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CONFIDENTIAL

CONSENT FOR EXAMINATION
Note to the health worker:

This form should be read to the patient or guardian in her/his first language. Clearly explain to the patient what the procedure for the medical examination involves and allow her/him to chose any or none of the options listed. The survivor can change his/her mind at any time and a new form can be completed. 
I, ________________________________, give my permission for _____________________ to perform the following (select one option for each, do not leave blank):












I understand that I can refuse any aspect of the examination I do not wish to undergo.

Patient/ Guardian Signature: ____________________________________________________
Staff Code: _____________________________________      
   Date: __________________
	
CONFIDENTIAL

Medical History and Examination Form


	1. General Information

	Was the incident reported by the survivor or reported by 
survivor’s escort and survivor received services at time of report?                     

	Staff Code
	 Date / Time of Examination*
	 Date of Incident*
	 Age or Date Of Birth at Report*
	Sex*   
( Female 
( Male    

	
	
	
	Yrs or  dd/mm/yyyy
	

	
	  (dd/mm/yyyy)               (00:00 hrs)
	(dd/mm/yyyy)
	
	

	Survivor’s Country of Origin*? 

(
( 
(          
( Unknown           

( Other:
	Current Civil/Marital Status*
( Single        

( Married / Cohabitating  
( Divorced / Separated           
( Widowed       
	State of Displacement at Report*
( Resident      ( Foreign National            ( IDP             ( Refugee   
( Returnee     ( Asylum Seeker  ( Stateless Person    

	 Specific Needs*
  (check all that apply)
	· None 
· Mental Disability       
	( Physical Disability
( Separated Child                                        
	( Unaccompanied Minor                
( Other Vulnerable Child

	2. The Incident

	Incident Time of Day*              
	( Morning (sunrise to noon)        
( Afternoon (noon to sunset)                                                          
	( Evening / Night (sunset to sunrise)     
( Unknown/Not Applicable                                             

	 Description of Incident: (Summarize the details of the survivor’s description of the incident)



	Was this incident a Harmful Traditional Practice?*    ( No             ( FGM       ( Dowry Related
( Girl/Women as Compensation   ( Wife Inheritance            ( Denial of Inheritance    ( Other:    

	Were money, goods, benefits, and / or services exchanged in relation to this incident? *        

( Yes            ( No             
	
	
	Describe type and location on body

	Type of abduction at time of the incident* ( None                                ( Forced Conscription
                                                                              ( Trafficked                         ( Other Abduction / Kidnapping
	
	
	

	Physical Violence
	No
	Yes
	Describe 

	Physical violence involved 
	
	
	

	Use of restraints
	
	
	

	Use of weapon(s)
	
	
	

	Drugs/alcohol involved
	
	
	

	Penetration Involved? * 
	No
	Vagina
	Anus
	Other Orifice
	Describe

	Penis
	
	
	
	
	

	Finger
	
	
	
	
	

	Other
	
	
	
	
	

	Ejaculation?
	
	
	
	
	

	Condom Used?
	
	
	
	
	


	
	
	
	
	
	

	Incident Area *
	
	Incident Sub-Area *
	Incident Camp / Town* 

	(
(
(
(
(
(
(
(
( Unknown
	( Other: ____________
	(
(
(
(
(
(
(
(
( Unknown
	( Other: ____________
	( Town : ________________________

( Camp: ________________________

( Town/Camp 

        _______​​​​​​​​______________________

	Has the client reported this incident anywhere else? * (Select all that apply & give name of service provider)
 ( No                ( Yes- GBVIMS Partner                     ( Yes- Non-GBVIMS Partner                       

	3. Alleged Perpetrator Information
 Number of alleged perpetrators*
 Alleged perpetrator relationship with survivor*  

· 1             ( More than 3
· 2             ( Unknown  
· 3
· Intimate Partner / Former Partner

· Family Friend / Neighbor

· Family Other Than Spouse or caregiver   

· Other refugee/IDP/Returnee
· Primary caregiver

· Service Provider

· Supervisor/Employer

· Other / Unknown
 Main occupation of alleged perpetrator*
 (Select only ONE.)

( Police 
( Security Guard

( Armed Group 
( Teacher 
( Farmer
( Student

( Health Worker  
( Religious Leader 
( UN / INGO Worker
( National NGO / CBO Worker
( Community Leader 
( Trader / Vendor

( Cattle Keeper
( Casual Laborer 
( Truck Driver

( Government Worker

( Faith Based Worker 
( Unemployed 
( Unknown 

( Other:___________
4. Current Signs and Symptoms (Note pain, bleeding, discharge from vagina or rectum, any other signs or symptoms)


	5. Medical History & Examination

	Evidence of Pregnancy?*  
( No 
( Yes(#Wks:
	Current contraception used?*   
( None   ( Pill   ( IUD             
( Injectable        ( Other        
	After the incident, did the survivor (mark all that apply)
(  Brush teeth        (  Change clothes           (  Vomit                        (  Defecate            (  Use tampon or pad     (  Urinate         

(  Rinse mouth      (  Wash or bath          

	Pubertal Stage* 

(  Pre-pubertal        (  Pubertal
(  Mature
	Last Menstrual Period (dd/mm/yyyy)
	Menstruation at time of incident?  

