
 
 

 
 

 

Name of Health Institution ……………………………………………………………………………………………………………….. 

…………………………………………………………………………………………………………..……………………………………………… 

Period : FROM ……………………………………………………..……….. TO ……………………………………………………………. 

 
N.B.  This Register should be brought in toto while making indent of any equipment/furniture/drug/ 

medicine/vaccines. Two similar copies are to be made, one to be retained by the office making the indent 

and other copy to be retained by the office issuing the indented items. 

 

 Separate pages should be made for (i) Drugs & Medicines,  (ii) Bazar articles,  (iii) Hospital equipment and 

(iv) Vaccines & A.D. Syringes.  

 

STATE HEALTH SOCIETY, MANIPUR 



 
 

Name of Health Institution : 

District :                 Date :   

                      

Sl. 

No. 
List of indented articles 

Date of last 

receipt 

Quality last 

received 

Quantity at 

balance 

Quantity now 

required 
Quantity issued remarks 

        

        

        

        

        

        

        

        

        

        

 

 

 

 

 Signature with name & designation Signature with name & designation Signature with name & designation 

 Of receiving staff of issuing staff of staff making indent 



 

  
 

 

 
 

 
 

 

 

Name of Health Institution ……………………………………………………………………………………………………………….. 

…………………………………………………………………………………………………………..……………………………………………… 

Period : FROM ……………………………………………………..……….. TO ……………………………………………………………. 

 

STATE HEALTH SOCIETY, MANIPUR 



2.B. LIST OF CHILDREN BELOW 15 YEARS IMMUNIZATION AND SERVICES 

(ENTER DATE OF SERVICE) 
 

Sl. 

No. 

E.C. 

No. 
Name of Child Age Sex D.P.T. POLIO 

B
C

C
 

M
e

a
sl

e
s 

D.T. Pri. 

School 

Children 

T.T. 10 

(YEARS) 

TYPHOID 

VACCINE 

O
T

H
E

R
S
 

I & F acid 

Beneficiaries 

Vita. ‘A’ Beneficiaries 

Children 1-3 years  

     I II III B I II III B I II B I II I II 
Initiat

ed 

Comple

ted 100 

tablets 

I II III IV  

1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24 25 26 27 28 29 30 

                              

 

B.D. – Booster for Children above 1 year and below 6 years Iron and Folic, DTP – Diptheria portusis Tetanus Toxoide. 



2. ELIGIBLE COUPLE & CHILDREN REGISTER (ECCR) 

A. PARTICULARS OF ELIGIBLE COUPLE (Age of Wife between 15-44 Years) 

 

Sl. 

No. 

House 

No. 

Date of 

Regn. 

Name of Husband (H) 

Name of Wife (W) & 

Address 

Age 

of (H) 

& (W) 

No. of living 

children 

No. of 

children 

below 6 

years 

Age of 

youngest 

living 

child 

Pregnant 

Whether 

use F.W. 

Methods 

If Using F.P. 

Specify method 

& date of 

Acceptance, if 

not give reason 

Marks 

Follow up 

particulars 

with date 
M F YES/NO YES/NO 

1 2 3 4 5 6 7 8 9 10 11 12 13 14 

              

 
For subsequent visit/extra blank sheet may be provided. 

NOTE : Make entries for 2/3 couples on each page & show immunization status of their children on the reverse side (From 2 B) 

 



 
 

 

 
 

 

 

Name of ASHA ………………………………………………………………………………………………………………………………….. 

Name of Village/Hamlet ………………………………………………………………..…………………………………………………. 

Name of Gram Panchayat ……………………………………………………..…………..…………………………………………….. 

Name of District ……………………………………………………………………………………………………………………………….. 

 

 

STATE HEALTH SOCIETY, MANIPUR 



 
 

 

Aims for maintaining the Village Health Register 

 
1. To generate awareness about available Health Facilities to each and every family. 

 

2. To identify families needing special attention of the ASHA/ANM 

 

3. To assist Village Health Committees/Village Panchayats/Village Councils in preparing their  

Annual Village Health Action Plans. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 Note : How to fill up the Register ? Please refer to the last page of this Register 



 

GENERAL INFORMATION 

District………………………………………. Block………………………………………. Sector………………………………….. Sub-Centre……………………………….. 

