| FORM I: Counseling Register

[Frequency: After every counselling session | | Month:
Name of . . Referrals made to / | Number of
S. No. DEESG, Person ID number Sex Age Nl DR & Pe O Canmieelling follow up for the next | condoms

Counselling Counselled Repeat Counselling Provided* Visit distributed

* Type of counselling provided: This will include following
1 Risk assessment counselling

Risk reduction counselling

High-risk behaviour counselling

STI counselling

Pre-HIV test counselling

Post HIV test counselling

Any other (specify )
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