
 

Quality Control Monthly Report Form 

Points of Entry Health Clinic 

 

Port Name …………………………………………..…..  

Health Clinic Name…………………………………….. 

 

 

 

 Supervisor name: ……………………….………………… 

 Supervisor signature: …………………………………… 

 

 

Form should be completed and returned to the IHR National Focal Point on a monthly bases. 

 

 

Tasks 

 

Number 

 

Sick travelers examined 

 

 

Suspected cases assessed at the 

port and referred to hospitals. 

 

 

Travelers  screened  

 



 

 


