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Name of facility:  ……………………………………………………………………………………………………………………….

Facility contact person:  ……………………………………………….
Phone:  …………………………………………..…

Name of Index Case:  ……………………………………………………
Hospital:  ……………………………………….….
	Full name
	Phone No
	Advice given/Consent received
	Prophylaxis refused
	Ciprofloxacin Oral Dose
	Ceftriaxone IM Dose
	Referred to GP

	
	
	
	
	AGE
	DOSE
	AGE
	DOSE
	Unwell
	Prophylaxis given

Yes/No

	
	
	
	
	> 12 years
	500 mg
	< 12 years
	125 mg
	
	

	
	
	
	
	
	
	≥ 12 years
	250 mg
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Community/PHU Nurse:  …………………………………………………
Phone:  ……………………………………

Community Health Centre/PHU:  ………………………………………
Date:  ………………………………………

COMMENTS:  ……………………………………………………………………………………………………………………………………………………………