(No      (Yes
	Last consenting intercourse within a week prior to the assault?      ( No       ( Yes        

	 HIV/AIDS status* 
(  Positive                   (  Negative              (  Unknown
	 Weight
	 Height
	Pulse

Rate
	 Respiratory Rate
	 Temperature
	 Blood Pressure

	 Allergies
	Current Medication
	Existing Health Problems/ Other Relevant Information (including history of female genital mutilation, type)

	  Vaccination Status
	Vaccinated
	Not Vaccinated

	Tetanus
	
	

	Hepatitis B
	
	


	Physical Exam

	Head and Face
	
	
	Mouth 
and 
Nose

	Eyes and Ears
	
	
	Neck

	Chest
	
	
	Back

	 Abdomen
	
	
	Buttocks

	Arms and Hands
	
	
	Legs 
and 
Feet

	Genital Exam

	Vulva / Scrotum
	
	
	Vagina/
Penis

	Introitus and Hymen
	
	
	Cervix

	Anus
	
	
	Bimanual  / Recto-vaginal 
Exam

	Position of patient …
(supine, prone, knee-chest, lateral, if child - in adult's lap)

	
	For genital examination
	For anal examination
	


	6. Investigations Done

	Type and Location
	Examined/sent to laboratory
	Result

	
	
	

	
	
	

	
	
	


	7. Evidence Taken

	Type and Location
	Examined/sent to laboratory/stored
	Result

	
	
	

	
	
	

	
	
	


	8. Treatments Prescribed
	

	STI prevention / treatment*
	( Yes    ( No     ( Not Applicable     ( Not Available

	 Notes:
	

	 Emergency contraception* 
	 ( Yes    ( No     ( Not Applicable     ( Not Available

	 Notes:
	

	 Wound treatment* 
	 ( Yes    ( No     ( Not Applicable     ( Not Available

	 Notes:
	

	 Tetanus prophylaxis* 
	 ( Yes    ( No     ( Not Applicable     ( Not Available

	 Notes:
	

	 Hepatitis B vaccination* 
	 ( Yes    ( No     ( Not Applicable     ( Not Available

	 Notes:
	

	 Post-exposure prophylaxis for HIV* 
	 ( Yes    ( No     ( Not Applicable     ( Not Available

	 Notes:
	

	 Other Treatment(s): 




	9. Planned Action / Action Taken: Any action / activity regarding this report

	Who referred this client to you?*

	(  Health/Medical Services

(  Community or Camp Leader

(  Teacher/School Official

(  Police/Other Security Actor
(  Other (specify)
	(  Psychosocial/Counseling Services

(  Safe House/Shelter 

(  Other Humanitarian / Development Actor

(  Other Government Service
	(  Community Outreach

(  Livelihoods Program

(  Legal Services

(  Self-Referred

	Was client referred to a safe house/ shelter? *  

( Yes                                                ( No - Service provided by your agency          ( No - Services already received     ( No - Referral declined by survivor
( No - Service not applicable           ( No - Service unavailable      
	Referral Details:

	Was client referred to medical services? *
( Yes   

( No - Services already received 
( No - Service provided by your agency    

( No - Referral declined by survivor
( No - Service not applicable                           
( No - Service unavailable      
	If ‘Yes’, Were Medical Services Provided by You?    

(  Yes                (No
Why was the Client Referred?

· Family Planning      ( Ante Natal Care    

· Vaccination             ( Location of Facility  

· Other Advanced Treatment (specify):

	Was client referred to psychosocial services?*
( Yes                                                ( No - Service provided by your agency          ( No - Services already received     ( No - Referral declined by survivor
( No - Service not applicable           ( No - Service unavailable      
	If ‘Yes’, were psychosocial services provided by you?    

( Yes     ( No
Referral Details:

	Was client referred to the security services?*
( Yes                                                ( No - Service provided by your agency          ( No - Services already received     ( No - Referral declined by survivor
( No - Service not applicable           ( No - Service unavailable      
	Referral Details:

	Does the client want to pursue legal action?   ( Yes           ( No           ( Undecided at Time of Report

	Was client referred to legal assistance services?*
( Yes                                                ( No - Service provided by your agency          ( No - Services already received     ( No - Referral declined by survivor
( No - Service not applicable           ( No - Service unavailable      
	Referral Details:

	10. Assessment Points

	  Describe the client’s emotional state at the 

  start of the exam   

  (  Scared / Fearful            (  Sad / Depressed    

  (  Angry                            (  Anxious / Nervous         

 (  Calm                             (  Other:
	Describe the  client’s emotional state at the end of

   the interview:     

    ( Calmer             ( Same          

  ( More upset       ( Other:

	Will the client be safe when she or he leaves?  

  Yes  (   No (      If no why not:


	Will the client be safe when she or he leaves?  

  Yes  (   No (      If no why not:



	What actions were taken to ensure client’s safety?


	

	If raped, have you explained the possible consequences of rape to the client?    Yes  (        No  (
(& guardian if the client’s under the age of 14)   

	Consented for use of non identifiable information to be used for reporting?*    Yes (        No (
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A speculum examination (if medically necessary): 	     	          





A medical examination: 	  				     	          





Yes	         No





Yes	         No





Type of GBV* 


Rape (Penetration)


Sexual Assault


Physical Assault


Forced Marriage


Denial of Resources, Opportunities or Services


Psychological Assault





Yes	         No





Yes	         No





(clearly print patient’s full name)





(medical provider’s name and title)





Note to Provider 


It is not the health care provider's responsibility to determine whether or not a woman has been raped.  The below designation should be based upon the description of the incident as given by the survivor.





(Yes           (No         





A pelvic examination: 	  				     	 





Collection of evidence, such as body fluid samples, collection of clothing, hair combings, scrapings or cuttings of fingernails:         





Yes	         No





Blood draw:							





Provide evidence and medical information to the police and/or courts concerning my case; this information will be limited to the results of this examination and any relevant follow-up care provided:							 





Yes	         No
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