Panchayat………………………………… Village/Hamlet……………………….. No. of households……………….. Population………………………………… 

 

 

 

DISTANCES 

Nearest Sub-Centre………………………………………………………………………………..... Distance in kms…………………………………………………………… 

Nearest Primary Health Centre………………………………………………………………… Distance in kms…………………………………………………………… 

Nearest Community Health Centre/Sub-District Hospital………………………… Distance in kms…………………………………………………………… 

 

 

 

NAMES 

ANM/Female Health Worker………………………………………………………………..... Male Health Worker…………..………………………………………………………… 

Medical Officer, PHC……………..………………………………………………………………… Pradhan…………………………..…………………………………………………………… 

Anganwadi Worker…………………………………………………………………………………. Drug Depot Holder………….…………………………………………………………… 

Trained Birth Attendants 1……………………………………………..               2……………………………………………………               3…………………………………………………… 

 



BASIC INFORMATION 

Main source of drinking water : � Hand-pump � Well � Tape 

 

 

 

TRANSPORT & COMMUNICATION FACILITY 

� All-season motor-able road                     � Motor-able only during dry season               � Not motor-able throughout year 

� Bur facility                � Parking-place……………………………..            � Distance of Parking place from Village/Hamlet ………………………………………. 

� Other transport facility :                     � Jeep                     � Tempo                           � Tractor                  � Bullock-cart 

Name of owner of the transport facility…………………………………………………………………………………………………………………………………………………………………….. 

 

 

 
 

Village Market Day…………………………………………………          Monthly Village Health & Nutrition Day……………………………….. 

� Telephone                                                                                         � Branch Post-Office                                                              � Police Station 

 

 

 
 

� Anganwadi Centre      � School      � Ration Shop 

� Provision of Supplementary Nutrion Feeding  � Provision of Mid-Day Meal  

 



 
 

Family Details 
House No………………… 

Name of Head of Family………………………………….…………       No. of Family Members………….…         Caste…………….       Occupation………..……………………. 

No. of Under-45 years married women……………………………………..………….                         No. of Under-5 years Children………………….………………………….. 

 

Marriages Pregnancies Birth Death 

Name of Couples ……………………………..….. Name of Woman 1………………………………… 1 1 

Date……………………………………………………… Name of Woman 2………………………………… 2 2 

 

� Night Blindness                                      � Tuberculosis                                          � Leprosy                                             � Lameness 

 

For Under 5 children (Weight to be measured six monthly ) 

Vitamin A doses given : � 9M � 18M � 24M 

 � 30M � 36M 

Tablet for Intestinal Worm � 18M � 24M � 30M 

 � 36M 

Name of 1
st

 Child………………………………. 

1. Date……………………………………………… 

2. Date……………………………………………… 

3. Date……………………………………………… 

Date of birth……………………………………… 

Weight in Grams……………………………….. 

Weight in Grams……………………………….. 

Weight in Grams………………………………… 

Name of 2
nd

 Child…………………  

1. Date……………………………….. 

2. Date………………………………… 

3. Date………………………………… 

Date of birth………………………… 

Weight in Grams………………….. 

Weight in Grams………………….. 

Weight in Grams…………………… 

Name of 3
rd

 Child………………………………. 

1. Date……………………………………………… 

2. Date……………………………………………… 

3. Date……………………………………………… 

Date of birth……………………………………… 

Weight in Grams……………………………….. 

Weight in Grams……………………………….. 

Weight in Grams………………………………… 

 

Immunization:  � BCG  � DPT, OPV 1  � DPT, OPV 2     � DPT, OPV 3      � Measles 

    � DPT, OPV B � DT 1   � DT 2 
 

Family Planning 

Wants:     � Male sterilization      � Female sterilization       � Condom     � Oral pill        � Copper-T 



 

 

 
 

 

 
 

 

 

Name of Health Institution ……………………………………………………………………………………………………………….. 

