
ANNUAL REPORTING FORM FOR EMOC CENTERS. 
 

 
Month............................................................................................Year...................................................................................... 
 
Name of center...................................................................Basic/Comprehensive EmOC center. 
 J F M A M J J A S O N D Total 
Total Obstetric admissions              
Number (referred in)              
Number (referred out)              
Number of births              
Number of Caesarian section              
         Emergency              
        Elective              
Obstetric Complication              
Haemorrhage              
           APH              
           PPH              
Prolonged Labour/ Obstructed labour              
Ruptured Uterus              
Post Partum Sepsis              
PIH (Pregnancy induced HT)              
Eclampsia              
Abortion needing blood transfusion              
Abortion needing D&C              
Septic Abortion              
Ectopic Pregnancy              
Hydatiform Mole              
Other direct Obstetric complication (specify) PTO              
Maternal Death due to              
Heamorrhage               
       APH              
       PPH              
Prolonged Labour/ Obstructed Labour              
Ruptured Uterus              
Post Partum sepsis              
PIH (Pregnancy induced HT)              
Eclampsia              



 Abortion needing blood transfusion               
Abortion needing Evacuation               
Abortion needing both above              
Septic abortion              
Ectopic Pregnancy              
Hydatiform Mole              
Other Maternal deaths (specify)              
1.              
2.              
Total Maternal deaths.              
Postnatal visit 1              
Postnatal visit 2              
Total intrauterine fetal deaths (IUFD)              
Total intrapartum fetal deaths               
Total neonatal deaths (<7days)              
Total neonatal deaths(>7days – 28 days)              
 
 
Reported by:         Verified by: Medical superintendent/ Chief Medical Officer  /  MO 
 
 
 
 
Signature: 
 
 
Date: 
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