
SUDAN HOUSEHOLD HEALTH SURVEY

This questionnaire is to be administered to all mothers or caretakers (see household listing, column HL6)

who care for a child that lives with them and that is under the age of 5 years (see household listing,

column HL7).

A separate questionnaire should be used for each eligible child. Fill in the cluster and household number,

and names and line numbers of the child and the mother/caretaker in the space below. Insert your own

name and number, and the date.

State

UFO. CODES OF •

IT]

i

II

l.me Number (from "'1
I

---i--

lIF'. =,:,:,~:~:omb,_r luc, HOllSF~OIJlNUMB~R~
T F4 Child's Line Number

I

UF5. Mother's/Caretaker's Name and --t
l

UF6.Mother's/Caretaker's
Household Line Number (from HL1)

i

I

UF7 Interviewer Name and Number:
_________________ I

I

UF8. Day/Month/Yearof interviewL--'---'

IT]
Repeat greeting if not already read to this respondent:

We are from (COUNTRY-SPECIFIC AFFILIATION). We are working on a project concerned with family

health and education. I would like to talk to you about (NAME)'S health and well-being. The interview will

take about (NUMBER) minutes. All the information we obtain will remain strictly confidential and your

answers will never be shared with anyone other than our project team.
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May I start now?

o YES, PERMISSION IS GIVEN ¢Go TO UF12 TO RECORDTHE TIME AND THEN BEGIN THE INTERVIEW.

o No, permission is not given c;> Complete UF9. Discuss this result with your supervisor

I UF9. Result of interview for children under 5 Completed. ....... ... ... , .. " . ............ , ..... . ...............
Not at home ...... ......... " " ............ ........ ....... .......

! Refused ........... ............. ................. .. .... , ... .......

Codes refer to mother/caretaker. Partly completed .... .......... .... " ... .............. .........
Incapacitated .. ........................ ......... ..... . .............

Other (specify) 6
I

UF10. Field edited by (Name and number): UF11. Data entry clerk (Name and number):

- --- Name -------------- --- --
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AG1. Now I WOULD LIKE TO ASK YOU

SOME QUESTIONS ABOUT THE HEALTH

OF EACH CHILD UNDER THE AGE OF 5 IN

YOUR CARE, AND WHO LIVES WITH YOU

NOW.

Now I WANT TO ASK YOU ABOUT

(name).

IN WHAT MONTH AND YEAR WAS (name)

BORN?
PROBE:

WHAT IS HIS/HER DATE OF BIRTH?

If the mother/caretaker knows the exact birth

date, also enter the day; otherwise, circle 98

for day.

AG2. How OLD WAS (name)?
Record age in completed months.

Date of birth:

Day , ,..ITJ
OK day 98

Month .., , , ITJ

Year , rn==rJ

Age in completed months ITJ

BR1. DOES (name)HAVE A BIRTH

CERTIFICATE?

MAY I SEE IT?

Yes, seen 1

Yes, not seen , 2

No 3

OK ,.., , , , , 8
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BR2. HAS (name)'S BIRTH BEEN Yes .................. ......................................... 1

REGISTERED WITH THE CIVIL
2

AUTHERITY?
No ........................................ ....................

OK ............................................................ 8

BR3. Do YOU KNOW HOW TO Yes ........................................................... 1

REGISTER YOUR CHILD'S BIRTH? No .............................................. ............ ... 2 2 c>EC

BR4. WHY DOES (name)NOT HAVE A

BIRTH CERTIFICATE?
Costs too much ...................................... ...... , .....1
Must travel too far ............................................... 2

Did not know child should have birth certificate ... 3

Did not want to pay fine ...................................... 4 I

Does not know where to get

birth certificate .......... ............. ...... 5
Other(specijY) ................................. .................... 6
OK...................................................................... 8
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EARLY CHILDHOOD DEVELOPMENTEC

EC4. (11<'rk:1(1 : ' . IXt' 01chiM

0 Child c«.C j or 4 ~ C"",il/lle WIth J::C5

0 CHILD AGE 0, 1 OR2 '" GO TO NEXT MODULE
EC5. ON S ("",,,,.) ATTEND M!.V ORGANiZED LEARNING yes................................. ........... ..,

OREARLYCHl.OH ODEOUC ATICNPR GRMfI.4E.

sue H AS A PRIVATE OR GO~RN"" NT vsc1l..1TY. No.......... .................. .................. ..? 2 <:>Next fvlodule
iNCLUDING KINDERGARTEN OR CO~N rr v CHILD 8 <=:> NeKl Mx1ule
CARE? OK .......8........ ........... ..................

