MAP KIBERA: Health Services Data Collection Form                  

GPS Device # _______           Way Point #:_____           Photograph/Video Device #:__________  

Photograph/Video #___________  

Service Name: __________________________________________________

Hours of Operation: _____________________________________________

Service Contact information: 


Mobile:______________________________________


Email:_______________________________________

Service Type:  (write from list, note if there is a sub-category)

__________________________________________________________________________________

Service Owner (write from list, note if there is a sub-category)

__________________________________________________________________________________

Status (tick one)       Operational   Not-Operational  

Staffing (tick the box and write how many of each – if “other” please describe):

 General Practitioner ____      Clinical Officer ____         Nurse ____             Midwife ____

 Pharmacist ____   Medical Officer ____  Laboratory Technican ____  Other _____________

Which of the following services do they provide? (tick as many as applicable)

Child and Maternal Health                                                Women's Health

 Antenatal Care (ANC)                                                      Family Planning (FP)

 Basic Emergency Obstetric Care (BEOC)                       Gender Based Violence Services

 Cesearean Section (C-Section)

 Comprehensive Essential Obsetric Care (CEOC)           Tuberculosis (TB)

 Growth and Nutritional Support                                       TB Diagnosis

 Immunizations                                                                  TB Labs

 Integrated Management of Childhood Illnesses                TB Treatment

HIV/AIDS and other STIs

 Antiretroval Therapy (ART)                                             VCT/HIV Counselling and Test (HCT)

 Sexually Transmitted Infections (STI) Management       Condom Distribution

 Prevention of Mother to Child Transmission (PMTCT)

Other

 Blood Transfussion

 Inpatient – how many beds ____  or cots ____ do they have?

 Outpatient

 Home Based Care (HBC)

 Youth Friendly Services

 Psychosocial Support/Counselling

 Palliative Care

 Health Insurance

 Disease support groups, state which disease(s) _______________________________________

 Prevention: state which disease(s) __________________________________________

Referals (tick yes, or no. If yes, tell us where they refer to):  Yes     No

If yes, to where? __________________________________

