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Name of Health Facility:……………………………. 
 

 
 

FAMILY PLANNING QUARTERLY REPORT 
PERIOD:………/ TO:………………… 

 
 

NO CLIENTS 
NAME 

AGE ADDRESS ISLAND TYPE OF 
STERLIZATION 

DATE OF 
OPERATION 

REMARKS 

        

        

        

        

 
REPORTED BY: 
NAME: 
DESIGANATION: 
DATE: 