EC6 WrTH IN THE LAST WEEK OF THE lAS TSCHOOL
YEAR (2009-2010) , ABOUTH W MANY DAVS DO NWT1 tJe l of dilyS .. .. . .. . . .. . . . .. ... . .. ..__
(11""'<') ATT END?

~E FOR ILLNESS MODULE CA

CAl H As. (//<1111..) HAD OIARRHOf A IN THF resr
TWO WfEK.\ . THAT IS . SINCE (do\, "I III(' ",.,..k) yes ...... .... ..... ........ .. ........ ......... .......... . 1
OF THE WfEKBEFORf lAST? "lr::-CA7

No ..... .. ..... ........ .. ..... ...... ...... ............. .2
a qCA7

Ilionl",..·" 1,1 '/"/"n"i"",1 "'·I"'Il ....\~·" "1- "",,1."'- "'- DK .................... ,........... ............... ............ •
( ""<'I, ,~ . r. "r,ll 1/1"...«than '1.1'11(// ""''''' "r 11,11,'/1 .• ,"'".\'

1"-'" ,I,n . "I' "'",~J //I .'flll'/

- - - --- ---
CA1A. DID YOU SEEK ADVICE OR TRE ATM!: NT FOR ves ...............................,................ ...... ..... 1

THE DIARRHE A f ROMANY SOURCE?

No ............... ,..,..... ,....... ,......... ...... .,.. ...... ... 2 )q CN

DK ........ .... .............................. ....... .... ...
••• 8qCA2

-
C A t e . fROM WHERE DID YOU SEEKCARE { ADVICE Public s ec to r:

-

ORTREATMENT? GoV1. hospital. ..... ...... .......... .......... ............ A

Probe- '-\lIII/Ua. U .\"I
, GOVI. heaun centre ... ...... ............ ............ B

(·ir.-l, of/prill id,',"-, m. mjlJ/l.,"- hll/ ,I" ,W JT1'1"0/111" Govl. Iteauh Unll.. ...... . ...... . .... . ... .. ....... ... C

wit" <1111' ,I1,.\!.g n /ifJlI.\ Vllli'lge heann workel ............... . ......... ..... 0
Mobile/outreach clinic. .... ..... ............... .. l

1'1',,/,,' t" i,/''''('11' tit., (II'" 0' ,'''/11'<', ' ,III" t'lI'.-I., til,' Orner public secIOf(.'I'<'<·/fl') ...... .. ......... ......F

-- - -- -
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CMs. Homemade fluid h

yes 1
No 2 >-c::> CA3

appropriate code.

If unable to determine ifpublic or private
sector, write the name ofthe place.

(Name ofplace)

CA2. IWOULD LIKE TO KNOW HOW MUCH

(name) WAS GIVEN TO DRINK DURING

THE DIARRHOEA (INCLUDING

BREASTMILK).

DURING THE TIME (name) HAD

DIARRHOEA, WAS HE/SHE GIVEN LESS

THAN USUAL TO DRINK, ABOUT THE

SAME AMOUNT, OR MORE THAN USUAL?

CA3. DURING THE TIME (name) HAD

DIARRHOEA, WAS HE/SHE GIVEN LESS

THAN USUAL TO EAT, ABOUT THE SAME

AMOUNT, MORE THAN USUAL, OR

NOTHING TO EAT?

CA4. DURING THIS LAST EPISODE OF

DIARRHEA, WAS (name) GIVEN TO DRINK

ANY OF THE FOLLOWING :

Read each item aloud and record response

before proceeding to the next item.

CA4A. AFLUIDMADE FROMASPECIAL

Private medical sector:

Private hospital/clinic G

Private physician H

Private pharmacy 1

Mobile clinic (private) J

Other private sector(specifd K

Other source:

Religious healer L

Traditional healer M

Relative or friend N
Other (speci!r) X
less than usual 1

About the same 3
Morethan usual 4
Nothing to drink 5

DK 8

less than usual 1

About the same 3
Morethan usual 4
S topped food 5
Never given food 6

DK 8

CMA. Fluid from ORS Racket
Yes 1
No 2
DK 8

2c::>CA3
8C::>C A3
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,.-·------------------·--------c--··-,·-=-:--:· --.--.--..---.-----.-------.- --"--'--'-::-',--'-'-'-'" -_..-..
PACKET CALLED ORS (ORADEX)? OK 8

CA 4B. RECOMMENDED HOME~I1ADE

FLUiD?

