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Date of checklist collected:…………..
Collected by:……………
FCHV ID NO:.………..
Name of the health facility:…………….
	
	Month-1
	Month-2

	
	
	

	Number of pregnant women in the community
	
	

	Number of women delivered in the community
	
	

	Number of women counseled on PPFP
	
	

	Number of women using PPIUD
	
	






