
MINISTRY OF HEALTH 
 

MATERNAL & CHILD HEALTH BOOKLET 
AFYA YA MAMA NA MTOTO 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Issued on  Year  Month  Day 
 
            _____________________________________________________ 
  

Name of Mother:  
 
            _____________________________________________________ 

  
Name of Father: 
            ________________________________________________ 
 
Name of Child    Order of Birth 

 
            ______________________________________________________ 
 

Certificate of Birth Registration:__________________________ 
 

ANC No.  _____________________________________________ 
 

Onyesha kadi hii kila mara  
Uendapo kliniki ya watoto  

MATERNAL PROFILE 
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Name of institution________________________________________________ 

Name of Client____________________________________________________ 

Date of Birth                  __________ Gravida 

_________Parity______________Height__________ 

L.M.P._________________________EDD______________________________ 

Marital Status _____________________Education________________________ 

Address__________________________________________________________ 

Telephone_______________________________________________________ 

Occupation_______________________________________________________ 

Next of kin________________________________________________________ 

Next of kin address_________________________________________________ 

MEDICAL AND SURGICAL HISTORY 

Surgical operation ________________________________________________ 

Blood transfusion__________________________________________________ 

Family History __________________________Twins______________________ 

Tuberculosis _____________________Diabetes_________________________ 

Hypertension _____________________________________________________ 
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                                          PREVIOUS PREGNANCY 

Pregnancy Order Year Place of 
Delivery 

Maturity Duration 
of Labour

Type of 
Delivery

Weight 
Kg 

Sex Outcome Puerperium

1          

2          

3          

4          

5          

6          

7          

                      

PHYSICAL EXAMINATION (First Visit) 
 
General__________________________________________________________________ 

CVS_________________________________________Resp._________________ 

Breasts__________________________________________Abdomen_________________ 

Vaginal Examination______________________________Discharge/GUD______________ 

 

WEIGHT FOR DATE CHART 
 

Weight in kg 
                     
                     
      WEIGHT GAIN SLOPE          
                     
                     
                     

120                     
110                     
100                     
90                     
80                     
70                     
60                     
50                     
40                     
30                     
20                     
10                     
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Gestation in weeks 
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PRESENT PREGNANCY 

Date Urine Weight B.P
. 

H.b. Pallor Maturity Fundal 
Height 

Present
ation 

Lie Foetal 
heart 

Foetal 
movt 

Oed
ema 

Comment  

               
               
               
               
               
               
               
               
               
               
               
               
               
               

 
 
 
 
 
 

ANTENATAL PROFILE 
 

• Hb__________________________________________ 

• Blood Group__________________________________ 

• Rhesus______________________________________ 

• Serology (VDRL/RPR)_______________________________ 

• HIV: 

o Reactive   

o Non reactive  

o Not Tested    
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



                                        Page 5 of 17                                              5

PREVENTIVE SERVICES 
 

 DATE NEXT VISIT 

Tetanus toxoid 1   

Tetanus toxoid 2   

Tetanus toxoid 3   

Tetanus toxoid 4   

Tetanus toxoid 5   

Malaria Prophylaxis (IPT)   

Insecticide Treated Net (ITN)   

ARV prophylaxis AZT+NVP   

 NVP   

Vitamin A on delivery (or within 4 weeks of delivery)

Dosage 200,000 I.U. 

  

 
 
T.T. Instructions/notes 

• T.T. 1- Give to Primigravida or on first contact 
• T.T. 2- Give not less than 4 weeks after T.T. 1  
• T.T. 3- Give during the 2nd pregnancy any time before 8 months of pregnancy  
• T.T. 4- Give during 3rd pregnancy, any time before 8 months of pregnancy 
• T.T. 5- Give during 4th pregnancy. Gives protection for life 

 
DELIVERY 

 
Length of pregnancy __________________weeks 

Mode of delivery _______________________________Date____________________________ 

Blood loss (Light/Medium/Heavy) __________________________________________________ 

Condition of mother_____________________________________________________________ 

Apgar score 1 min___________________5 min_____________10min_____________________ 

Place of Delivery: Hospital __________ Home____________ Other (Specify) _______________ 

Conducted by: Nurse______Clinical Officer_______ Doctor__________Others______________ 