CA4c. FROMWHERE DID YOU GET THE

FLUID MADE FROM A SPECIAL PACKET

CALLED ORS (ORAOEX)?Probe:

ANYWHERE ELSE?

Circle all providers mentioned, but do NOT prompt
with any suggestions.

(Name of place)

Public sector:

Govt. hospital......... ... 1\

Govt. health centre 8

Govt. PHC unit............ C
Community health worker .. 0
Mobile/outreach clin ic E

Other public sector(~pecifi') .F

Private medical sector:
Private hospitavcllnic . G

Private physician............ H

Private pharmacy i

Mobile clinic (private) . )

Other private sector(speczfii).. K

Relative or friend....... N

Other(speciry) , .. .. .. .)1.

CAS. WAS ANYTHiNG (ELSE) GiVEN TO

TREAT THE DIARRHOEA?

yes,.................. ......... . .. 1
No , 2 2-=:CAl
OK................ ...... .......... ... . 8 8-=:CA
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CA6. WHAT (ELSE) WAS GIVEN TO TREAT

THE DIARRHOEA?

Probe:
ANYTHING ELSE?

Record all treatments given. Write
brand name(s) ofall medicines
mentioned.

(Name)

CA7. HAS (name) HAD AN ILLNESS WITH A

COUGH OR DIFFICULT BREATHING AT

ANY TIME IN THE LAST TWO WEEKS,

THAT IS, SINCE (dav a/the week) 0 F THE

WEEK BEFORE LAsT?

CAB. WHEN (name) HAD AN ILLNESS WITH A

COUGH, DID HE/SHE BREATHE FASTER

THAN USUAL WITH SHORT, QUICK

BREATHS

DUE TO APROBLEM! INFECTION IN THE

CHEST?

CAl O. DID YOU SEEK ADVICE OR

TREATMENT FOR THE ILLNESS FROM

ANY SOURCE?

CAll. FROMWHERE DIDYOUSEEKCARE

(ADVICE OR TREATMENT?

Probe: ANYWHERE ELSE?

Circle all providers mentioned, but do NOTprompt
with any suggestions.

Pill or Syrup
Antibiotic A
Antimotility B
Zinc C
Other (Not antibiotic, antimotility) G
Unknown pill or syrup H

Injection
Antibiotic L
Non-antibiotic M
Unknown injection N

Intravenous 0

Home remedy/Herbal medicine Q

Other (specifj') X

Yes 1

No 2

OK 8

yes 1

No 2

I OK 8

yes 1

No 2

DK 8
Public sector:

Govt. hospital. A

Govt. health centre B

Govt. health Unit... C

Village health worker 0

Mobile/outreach clinic E

Other public sector(speciM F

Private medical sector:

2¢CA13A

8¢CA13A

8¢CA12
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rro~-to id~~ltlfl' the type ofsource and circle the

appropriate code.

Ifunable to determine ifpublic or private sector,

write the name ofthe place.

(Name of place)

CA12. WAS (name) GIVEN ANY MEDICINE

TO TREAT THIS ILLNESS?

Private nospital/cliruc G I
Private physician H

I Private pharmacy 1

Mobile clinic (private) .. . ... '.' J

Other private sector(.lpeci!:i') K

Other source: I

Religious healer L I
Traditional healer M I
Relative or friend N

Other
ispecify), X I

I
yes 1
No 2 2QCA13A

DK 8 8QCA13A

Antibiotic
Pill I Syrup A I
Injection B
Antl-malarials M

Paracetamol I Panadoll Acetaminophen P

I

Aspirin Q
Ibuprofen R

IOther (s!Jeci(v) X. IIDKI

Prohe:
ANY OTHER MEDICINE?

(Names of medicines)

Circle all medicines given. Write brand

namets) ofall medicines mentioned.

Ii---------------------+---------:--~--,---------+-------I!

CA13. WHAT MEDICINE WAS (name)

GIVEN?

CA13A. SOMETIMES CHILDREN HAVE

SEVERE ILLNESS ES AND SHOULD BE

TAKEN IMMEDIATELY TO A HEALTH

FACILITY.

