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CONFIDENTIAL

CONSENT FOR EXAMAMINATION
Note to the health worker :

This form should be read to the client or guardian in her/his first language.  Clearly explain to the client 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 Signature: _______________________________________________________
Guardian Signature (if the patient is a minor): ___________________________________

Staff Code: ______________________________         
   
Date: ____________
	CONFIDENTIAL

Health Service Provider Data Collection Form

	1. General Information

	Was the incident reported by the survivor or reported by survivor’s escort and 
survivor is present at reporting? *                     

	Type of health facility


	Staff Code
	Date / Time of Exam*

 

	Date / Time of Incident (if known)*


	 Age or Date of birth*
	Sex*    

   ( Male     

   ( Female     

	2. Incident Information

	Time of incident * 

 (Morning              (Afternoon
 (Evening/Night     (Unknown
	 Area where incident occurred?(* 
	 Sub-area where incident occurred?(*

	Type of GBV *
(Select the first option that applies)
· Rape / Penetration

· Sexual Assault

· Physical Assault

· Forced Marriage

· Denial of Resources, Opportunities or Services

· Psychological / Emotional Abuse
	Did this incident involve a Harmful Traditional Practice? (*
( No                            ( Type of practice # 1      ( Type of practice #2
( Type of practice # 3   ( Type of practice # 4      ( Type of practice #5

	
	Were money, goods, benefits, and / or services exchanged in relation to this incident? *           ( Yes            ( No             

	
	Type of abduction at time of the incident *
( None                                ( Forced Conscription

( Trafficked                         ( Other Abduction / Kidnapping


	
	Patient has reported this incident anywhere else? *
( No                             ( Unknown                   

( Yes (specify where & when):             

	Has the client had any previous incidents of GBV perpetrated against them?*           No           Yes

If yes, include a brief description?*         

	3. Alleged Perpetrator Information

	No. of alleged perpetrators *   

     (1         (2          (3        (More than 3      (Unknown
	 Alleged perpetrator(s) age (*   

  ( Adult        ( Minor    ( Adult and Minor                            

	Alleged perpetrator’s relationship with survivor*
	( Friend of the family / Neighbor                         

( Other member of the host community                          

( Other refugee / IDP / Returnee
( Other                                                       

( No relationship                                                                             ( Unknown

	( Intimate partner / Former partner          

( Primary caregiver     

( Family other than spouse or caregiver 

( Housemate / Cohabitant
	( Supervisor / Employer

( Teacher / School official

( Service provider                                                          ( Classmate
	

	 Main occupation of alleged perpetrator (* 

	· UN Staff

· Police
	· Soldier

· NGO Staff
	· Teacher / School Official

· Religious / Community Leader
	· Security Official

· Other / Unknown

	

	 4. Medical History & Examination
	Yes
	No

	Known allergies? 
	
	

	Chronic conditions?
	
	

	Previous operation for gynecological / obstetrical reasons?
	
	

	Previous operation for other reasons?
	
	

	Current contraception used?  ( None     (Pill    (IUD          ( Condoms     (Injectable contraceptive     (Other     
	 Did this incident involve penile penetration?       

    ( Yes – Vaginal    ( Yes – Other orifice    ( No

	Loss consciousness during incident?               ( No      ( Yes          
	Serious wound(s) present?  
 ( No        ( Yes    
	 Suspicion of fistula?

( No      ( Yes    

	Evidence of pregnancy?  

( No      ( Yes  (# of Weeks:________)                              
	HIV/AIDS status: 
 (Positive  (Negative  (Unknown
	Pubertal stage:      ( Pubertal
(  Pre-pubertal       ( Mature  

	Genital examination done?
	( No - Patient Declined       ( No -  Not Available        ( No -  Not Applicable       ( Yes - External Exam         ( Yes - Speculum Exam       

	Rectal examination done ? 
	( No -  Not Applicable       ( No - Patient Declined       ( No -  Not Available        ( Yes      

	4. Medical History & Examination (Continued)

	If a genital or rectal examination was done, were…
	 Traumatic wounds present:                                  ( No          ( Yes   

	
	 Foreign objects present:                                       ( No          ( Yes