Drugs administered at delivery � AZT+NVP � NVP � Oxytocin � Other  

 
 



                                        Page 6 of 17                                              6

POST NATAL EXAMINATION (Between 4th and 6th week ) 
 
Date_____________________________ 

B/P_____________ Temp______________ Pulse______________ RR____________________ 

General Condition_______________________________________________________________ 

Breasts_______________________________________________________________________ 

C/S Scar______________________________________________________________________ 

Involution_____________________________________________________________________ 

Condition of episiotomy__________________________________________________________ 

Lochia_______________________________________________________________________ 

Pelvic examination______________________________________________________________ 

Screen for cancer: Pap smear/VIA/VILLI:____________________________________________ 

H.B.________________Mother’s HIV Status__________________________________________ 

Baby’s condition________________________________________________________________ 

Baby’s feeding practice __________________________Umbilical cord_____________________ 

Baby immunization started    Yes � No �  

Mother given ARV prophylaxis Yes � No � Not applicable � 

Mother on HAART Yes � No � Not applicable � 

Mother cotrimoxazole prophylaxis initiated   Yes � No � Not applicable � 

Infant given ARV prophylaxis Yes � No � Not applicable � 

Infant cotrimoxazole initiated (from 6 weeks if exposed) Yes � No �  Not applicable � 

Counseling on family planning Yes � No �  

 
FAMILY PLANNING 
 
Date Method BP Weight            Comment 
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DATE CLINICAL NOTES 
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CHILD HEALTH CARD  

 
 
      
 

 
MINISTRY OF HEALTH  

KENYA EXPANDED PROGRAM ON IMMUNIZATION/CHILD HEALTH/NUTRITION 

HEALTH FACILITY NAME:  
SERVICE DELIVERY POINT (SDP) No:  
CHILD’S NAME:  
SEX:                     
MALE:  

                                         
FEMALE 

  

CHILD’S CLINIC No:                                 DATE FIRST SEEN:  
DATE OF BIRTH:  
GESTATION AGE (weeks)  
PLACE OF BIRTH:         
HOME  

                                               
HEALTH FACILITY 

  

FATHER’S NAME:  
MOTHER’S NAME:  
PROVINCE:  
DISTRICT:  
DIVISION:  
LOCATION:  
ESTATE/VILLAGE:  
P.O BOX                                                                                 Town:  
Telephone:  

 
 

 

ANY ADVERSE EVENTS FOLLOWING IMMUNIZATION (AEFI)  

DATE:  

DESCRIBE:  

 
ANTIGEN/VACCINE:__________________________________________________  

BATCH NUMBER:____________________________________________________  

MANUFACTURE DATE:_______________________________________________  

EXPIRY DATE:______________________________________________________  

MANUFACTURER’S NAME:___________________________________________  

 
 

 
 

IF YOUR CHILD DEVELOPS ANY ADVERSE EVENTS FOLLOWING IMMUNIZATION (AEFI)  
PLEASE REPORT IMMEDIATELY TO THE NEAREST  

HEALTH FACILITY  
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IMMUNIZATIONS 
 

PROTECT YOUR CHILD 
 
BCG VACCINE: at birth 
(Intra-dermal left fore arm)  

Date Given Date of 
 next visit 

Dose: (0.05mls for child below 1 
year)  

  

Dose: (0.1 mls for child above 1 
year)  

  

BCG-Scar Checked  DATE CHECKED PRESENT 
  ABSENT 
 DATE REDONE  

 
 

DIPHTHERIA/PERTUSSIS/TETANUS/HEPATITIS 
B/ HAEMOPHILUS INFLUENZAE Type b  

Dose:(0.5mls) Intra Muscular outer right thigh  
Date Given

Date of  
next visit 

1st dose at 6 weeks    

2nd dose at 10 weeks    

3rd dose at 14 weeks    
 

 

ORAL POLIO VACCINE (OPV)  

Dose: 2 drops orally  

 
Date Given

Date of  
next Visit 

Birth Dose: at birth or within 2 wks (OPV 0)    

1st dose at 6 weeks (OPV 1)    

2nd dose at 10 weeks (OPV 2)    

3rd dose at 14 weeks (OPV 3)    
 
 