WHAT SYMPTOMS WOULD CAUSE YOU TO

Child not able to drink or breastfeed A I

Child becomes sicker B I
I

Child develops a fever C I

Child has fast breathing D

Child has difficulty breathing E

Child has blood in stool F

i Child is drinking poorly G
!
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TAKE YOUR CHILD TO A HEALTH

FACILITY URGENTLY?

Circle all symptoms mentioned,

but do NOTprompt with any suggestions.

Keep asking for more signs or symptoms until the

caretaker cannot recall any additional symptoms.

Convulsions H

Drowsiness 1

Other (specify) · ·.·· .. ··X

CA15. THE LAST TIME (name) PASSED

STOOLS, WHAT WAS DONE TO DISPOSE

OF THE STOOLS?

Child used toilet/latrine 01
Put / Rinsed into toilet or latrine 02
Put / Rinsed into drain or ditch 03
Thrown into garbage (solid waste) 04
Buried 05
Left in the open 06

Other (specify) 96
OK 98
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Ml1, IN THE LAST TWO WEE KS, THAT IS,

SINCE: (dayoftheweek) OF THE WEEK

BEFORE LAST, HAS (name) BEEN ILL

WITH FEVER OR MALARIA?

ML4. WAS (~me) TAKEN TO A HEALTH

FACILITY QURING THIS ILLNESS?

ML2. AT ANYTIME pURING THE ILLNESS,

PID (name) HAVE BLOOP TAKEN FROM

HIS/HI:R FINGER OR HEEL FOR

TESTING?

Yes 1

No 2 2 q SF 1.

pK 8 8 q SF1.

yes 1

No 2

OK 8
Yes 1
No 2

pK , 8

ML5. WAS (nqme) GIVEN ANY MEDICINE

FOR FEVER OR MALARIA AT THE HEALTH

FACILITY?

ML6. WHAT MEDICINE WAS (name) GIVEN?

Probe:
ANY OTHER MEDICINE?

Circle all medicines mentioned Write brand
nameis)ofall medicines, ifgiven.

(Name)

Yes 1

No 2

OK " , 8
Anti.malarials:

SPIF ansidar tablet.. " A

Chloroquine tablet... B

Chloroquine injection C

Chloroquine syrup 0

Amodiaquine tablet.. E

Amodiaquine injection F

Metacalfin tablet G

Quinine pills H

Quinine injection 1

Artemisinin-based combinations J

Other medications:
Paracetamol/l- anacjollAceterrmopnen/

Action , P

Aspirin Q

Ibu .rofen R
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ML6A FROM WHERE WAS THE MEDICINE

oBTAINEcJ?

Other(specijY) , X

DK, .., , ,., , , , Z

Public sector:

Govt hospital A
GeNt Hei3lth centre B
GoVt health Unit C

Village Health worker D
Mobile/outreacH clirtlc , ,.., , E

Other public secwr(specijY)... , F

Ptivat~ medical sector:

Private Hospital/clinic G
Private physician H
Private pharmacy , 1
Mobile clinic (private) J

Other private seCtbr(specijY) K

Relative or friend , ,.. N
Other (specify).. " X

ML7 WAS (name) GIVEN MEDICINE FOR Yes 1 1¢ML9
THE FEVER OR MALARIA BEFORE BEING Nd 2

TAKEN TO THE HEALTH FACILITY?
OK .., , , ,.•8

ML8 WAS (name) GIVEN MEDICINE FOR

FEVER OR MALARIA DURING THIS

ILLNESS?

ML9 WHAt MEDICINE WAS (name) GIVEN?

Probe:
ANY OTHER MEDICINE?

Circle all medicines mentioned Write brand
nameis) ofall medicines, ifgiven.

yes 1

No , 2

OK ' ,.. ,., 8
Anti-malarials:

SP/Fansi<:Jar tablet.; A

GHloroquine tableL , B

Chloroquine injection C

Chloroquine syrup , D
Amodiaquine tabtet., ..,., E'
Arnodlaqutne injection , F

Metacalfin tablet , G

Quinine pills , H

Quinine injectiOh , 1

2c::> BF1

8¢ BF1
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(Name)

Artemisinin-based combinations J

Other medications:
Paracetamol/P anadoVAcetaminophen P

Aspirin Q

Ibuprofen R

Other(speci,y) X

DK Z
ML10. Check ML6 & ML9:ifAnti-mafariaf mentioned (code A- J)?