…………………………………………………………………………………………………………..……………………………………………… 

Period : FROM……………………………………………………..…………    TO……………...…………………………………………. 

 

 

 

STATE HEALTH SOCIETY, MANIPUR 



 
D/M/Y of 
Regis-
tration 

Daily 
No. 

M. 
No. 

Y. 
No. 

Name of 
deceased 

Sex 
(M/F) 

Caste 
(G/ST/ 
SC/ 
OBC) 

Address Parent’s Name Informed 
by 

Date of 
getting 
inform-
ation 

Relation 
of 

informant 
to 

deceased 

Place of 
death 

Date of 
death 

Age at death (in 
days of neonatal 

death’s in 
months for other 
Infant deaths; In 
years for other 

deaths) 

Cause of 
death 

(Name of 
disease/ 
event 
leading 

to death) 

Signature 
of Health 
Worker 

Confirmed by 
(Name of 
Health 

Supervisor or 
MO) 

1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 

                  

                  

                  

                  

                  

                  

                  

                  

                  

                  



 

 
 

 

 
 

 

 

Name of Health Institution……………………………………………………………………………………………………………….. 

……………………………………….………………………………………………………………..……………………………………………… 

Period :   FROM……………………………………………………..…    TO…………………..…………………………………………. 

 

STATE HEALTH SOCIETY, MANIPUR 



D/M/Y 
Daily 
No. 

M. 
No. 

Y. 
No. 

Regn. 
No. 

Name of Woman 
Age in 

comp-leted 
years 

Literacy 
(last class 
passed) 

Occupation 
Monthly 
Family 
Income 

Religion 
Caste 
(G/ST/ 
ST/OBC) 

Husband’s Name Address LMP EDD 
No. of living 

issue 
M F 

1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 

                  

                  

                  

                  

                  

                  

                  

                  

                  

                  

 



LCB 

Order 

of ANC 

visits 

(i/ii/iii) 

TT Imm. IFA Prophyiaxis IFA Therapeutic Referral if any Name & 

Signature of 

Health 

Worker 

1 2/B Initiated Continuing 

for 2
nd

 

month 

Continuing 

for 3
rd

  

month 

Completed 

3 months 

Initiated Continuing 

for 2
nd

 

month 

Continuing 

for 3
rd

 

month 

Completed 

3 months 

Place of 

referral 

Reason 

for 

referral 

19 20 21 22 23 24 25 26 27 28 29 30 31 32 33 

               

               

               

               

               

               

               

               

               

               

               

               



 
 

 

 
 

 

 

Name of Health Institution……………………………………………………………………………………………………………….. 

……………………………………….………………………………………………………………..……………………………………………… 

Period :   FROM……………………………………………………..…    TO…………………..…………………………………………. 

 

STATE HEALTH SOCIETY, MANIPUR 



IMMUNIZATION REGISTER 

D/M/Y 
Daily  

No. 

Monthly 

No. 

Yearly 

No. 

Regn. 

No. 

Name of 

Child 

Sex 

(M/

F) 

DOB Parent’s Name Address 

Caste 

G/SC/ST 

/OBC 

 

BCG 
DPT DPT DPT OPV OPV OPV 

I II III I II III 

1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 

                  

                  

                  

                  

                  

                  

                  

                  

                  

                  

                  

                  

Date of vaccination shall be entered in the relevant column. 



IMMUNIZATION REGISTER 

Hep 

B-I 

Hep 

B-II 

Hep 

B-III 
Measles 

Vit 

A-1 

DPT 

B 

OPV 

B 

Vit 

A2 

Vit 

A3 

Vit 

A4 

Vit 

A5 

Vit 

A6 

Vit 

A7 

Vit 

A8 

Vit 

A9 

MMR 

(if 

given) 

Other 

vaccines 

Fully 

immunized 

DT-5 TT-10 TT-16 AEFI 

(if 

any) 

Signature 

& 

designation I II/B I II/B I II/B 

19 20 21 22 23 24 25 26 27 28 29 30 31 32 33 34 35 36 37 38 39 40 41 42 43 44 

                          

                          

                          

                          

                          

                          

                          

                          

                          

                          

                          

                          

                          

                          

                          

Date of vaccination shall be entered in the relevant column. 