YELLOW FEVER VACCINE at 9 Months  Date Given 
Dose: (0.5mls) Intra-Muscular left upper deltoid  

 
 

MEASLES VACCINE at 9 Months  Date Given 
Dose: (0.5mls) Subcutaneously right upper 
arm  
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VITAMIN A CAPSULES FROM 6 MONTHS 
 
VITAMIN A CAPSULE: Given orally 

At 6 months or at .rst contract after 6 months  

 
Tick Age 
given 

Date of  
next visit 

Dose                                        Age    

100,000 IU                              at 6 months    

200,000 IU                              at 12 months (1 Year)    

200,000 IU                              at 18 months (1 1/2 Years)   

200,000 IU                              at 24 months (2 Years)    

200,000 IU                              at 30 months (2 1/2 Years)   

200,000 IU                              at 36 months (3 Years)    

200,000 IU                              at 42 months (3 1/2 Years)   

200,000 IU                              at 48 months (4 years)    

200,000 IU                              at 54 months (4 1/2 Years)   

200,000 IU                               at 60 months (5 Years)    
 
 

SUPPLEMENTAL VACCINES 
VACCINE DATE GIVEN 
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DEVELOPMENT MILESTONES 
 AGE 

ACHIEVED 
NORMAL LIMITS 

Social Smile  4-6 weeks  

Head Holding/Control  1-3 months  

Turns towards the origin of sound  2-3 months  

Extend hand to grasp a toy  2-3 months 

Sitting  5-9 months 

Standing  7-13 months  

Walking  12-18 months  

Talking   9-24 months  

Refer for further assessment if a milestone delays beyond the normal age limit 
indicated above  
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 IDENTIFICATION OF EXPOSED CHILDREN AT 6 WEEKS OR SOON THEREAFTER 
 
 MOTHER SEROLOGY BABY SEROLOGY/PCR 
  ANTIBODY PCR 
REACTIVE    
NON-REACTIVE    
NOT TESTED    
 
 
CO-TRIMOXAZOLE PROPHYLAXIS FOR EXPOSED CHILDREN AT 6 WEEKS OR SOON THEREAFTER 
 
Age Date given Quantity 

dispensed in 
mls 

Date of next 
appointment 

Comments 

6 weeks      

10 weeks      

14 weeks      

4 months      

5 months      

6 months      

7 months      

8 months      

9 months      

10 months      

11 months      

12 months     

18 months     
 
 
IMMUNOLOGIC STAGING FOR EXPOSED CHILDREN  
 
Child’s Age Date HB DBS/PCR Antibody

test 
%CD4 count Total Lymphocyte Count  

     <20% >20% <3500/mm3 >3500mm3 
6 weeks          

6 months          

12 months          

18 months          
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HEALTH WORKER CONSULTATION 
DATE Clinical Notes, Diagnosis & Treatment (and signature) 

(use key words, write legibly, 2 to 8 lines per visit) 
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DATE Clinical Notes, Diagnosis & Treatment (and signature) 

(use key words, write legibly, 2 to 8 lines per visit) 
  

  

  

  

  

  

  

  

  

  

  

  

  

  

  

  

 
 

HOSPITAL ADMISSIONS 

Hospital  
Name 

Admission  
Number 

Date of  
Admission 

Date of  
Discharge 

Discharge Diagnosis 
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SCHEDULE FOR FOLLOW UP OF THE EXPOSED INFANT 
 
 

 
 
 

 
NB: For infection status DNA PCR should be done at 6 weeks or at first contact thereafter. All children who are 
HIV infected should be evaluated for treatment through clinical and immunological staging. At 12 &18 months 
confirm child status by rapid ELISA antibody test and evaluate for treatment and cessation of CTX as needed. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

First contact 
before 6 wks Wk 6 Wk 10 Wk14 Mth 4 Mth 5 Mth 6 Mth 7 Mth 8 Mth 9 Mth 12

Date
Weight + + + + + + + + + + +
Height + + + + + + + + + + +
Exposure status + + + +
Cotrimoxazole prophylaxis + + + + + + + + + +
Feeding practice + + + + + + + + + + +
Clinical staging + + + + + + + + + + +
%CD4 count +
Confirmatory Antibody tests +
PCR +
ARVs As per eligibility criteria


