes 

  UD/ARD/CERVICITIS/PT    KIT‐1  GRAY  Azithromycin (1 g) OD STAT 
Cefixime (400 mg) OD STAT 

  No 

  Vaginal Discharge  (Vaginitis)    KIT – 2 GREEN Secnidazole (2 g)  OD STAT and 
1 Cap. Fluconazole (150 mg)        OD 
STAT

REFFERAL

  GUD‐ Non Herpetic    KIT – 3 WHITE Benzathine penicillin (2.4 MU) IM STAT,  
Azithomycin (1 g) OD STAT 

  ICTC /PPTCT
 

  GUD‐ Non Herpetic(Allergic to 
Penicillin)  

  KIT – 4 BLUE Doxycycline (100 mg) XBD X 14 DAYS 
Azithromycin (1 g) X OD STAT 

  Condoms
 

  GUD‐ Herpetic    KIT – 5 RED Acyclovir (400 mg )X TDS X 7 DAYS    ART CENTRE

  Lower Abdominal Pain (PID)    KIT – 6 YELLOW   Cefixime (400 mg) X OD STAT  
Metronidazole (400 mg)  X BD X 14 
DAYS 
Doxycycline (100 mg) X BD X 14 DAYS. 

  LAB TEST  
 

  Inguinal Bubo    KIT – 7 BLACK  Doxycycline (100 mg )X BD X 21 DAYS. 
 Azithromycin (1 g) X OD STAT 

  OTHERS 

Findings: 
 
 
OTHERS: 

A) Partner notification undertaken:  Y es                No 
 

B) Next visit date: 
 
 
 
 
 
 

 

 

Signature of the Doctor 

 

 



 

 

FORM F_1:  ABSCESS MANAGEMENT REGISTER 
(FOR IDU INTERVENTION only) 

 
Sl. No. HRG details Abscess Advice 

given 
Name I.D. No. New/Old* Clinical Details Treatment 

provided 

       

       

       

       

       

       

       

       

       

       

       

       

       

 
Guideline 
 

• The register shall serve as a record for abscess management 
• This register is to be filled by the ANM/Counsellor at the DIC along with the Doctor 

on a daily basis. 
• The register should be filled every time a HRG avails services for abscess, be it on a 

daily basis or new case.  
• If an HRG who has been treated for abscess in a particular region gets an abscess in 

another region, it should be recorded as a new abscess.  
 

   * New = Community Member visited for the first time to the clinic during the project period 
     Old =   Any community member who has come for the second time or more to the clinic is treated 
as old. 
 

 