Dyes. <Conunue with MLll

D No. 9 Go to SF

ML11. How LONG AFTER THE FEVER

STARTED DID (name) FIRST TAKE (name of

anti-malarialfrom ML6 or ML9)?

{f multiple anti-malarials mentioned in AfL6 or
ML9, name all anti-malarial medicines mentioned

Record how long after the fever started thefirst
anti-malarial was iven.

Same day a
Next day 1
2 days after the fever. 2
3 days after the fever 3
4 or more days after the fever 4

OK 8

BF1 /MN24.HAS (name) EVER BEEN

BREASTFEO?

MN25. How LONG AFTER BIRTH DID (name)

FIRSTBEEN PUTTO THE BREAST?

Ifless than 1 hour, record '00' hours.
If less than 24 hours, record hours.

Otherwise, record days.

yes 1

No 2

DK 8
Immediately '" 00

Hours l

Days 2

Don't know/remember 998

2¢BF2c

8¢BF2c
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BF1 A. DID (name) RECEIVE ANY OTHER

LIQUIDS OR SOLIDS BESIDES BREASTMILKIN

THE FIRST 6 MONTHS?

BF2. Is HE/SHE STILL BEING BREASTFED?

BF2A. AT WHAT AGE DID (name) STOP

BEING BREASTFED?

BF2B. HAS (name) STARTED TO HAVE

FOODS BESIDES BREAST FEEDING?

BF2c. AT WHAT AGE DID (name) BEGIN TO

HAVE ADDITIONAL FOODS?

BF3:DID (name) DRINK PLAIN WATER

YESTERDAY, DURING THE DAY OR

NIGHT?

Yes 1

No 2

OK 8

yes 1

No 2

OK 8

Number of months ITJ
Yes 1

No 2

OK 8

Number of months '--~'--~

yes 1
No 2

OK 8

1c:>BF2B

2c:>BF3

8C:>BF3

BF4. DID (name) DRINK INFANT FORMULA

YESTERDAY, DURING THE DAY OR

NIGHT?

BF5. How MANY TIMES DID (name) DRINK

INFANT FORMULA?

BF6. DID (name) DRINK MILK, SUCH AS

Yes 1
No 2 2c:>BF6

OK 8 8c:>BF6

Number of times ..

Yes 1
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TINNED, POWDERED OR FRESH ANIMAL No ............................................................. 2 2c>BF8

MILK YESTERDAY, DURING THE DAY OR
OK ............................................................ 8 8c>BF8

NIGHT?

BF7. How MANY TIMES DID (name) DRINK

TINNED, POWDERED OR FRESH ANIMAL Number of times ..................................--

MILK?

BF8. DID (name) DRINK JUICE OR JUICE yes ........................................................... 1

DRINKS YESTERDAY, DURING THE DAY No ............................................................. 2

OR NIGHT? OK ............................................................ 8

BF9. DID (name) DRINK SOUP YESTERDAY, yes ........................................................... 1

DURING THE DAY OR NIGHT? No ............................................................. 2

OK ............................................................ 8

BF10. DID (name) DRINK OR EAT VITAMIN yes ........................................................... 1

OR MINERAL SUPPLEMENTS OR ANY No ............................................................. 2

MEDICINES YESTERDAY, DURING THE OK ............................................................ 8
DAY OR NIGHT?

BF11. DID (name) DRINK ORS (ORAL yes ........................................................... 1

REHYDRATION SOLUTION) YESTERDAY, No ............................................................. 2

DURING THE DAY OR NIGHT? OK ............................................................ 8

BF12. DID (name) DRINK ANY OTHER yes ........................................................... 1

LIQUIDS YESTERDAY, DURING THE DAY
No............................................................. 2

OR NIGHT? OK ............................................................ 8

BF13. DID (name) DRINK OR EAT YOGURT yes ........................................................... 1

YESTERDAY, DURING THE DAY OR
No............................................................. 2 2c>BF15

NIGHT? OK ............................................................ 8 8c>BF15

BF14. How MANY TIMES DID (name) DRINK

OR EAT YOGURT YESTERDAY, DURING Number of times..................................---

THE DAY OR NIGHT?