 
 

 

 
 

 

 

Name of Health Institution……………………………………………………………………………………………………………….. 

……………………………………….………………………………………………………………..……………………………………………… 

Period :   FROM……………………………………………………..…    TO…………………..…………………………………………. 

 

 

STATE HEALTH SOCIETY, MANIPUR 



Daily 

No. 

M 

No. 

Y 

No. 

Regn. No. 

(if 

separately 

given) 

Name of 

pregnant 

woman 

Age in 

completed 

years 

Literacy 

(Last 

class 

passed) 

Caste 

Husband’s Name Address 

Monthly 

Family 

Income 

Gravidae 

Date & 

time of 

admission 

Date & 

time of 

onset 

of 

labour 
G ST SC OBC 

1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 

                 

                 

                 

                 

                 

                 

                 

                 

                 

                 

                 

                 

                 

                 

                 

                 

                 



 

Date & 

Time of 

Delivery 

Mode of Delivery 
Placenta 

expelled 

within 

(in 

minutes) 

Placental 

membranes Reason for 

CS (if 

performed) 

Outcome 

of 

delivery 

Sex of 

newborn Wt. of 

newborn 

(in Gms) 

APGAR 

score at 

5 

minutes 

Maturity of 

newborn Congenital 

defects (if 

any) 

Referral (if any) 
Date & 

time of 

discharge 
NVD Assisted CS Intact 

No 

intact 
LB SB M F Mature immature 

Place 

of 

referral 

Reason 

for 

referral 

18 19 20 21 22 23 24 25 26 27 28 29 30 31 32 33 34 35 36 37 

                    

                    

                    

                    

                    

                    

                    

                    

                    

                    

                    

                    

                    

                    

 



 
 

 

 
 

 

 

Name of Health Institution……………………………………………………………………………………………………………….. 

……………………………………….………………………………………………………………..……………………………………………… 

Period :   FROM……………………………………………………..…    TO…………………..…………………………………………. 

 

 

STATE HEALTH SOCIETY, MANIPUR 



D/M/Y 
Daily 

No. 

M. 

No. 

Y. 

No. 

Place of PNC Regn. 

No. (if 

sepa-

rately 

given) 

Order  

of 

PNC  

visit 

1/2/3 

/4/5 

Name of 

Woman 

Caste 

(G/SC/ST 

/OBC) 

Husband’s 

Name 
Address 

Date of 

delivery 
Institutional Home 

1 2 3 4 5 6 7 8 9 10 11 12 13 

             

             

             

             

             

             

             

             

             

             



Baby’s 

weight in 

Gms. 

Referral of baby, if any General 

condition 

of mother 

Referral of Mother, if 

any 
Prophylactic IFA Other 

medications 

given, if any 

Name & 

Signature 

of Health 

Worker 

Place of 

referral 

Reason for 

referral 

Place of 

referral 

Reson for 

referral 
Initiated 

Completed 

1 month 

14 15 16 17 18 19 20 21 22 23 

          

          

          

          

          

          

          

          

          

          



 
 

 

 
 

 

 

Name of Health Institution……………………………………………………………………………………………………………….. 

……………………………………….………………………………………………………………..……………………………………………… 

Period :   FROM……………………………………………………..…    TO…………………..…………………………………………. 

 

 

STATE HEALTH SOCIETY, MANIPUR 



D/M/Y 
Daily 

No. 

M.  

No. 

Y.  

No. 

ANC  

Regn.  

No. 

Name of 

beneficiary 

Age in 

comple-

ted years 

Caste 

(G/SC/ 

ST/ 

OBC) 

Husband’s 

Name 

Husband’s 

Occupation 

Monthly  

family  

income 

Address 

Place of 

 living  

(Rural/ 

Urban) 

Order of 

 present 

pregnancy 

EDD 

Documents 

Place of 

delivery 

(Inst/ at 

home) 

Date of 

delivery 

BPL

/ 

Law 

inco

me 

cert. 