	
	 Biological liquids present (sperm, etc.) :               ( No          ( Yes

	Tests Done
	No - Patient Declined
	No -  Not Available
	No -  Not Applicable
	Yes - Negative
	Yes - Positive
	Yes – No results

	Pregnancy Test 
	
	
	
	
	
	

	HIV Test 
	
	
	
	
	
	

	Gonorrhea Test 
	
	
	
	
	
	

	Chlamydia Test
	
	
	
	
	
	

	Syphilis Test 
	
	
	
	
	
	

	Trichomoniasis Test 
	
	
	
	
	
	

	Hepatitis B Test
	
	
	
	
	
	

	5. Treatments Prescribed

	STI Prevention:
	( Yes    ( No – Patient declined    ( No – Not applicable    ( No – Not available

	STI Treatment:
	( Yes    ( No – Patient declined    ( No – Not applicable    ( No – Not available

	Emergency Contraception:
	( Yes    ( No – Patient declined    ( No – Not applicable    ( No – Not available

	Wound Treatment:
	( Yes    ( No – Patient declined    ( No – Not applicable    ( No – Not available

	Tetanus Prophylaxis:   
	( Yes    ( No – Patient declined    ( No – Not applicable    ( No – Not available

	Hepatitis B Vaccination:
	( Yes    ( No – Patient declined    ( No – Not applicable    ( No – Not available

	HIV Prophylaxis (PEP): 
	( Yes    ( No – Patient declined    ( No – Not applicable    ( No – Not available

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

	Who referred this patient to you?*   

	( Self-Referred        

( Health/Medical Service        

( Psychosocial Service

( Police/Other Security Actor
( Safe House/Shelter        
	( Legal Service
( Livelihoods Program

( Community Outreach

( Teacher/School Official    
	( Community or Camp Leader

( Other Humanitarian Actor 

( Other Government Service

( Other (specify):

	Did you refer patient to a safe house /shelter? *
	(Yes                (No-You provided services            (No -Services already received     (No-Patient declined       ( No-Service not applicable     (No-Service unavailable   

	Did you refer patient for higher level medical services? *
	(Yes (Indicate for which of the following reasons):

( Antenatal Care     ( Vaccination      ( Family Planning            ( Closer Facility
( Surgery                ( VCT                ( Other Advanced Treatment

	
	· No (Indicate for which of the following reasons):       

( You provided services        ( Services already received      ( Patient declined       

· Service not applicable       ( Service unavailable   

	Did you refer patient for psychosocial services?*
	(Yes                (No-You provided services            (No -Services already received     (No-Patient declined       ( No-Service not applicable     (No-Service unavailable   

	Did you refer patient for security services?*
	(Yes                (No-You provided services            (No -Services already received     (No-Patient declined       ( No-Service not applicable     (No-Service unavailable   

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

	Did you refer patient for legal assistance services?*
	(Yes                (No-You provided services            (No -Services already received     (No-Patient declined       ( No-Service not applicable     (No-Service unavailable  

	Did you refer patient for livelihoods services?*
	(Yes          (No-You provided services            (No -Services already received            (No-Patient declined       ( No-Service not applicable     (No-Service unavailable  

	Was medical evidence collected?
	(Yes                    (No- Services already received            (No-Patient declined       ( No-Service not applicable     (No-Service unavailable  

	Did the patient request a medical certificate?*
(Yes     (No
	Was a medical certificate given to the patient?*
( Yes       (No
	Was a follow-up visit scheduled?

(Yes    (No
	Was the medical examination process explained prior to beginning the procedure?  (Yes  (No
	Did the patient give their consent for release of non identifiable information for reporting?*
( Yes     ( No


 (  Unknown





(Print name of survivor)





(Medical provider’s name and title)





A medical examination:				     	          





A pelvic examination: 	  				     	 





A speculum exam (if medically necessary): 	     	          





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





Blood draw:							








Yes	          No








Yes	          No





Yes	          No








Yes	          No

















DD / MM/ YYYY   00:00 HRS 




















 


 (Unknown





Yes	          No





DD / MM/ YYYY   00:00 HRS





    (Yes      (No         
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