BF15. DID (NAME) EAT THIN PORRIDGE yes ........................................................... 1

YESTERDAY, DURING THE DAY OR No ............................................................. 2

NIGHT? OK ............................................................ 8

BF16. DID (name) EAT SOLID OR SEMI- yes ........................................................... 1

SOLID (SOFT, MUSHY) FOOD No ............................................................. 2 2c>BF18

YESTERDAY, DURING THE DAY OR OK ............................................................ 8 89BF18
NIGHT?

BF17. How MANY TIMES DID (name) EAT
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SOLID OR SEMI-SOLID (SOFT, MUSHY) Number of times.................. ,...............__

FOOD YESTERDAY, DURING THE DAY OR

NIGH!?

BF18. YESTERDAY, DURING THE DAY OR yes ........................................................... 1

NIGHT, DID (name) DRINK ANYTHING
No............................................................. 2

FROM A BOTTLE WITH A NIPPLE? OK ............................................................ 8

Household Questionnaire 99



This module to be administered to mothers of children 12-23 months ofage

Ifan immunization card is available, copy the dates in 1M3for each type ofimmunization dose
recorded on the card

IM6-IM16 will only be asked when a card is not available or data is missing in the card

IM1. Is THERE AVACC INATION CARD FOR (name)?
(lfyes) MAY ISEE IT?

1M3

Yes, seen .

Yes, not seen .

No .

2¢IM6

3¢IM6

Date of Immunization

(a) Copy dates for each vaccination [rom the card.
(b) If the card shows only part ofthe date, record "98"

in the column for the missing information.
(c) Write '44' in day column if card shows that

vaccination was given but no date recorded.

d Ifa vaccination was not iven, leave that line blank

1M3 00. BeG

IM301. OPVO

IM301A OPVl

IM301 B. OPV2

IM301 c. OPV3

IM302. OPTHBHIBl

IM302A OPTHB HIB 2

IM302 B OPT HB HIB 3

IM303. MEASLES

IM4. Check IM3. Are all vaccines (BCG to MEASLES) recorded?

DYes9 Go tolM18

DNo 9Continue with IM6

DAY MONTH YEAR
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IM6. HAS (name) EVER RECE IVED ANY VACC iNAT IONS TO I yes..... ......... " ..... .. ............ ...... " ..... , ..
PREVENT HIM/HER FROM GETTING DISEASES (ROUTINE

VACCINATiON)? I No ....... ... .... .. ..... .. ......... ............ 2¢IM18
OK..... ............ ........... ............ " ........... 8¢IM18

IM7. HAS (name) EVER BEEN GIVEN A BeG VACCINATION Yes .. .................... .... ........ . ..............
AGAiNST TUBERCULOSIS - THAT IS, AN iNJECTION IN

No .....
THE ARM?

... " . ... .............. . " . . ....... .. .....
2e:>IM8

OK.... .......... .... , . " ... ..... ... "" .. .. ......
8e:>IMB

IM7A. HAS IT CAUSED ASCAR? Yes scar seen. ........... ........ , ., ........
IF YES CAN I SEE IT?

Yes scar not

seen .. .. . ..... .............. 2

No ... ... , .. ... ........... ......... ..... .. .... ., .., ...
1MB. HAS (name) EVER BEEN GIVEN ANY "VACCINATION Yes .. .. .. ......... ... ............ .......... . .........

DROPS IN THE MJUTH" TO PROTECT HIM/HER FROM
No ... 2e:>IM12A

GETTING DISEASES - THAT IS, POLIO?
..... ..... ... ... ....... " ... .. ..............

OK ........ ........ ......... ......... . ...... " .. . .... Be:> IMl12A

IM9. How OLDWAS (name) WHEN THE FIRST DOSE WAS Just after birth (within two weeks) . .........
GIVEN - JUST AFTER BIRTH (WITHIN TWO WEEKS) OR

Later. ...... ,,, .. ........ , ... .... ., ....., ..., . ......
LATER?

OK.................... ........... ......... " ... . .. " .

IM10. How MANY TIMES HAS HE/SHE BEEN GIVEN THESE .....C,DROPS? COUNT ONLY ROUTINE VACCINATION No. of times . ...... ... .... . ........

'IM12A. HAS (name) EVER BEEN GIVEN "OPTHB HIB
Yes ..

(PENTAVALENT)
, ... ..... ... ... .. , .. ......... .. ... ......