Mate

rnal 

Card 

JSY 

card 

Imm. 

Card 

1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 

                     

                     

                     

                     

                     

                     

                     

                     

                     

 



Name of 

accompany

ing ASHA (if 

any) 

Mode 

Delivery 

(NVD/ 

Assis-

ted/ CS) 

Outcome 

of 

pregnancy Order 

of 

presen

t birth 

Amoun

t paid 

to 

benefi-

ciary 

Date of 

paymen

t to 

benefi-

ciary 

Amount 

paid to 

accompa

-nying 

ASHA 

Referral (if any) 
(If CS) 

hiring 

fee for 

Speci-

alists 

Name of 

Signature of 

Additional 

ANM 

Name of 

Signature 

of MO 
LB SB 

Where 

to 
Reason 

Name of 

accompanying 

ASHA on 

referral (if nay) 

Mode of 

travel on 

referral 

Amount of 

Transport 

money 

provided (if 

any) 

Name of 

witness I 

Name of 

Witness 2 

22 23 24 25 26 27 28 29 30 31 32 33 34 35 36 37 38 39 

                  

                  

                  

                  

                  

                  

                  

                  

                  

                  

                  

                  



 
 

 

 
 

 

 

Name of Health Institution……………………………………………………………………………………………………………….. 

……………………………………….………………………………………………………………..……………………………………………… 

Period :   FROM……………………………………………………..…    TO…………………..…………………………………………. 

 

 

STATE HEALTH SOCIETY, MANIPUR 



D/M/ 

Y 

Daily 

No. 

M. 

No. 

Y. 

No. 

Name of 

 Baby 

Sex 

(M/ 

F) 

Caste 

(G/ 

ST/ 

SC/ 

OBC) 

Address 
Father’s 

Name 

Mother’s 

Name 

Literacy (Last 

class passed) 
Occupation 

Informed  

by 

Date  

of  

getting  

inform- 

ation 

Place 

Of 

Delivery 

Date 

Of 

Delivery 

Mode of 

delivery 

(NVD/ 

Assisted/ 

CS) 

Person attending 

delivery (Relative/ 

Untrained Birth 

Attendant/ trained 

Birth Attendant 

Skilled Birth 

Attendant) 

Father Mother Father Mother 

1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 

                    

                    

                    

                    

                    

                    

                    

                    

                    

                    

                    

                    

                    

                    

                    

                    

                    

 



 
 

 

 
 

 

 

Name of Health Institution……………………………………………………………………………………………………………….. 

……………………………………….………………………………………………………………..……………………………………………… 

Period :   FROM……………………………………………………..…    TO…………………..…………………………………………. 

 

 

STATE HEALTH SOCIETY, MANIPUR 



D/M/ 

Y 

Daily 

No. 

M. 

No. 

Y. 

No. 
Name of acceptor 

Age in 

completed 

years 

Sex 
Literacy 

(Last 

Class 

Passed) 

Caste 

Name of Spouse Address 

Monthly 

Family 

Income 

No. of Living 

Children 
LCB 

M F G SC ST OBC M F 

1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 

                   

                   

                   

                   

                   

                   

                   

                   

                   

                   

                   

                   

                   

 

 



Type of FP Method provided 

Complications 

(If any) 

Motivated by 

(Self/ASHA/ 

AWW/Others) 

specify 

Name & Signature 

of Health worker 

Temporary Methods  Permanent methods 

Cu-T 

380 

OPC 

(No. of 

cycles) 

Condoms 

(No. of 

Pieces) 

ECP 
Others 

(Specify) 
NSV 

Conventional 

Vasectomy 
Tebuctomy 

Lap. 

Ligation 

20 21 22 23 24 25 26 27 28 29 30 31 

            

            

            

            

            

            

            

            

            

            

            

            

            

            

            

            

            

 


