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HMIS 9.5: Non-Public Hospital Reporting Form

Total Patients Admitted

Total Inpatient Service Days

Emergency Services

Total Clients Served

Female Male

Approved bV , ,0 ,/
sisnature /#%
Name of Hospftal Sdperintendent/ Director

Health Management Information System

n A Hospital Monftly Reporting Form

At^.r0 A -*. 
" t{ }u.:-Zf,'\^.\.$ efhospita 

r

OWNERSHIP TYPE

FACILIW TYPE

VAT/PAN No.

Fiscal Year: 2076". /207\ '\*t.'' Health Facility Code:

Dispatched Date:
fl44

Reference No: O\/o) 12076
o .\.2J .\:]\J...

t\
l. .q.F. -r., r-$*r*r+.^=L

h-, 
I

Received Date: 207

Number of Beds
Sa n cti on ed

Subject: Submission of Monthly Report on Hospital Services l*.}S..t........ Month, 202.(.. year. Operational

Age Group
New Clients Served Total Clients Served

0 - 9 Years

10 - L9 Years

20 - 59 Years

) 60 Years

Dia gnosticlOther Services Unit Number

X-ray Number &o
Ultrasonogram (USG) Number

Echocardiogram (Echo) Number

Electro Encephalo Gram (EEG) Number

Electrocardiogram (ECG) Number

Trademill Number

Somputed Tomographic (CT) Scan Number

Magnetic Resonance lmaging (MRl) Number

Endoscopy Person5

Colonoscopy Persons

Nuclear Medicine Persons

Total Preventive service Provided Pe rso ns

Total Laboratory service Provided Persons

Other Service Provided (if any) P erso ns

;,,,flt"neo 4,
llir:il ifotal No

Con.d uctbd/
Rebort necelved ''"';jil;"",

PHC Outreach Clinic

lmmunization Clinic

lmmunization Session

FCHV

Spinal lnjury

Sickle Cell Anaemia

Referra ls Referral ln
Referred Out

Outpatient I n-t patient Emergency

Female

Male



Health Management lnformation System

A Hospit-al (onthly Reporting Form
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".+1? }f,. *i.c_, o s p i t a I

OWNERSHIP TYPE

FACILITY TYPE

VAT/PAN No.

Fiscal Year: zot&.. / zot \ tr\ *^t Health Facility Code:

Reference No: Dispatched Date: (]h / Sl I zotG

T;;*, KS^.t--*^^f* h^r r'

Received Date: / / 207..

Number of Beds
Sanctioned

Subject: Submission of Monthly Report on Hospital Services ' }}.}S'1... Month, ZOZ(... Vear. Operational

Emergency Services

Total Clients Served

Female Male

HMIS 9.5: Non-Public Hospital Reporting Form

Total Patients Admitted

Total Inpatient Service Days

r

Hospital Servicej

New Clients Served Total Clients Served

Free Service Received by

lmpoyerished Citizen
Female Male

Heart

Kidney

-ancer

Head Injury

Spinal lnjury

Alzheimer

Parkinson

Sickle Cell Anaemia

, 
Plqnned /
i' torat ruo,;

Conducted,/
Repbrt Rec;ived :

Nb, of Clients

PHC Outreach Clinic

lmmunization Clinic

lmmunization Session

FCHV

Diagnostic/Other Services Unit Number

X-ray Number La
Ultrasonogram (USG) Number

Echocardiogram (Echo) Number

Electro Encephalo Gram (EEG) Number

Electrocardiogram (ECG) Number

Trademill Number

Computed Tomographic (CT) Scan Number

Magnetic Resonance lmaging (MRl) Number

Endoscopy Persons

Colonoscopy Perso ns

Nuclear Medicine Perso n s

Total Preventive service Provided Persons

Total Laboratorv service Provided Perso ns

Other Service Provided (if any) Persons

Referr,als Referral ln
Referred Out

Outpatient I n-tpati e nt Emergency

Female

Male

S isn ure

Name ospl uperintendent/ Director


