Form 1 – PMTCT Antenatal Clinic (ANC) Monthly Summary Form
	Facility:_______________________
	Level of Facility:_____________________
	Month of Report:______________

	District:_______________________
	Date Form

Completed:________________________
	Year of Report:_______________

	Region:_______________________
	
	

	

	ANC Counseling and Testing

	All women attending ANC during the month of report.
	Number

	ANC 01. Number starting ANC this month…………...…………………….………………………
	______

	
ANC 02. Not pre-test counseled……………………………………………………………
	______

	
ANC 03. Pre-test counseled………………………………………………………………..
	______

	

ANC 04. Did not have HIV test……………………………………………………
	______

	

ANC 05. Had HIV test……………………………………………………………...
	______

	


ANC 06. Tested HIV-negative…………………………………………..
	______

	



ANC 06.1. Post-test counseled……………………………….
	______

	



ANC 06.2. Not post-test counseled……………………………
	______

	

            ANC 07. Tested HIV-positive…...........................................................
	______

	



ANC 07.1. Post-test counseled………………………………..
	______

	



ANC 07.2. Not post-test counseled……………………………
	______

	

            ANC 08. Tested but unknown/lost result………………………….........
	______


	ANC Partner Testing

	These numbers do not always relate directly to the numbers of women starting ANC this month.

	ANC 09. Number of partners tested for HIV…………………………………….………………….
	______

	

ANC 09.1.  Tested HIV-negative………………………..…..……………………
	______

	

ANC 09.2.  Tested HIV-positive……………………………..……………………
	______

	

ANC 09.3.  Tested but unknown/lost result……………………………………..
	______


	ANC Antiretroviral Coverage

	Numerator data of women starting on drug during the month of report. These numbers do not relate directly to the numbers from the Antenatal Counseling and Testing section.

	ANC 10. Started on, or given NVP…………………………………………………………………..
	______

	ANC 11. Started on, or given AZT…………………………………………………………………..
	______

	ANC 12 Started on, or already taking HAART……………………………………………………..
	______


 Form 2 – PMTCT Maternity (L&D) Monthly Summary Form
	Facility:_______________________
	Level of Facility:_____________________
	Month of Report:_____________

	District:_______________________
	Date Form

Completed:________________________
	Year of Report:______________

	Region:_______________________
	
	

	
	Number

	MAT 01. Number of women who delivered……………………………………………………………….
	______

	
MAT 02. Number of women who had HIV test from ANC……….…………………………….
	______

	

MAT 02.1. Number of women with known HIV-negative test from ANC……………
	______

	

MAT 02.2. Number of women with known HIV-positive test from ANC…………….
	______

	
MAT 03. Number of women with unknown HIV status at delivery……………………………
	______

	
MAT 04. Number of women tested for HIV at/after delivery…………………………………..
	______

	

MAT 04.1. Number HIV-negative…………………………………..…………………..
	______

	

MAT 04.2. Number HIV-positive…………………………………………....................
	______

	The section below pertains to all identified HIV-positive women who delivered live births.

	MAT 05. All HIV-positive women (MAT 02.2. + MAT 04.2)……………………….…………………..
	______

	
MAT 06. Number who took AZT in ANC…………………………………….…………………..
	______

	

MAT 06.1. Took AZT <2 weeks…………………..........................…………………..
	______

	

MAT 06.2. Took AZT 2-4 weeks…………………………………….………………….
	______

	

MAT 06.3 .Took AZT >4 weeks…………………...........................…………………..
	______

	
MAT 07. Number who took NVP…………………………………………….……………………
	______

	
MAT 08. Number who took NVP only……………………………………….…………………..
	______

	
MAT 09. Number who took HAART………………………………………….…………………..
	______

	

MAT 09.1. Took HAART <2 weeks………………….....................…………………..
	______

	

MAT 09.2. Took HAART 2-4 weeks…………………………………………………….
	______

	

MAT 09.3 .Took HAART >4 weeks…………………................................................
	______

	
MAT 10. Number whose infant(s) received NVP…………...................................................
	______

	
MAT 11. Number whose infants discharged with ARV………………………………………...
	______

	
MAT 12. Number intending to breastfeed……………………………………………………….
	______

	
MAT 13. Number intending to replacement feed………………..……………………………...
	______
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