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Report For the month of ...
s: = Monthlv status ReDort for FRU

,

,
..

Date :- Signature
Designation

Monthly Status Report of FRUs
..
,

.
.

NameofFRU&
I...
Type of Facility DH/SDH/CHC.;.

..
I Whether accredited as mother and child friendly hospital.)

""t . Cesarean Section Conducted 24X7 (Total No. )
.:::

I BloodStorageFacilityFunctional( withadequatelinkageto-
RETC ) (Yes/ no )

6 I New Borne Care Services available on 24 hI'basis (Total No
treated . )-

I Total Pregnant Women Who visited FRU for ANC check up
S Total Pregnant Women admitted for Delivery
9 Total Deliveries
10 Total BPL Deliveries
11 % BPL Deliveries "t!

1 .... Total Normal Deliveries--
, ..

Total Complicated Deliveries.-'. 1 Total Cesarean Section.
:5 C- Section Percentage against Total Delivery
:6 BPL C- Section
. -

% of BPL Cesarean Section against total BPL Deliveriesi ,I

18 No of obstetric cases given blood Transfusion
19 Delivel)' cases referred to higher centres
20 . No. of Mothers treated for sepsis(Total No. )
21 Safe abortion services No. of MTPs (Total No. )
22 * total maternal death during the month
23 Male sterilization services ( not camp based) ( Total NSV )
24 Female sterilization services ( not camp based) ( Total TL )

* ( in case of maternal death pI. fill up details in MD Line List
and Send along with the reRort )
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F.R.U.MONTHLYREPORT
FRUs Existing StaffPosition in facilities

Nameof the Facility
District:-
Typeof the facility:-
MonthI Year:-

Date Signature:
. Designation:

Sr.No. Staff I Training Information. Numbers
Required Available

1 OBG Specialist
2 Anesthetist
3 Pediatridfan
4 MOstrained in ComprehensiveEmOC
5 MOstrained in LSASEOC
6 MOstrained in Blood Storage
7 MOstrained in Basic EmOC
8 Staff Nurses
9 MOstrained in RTII STImanagement
10 Staff Nursestrained in RTII STImanagement
11 LTs trained in RTII STIdiagnosis
12 MOstrained in MTP
13 LTs trained in Blood Storage
14 Doctors trained in NSV
15 Doctors trained in LapLigation
16 Staff Nursestrained in SBA



Nameof theFacility:- ... ........
District:- ........................
Type of the Facility :- DH/SDH/CHC
Reporting for the Month / Year :- ... / 2011.. ..

Date :- Signature
Designation

ls)

s:= Service Type ( UN Process Indicators) No. of Mother
Provided Servces

,
. Injectable Oxytocics1

....

Injectable Antibiotics-

'"

Injectable Sedatives.::

- ManualRemovalof Placenta

, Removal of Product of pregnancy ( in incomplete-
abortion)

6 Assisted Vaginal delivery (Forceps or Vaccum
delivery)

7 C- section Opration

8 Blood Transfusion
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MD (Metemal Death ) Line List
Name of FRU

Reporting Month
Registration Number of the mother who died
Name of the mother whio died (Full Name)
Age of the mother who died

Village
Residel1ce Block

District
Date of Death
Cause of Death

MD (Metemal Death ) Line List
Name ofFRU

RepOliing Month
Registration Number of the mother who died
Name of the mother whio died (Full Name)
Age of the mother who died

Residence

Date of Death
Cause of Death

MD (Metemal Death ) Line List
Name ofFRU

RepOliing Month
Registration Number of the mother who died
Name of the mother whio died (Full Name)
Age of the mother who died

Residence

Date of Death
Cause of Death