VACCINATION INJECTIONS" THAT IS, AN INJECTION IN THE No ... ........ .. . " ....... ........... .. .. , .. ...""", 2e:>IM16
THIGH - TO PREVENT HIM/HER FROM GETTING

TETANUS, WHOOPING COUGH, DIPHTHERIA, HEPATITIS OK..... ........ ." ........ ... , ....... .. ... ..... Be:>IM16

B, MENINGITIS? (SOMETIMES GIVEN AT THE SAME

TIME AS POLIO)

IM12B. How MANY TIMES HAS HE/S HE BEEN GIVEN OPT

I U I
HB H IB VACCiNATION INJECTIONS? No. of times .... . ...

IM16. HAS (name) EVER RECEIVED A MEASLES INJECTION Yes .. .. .... .. ........ ........ , ... .. ................
- THAT IS, A SHOT IN THE ARM AT THE AGE OF 9
MONTHS OR OLDER - TO PREVENT HIM/HER FROM No ..... .......... .,..... ....... . .....
GETTING MEAS LES? OK...... ........ ...... ..................... ...........

IM1B. HAS (name) EVER RECE IVED A VITAMIN ACAPSULE Yes .. ... .... ........... ...... . ........

, (SUPPLEMENT) LIKE THIS ONE?

No" .. ...... ............ ...... ....... ....... .. ...... 2e:> IM18B

Show capsule or dispenser/or different doses
I

I
100,000 Illfor those 6-11 months old. OK........... ........... " ..... ...... .. ............ Be:>IM1BB

200,000 IV/ill' those 12-59 months old

IM1BA. How MANY MJNTHS AGO DID (name) TAKE THE Less than 6 months ago .. . , .. ..... .. .......
LAST CAPSULE?

More than 6 months ago. I........ .... .. ........1
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OK..,............. ", ..... ,........................ " ..,....

IM18B. WHERE DID (name) GET THE LAST CAPSULE? On routine visit to hea~h facility ..............

Sick child visit to hea~h facility i.i.; ....... " ••

National Immunization Day campaign ......

Other(specifY) ............ ' ........ ,. ,.............. " ..

OK..,.....,............ ,......,.....,.,.....................

IM18DAsKTHE fVIOTHER WHETHER (name) SUFFERING yes .................... ,........................... ,........
FROMANY DIFFICULTIES IN SEEING AT NIGHT

No ...................... ,......................... ,..,......

OK.. ............... " ................. , ................. . ....
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HOUR AND MINUTES

hirtilherfor his/her cooperationand tell her/him that you
eight and h(qigl1t ofthe chi/q.. .

nnairg, or start makingarrangementsfor anthropometric
measurements
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After questionnaires for all children under 5 are complete, the measurer weighs and measures each child
under 5,

Record weight and length/height below, taking care to record the measurements on the correct questionnaire
for each child Check the child's name and household line number (HLI) on the household listing before
recording measurements,

AN1. Measurer's Name and identification
code.

Name CODE

ITJ
AN2, Result of height I length and weight

measurement
Either or both measured.,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,, 1

Child not presenL""""", ..."""".""""."".""" 2

Child or caretaker refused """."""""" .."."""" 3 3¢AN6

AN3.Crli1d's weight

Other (specifY)

Kilograms (kg)."."."."." " .."."""" '-----'----'

WEIGHT notmeasured 99.9

6 6¢AN6

AN4 ,Child's length or height

Check age ofchild in AG2.

~(cm)

Lying downL L.l-l-J.D
oChild under 2 years old ¢ Measure length ((ving

down).

o Child age 2 or more years. ¢ Measure height
(standing up),

Height (em) Standing up . H

Length 1Height not measured

ITJD.D,
99999

AN5. PERFORM THE OEDEMAPRES S TEST TO BOTH FEET

TO DETERMINE IF THE CHILD HAS OEDEMA AND MARK

THE RESULT OF THE TEST,

Child has oedema

yes ,.,." ,., 1

No"." """ """ "."" ".,,, ,,,, 2

Not present.. "" .."" ..".".""."" """".""" 3

Refused , , 4
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AN6. Is there another child in the household who is eligible for measurement?

DYes. c:::> Record measurements for next child in his/her questionnaire.

DNo. c:::> End the interview with this household by thanking all participants for their cooperation.

Gather together all questionnaires for this household and check that all identification numbers are inserted on

each page. Tally on the Household Information Panel the number ofinterviews completed
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