Month: Year:

Health Facility Name:

National Malaria Elimination Program
Malaria Quality Assurance & Quality Control

MQC: FORM 1

MALARIAL SMEARS FOR VALIDATION (CROSS-CHECKING)

(G FFF AT TWIEZ TSI AT FTH)

Province:

District:

Type: Provincial Hospital
O
Other (Specify): O

Total No. of slide examined:

District Hospital PHC Designated Centers  Health Post  Private Hospital

O a O

O O

] Total No. of Positive: [ | Total No. of Negative: [ |

S.N. Slide ID No. Date Examined Species Parasites/ul

(dd/mm/yyyy) blood (t,s)

Parasites/ul blood Remarks
(gametocytes)
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Total No. of Slide Sent: [:’

Examined by (LT/LA)

Name:

Signature:

Noted by
Name:

Signature:

Head of the Facility

Name:

Signature:

Date of Submission:


https://v3.camscanner.com/user/download

