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NATIONAL HEALTH MISSION
SCREENING FORMAT

HAEMOGLOBINOPATHIES CONTROL PROGRAMME

Screening Date: Screening No.(For Office use only)

Source Type : CAMP OPD OTHER 

Title □ Mr       □ Mrs       □ Master      □ Miss    □ Ms :

NAME : SURNAME: GENDER:

Mobile number:

DOB: Age:                                                 Religion:

Caste:                                                Educational Status:  Literate/ Illiterate

Respondent Category : Antenatal mother □ Premarital group □
Family member of Patient/Carrier □ Post marital □ Suspected
patient □ Other □

If Respondent category Family Member

Screening/ Patient Number of affected Family member

Relation Type:

If Respondent Category Suspected Patient

Father’s name: Mother’s name:

Frequency of Blood Transfusion                       Total no of units Transfused

Date of Last Transfusion

JAUNDICE HEPATOMEGALY                             SPLENOMEGALY

Permanent  address

State:                                                                     District Area:
Urban/Rural

Block/Municipality Village/Ward

Address Line:                                                                                                           Pin code:

Present address

State: District                                                                 Area:
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Urban/Rural

Block/Municipality                                                    Village/Ward

Address Line:                                                                                                           Pin code:

Personal History

Parents are blood related:    Yes/No

□ Weakness □ Jaundice □  History of Blood Transfusion (If yes)

Date of Last transfusion.........................Total Unit Transfused..............

LMP:                             Parity: Gestational Age:  Week ................Days..............

Hematological Indices /HPLC/ Others

HPLC Test Date : HPLC Test No. :

RBC Indices HPLC
RBC ( x 1012/l) HbA0(%)
WBC (109/L) HbA2(%)
Hb ( g/dl) HbF(%)
HCT ( %) HbA2+E(%)
MCV fl ) HbS(%)
MCH (pg) HbD(%)
MCHC( g/dl) Other(%)
RDW (cv %)

Platelets ( x
103/µl)





National Haemoglobinopathies Control Programme (NHM)
Department of Health & Family Welfare

Government of West Bengal

  আমাকে নিয়নমত রক্ত নিকত হয়। আনম 
হঠাৎ অসুস্থ বা দুব্বল হকয় পড়কল, আমাকে 

সত্ত্বর হাসপাতাকল নিকয় যাি। 

‹y“þ#ëû ßþºyßþiÄ !›Ÿ˜

আনম এেজি থ্ালাকসনময়া 
(Thalassaemia) ররাগী।



Name of the Care & Management Facility (TCU) ...............................................

.........................................................................................................................

িাম: ...............................................................................................................

নপতা/অনিিাবকের িাম: .........................................................................

জকমের তানরখ / বয়স: .............................  Sex: পুরুষ/মনহলা/অি্াি্

নঠোিা: ........................................................................................................

........................................................................................................................

........................................................................................................................

র�াি িম্বর ..................................................................................................

অি্ আর এেনি র�াি িম্বর: ................................................................

ররাগীর I.D. No: ............................................................................................

োর্ব Issue-এর তানরখ: ..............................................................................
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রকক্তর গ্রুপ: ...............................................................................................

ররাগ নির্বকয়র তানরখ: ..............................................................................

থ্ালাকসনময়ার ধরর: .................................................................................

........................................................................................................................

........................................................................................................................
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HAEMOGLOBINOPATHIES CONTROL PROGRAMME 

WEST BENGAL STATE HEALTH & FAMILY WELFARE SAMITY 

GOVT. OF WEST BENGAL 

 
 
 



Follow the advice given below:    

 

 All family member should get tested for Thalassaemia carrier 

 

Hemoglobin report Advice Precaution 

 

Hemoglobin<10 gm/dl 

 

Check Ferritin 

 If < 30 ng / ml 

 Iron 

syrup/Tablet- 

3mg/kg/day in 

two divided doses 

half an hour 

before meal or 

one hour after 

meal 

 After six months 

test blood for Se. 

Ferritin and 

Hemoglobin and 

visit doctor in any 

Hospital 

 

 Take medicine as advised 

 Drink plenty of water. 

 Wash hand before eating 

 Wear shoes/ Chappal 

 Take Anthelmintic medicine 

yearly 

 Eating  plenty of green 

vegetables, Egg, Fish, meat, 

sprouted gram, banana flower, 

Moong dal, gourd, figs, Guava 

etc helps improving IRON level 

in blood. 

 Do not drink tea, coffee, Milk 

and calcium syrup or take 

calcium table within one hour of 

in taking IRON medicine 

Hemoglobin < 8 gm/dl Attend nearby hospital  

   

 

   

                              
       Eat green vegetables                         Wash hand before eating                           Wear shoes/Chappal 

 

 

                  
 

       Use Sanitary Latrine                    Take Anthelmintic medicine                   Cut Nail and keep it clean                    



 

 

                                                                                                                                                
 
 

                 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

HAEMOGLOBINOPATHIES CONTROL PROGRAMME 

WEST BENGAL STATE HEALTH & FAMILY WELFARE SAMITY 

GOVT. OF WEST BENGAL 

 
 
 



 
 

 

Follow the advice given below:    

 Thalassaemia Screening of partner  before marriage 

 All family member should get tested for Thalassaemia carrier 

 

Hemoglobin report Advice Precaution 

Hemoglobin<5 gm/dl 

 Urgent 

hospitalization 

and blood 

transfusion if 

required 

 Get registered in 

near by 

Thalassaemia 

Control Unit for 

regular follow 

up. 

 Periodical 

Investigation as 

advised 

 Intake Folic 

Acid , calcium 

regularly 

 

 Take medicine as advised 

 Drink plenty of water.  

 Wash hand before eating 

 Wear shoes/ Chappal 

 Take Anthelmintic medicine 

yearly 

 Do not eat IRON rich food who 

is transfusion dependent. 

   

 

   

                              
       Eat green vegetables                         Wash hand before eating                           Wear shoes/Chappal 

 

 

                  
 

       Use Sanitary Latrine                    Take Anthelmintic medicine                   Cut Nail and keep it clean 

 

 

 

 
  

                                                                      



 

 

 

                                                                                                                                                
 
 

                 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

HAEMOGLOBINOPATHIES CONTROL PROGRAMME 

WEST BENGAL STATE HEALTH & FAMILY WELFARE SAMITY 

GOVT. OF WEST BENGAL 

 
 
 



 

 

Follow the advice given below:    

 Thalassaemia Screening of partner  before marriage 

 All family member should get tested for Thalassaemia carrier 

 

Hemoglobin report Advice Precaution 

 

Hemoglobin<10 gm/dl 

 

Check Ferritin 

 If < 30 ng / ml 

 Iron 

syrup/Tablet- 

3mg/kg/day in 

two divided doses 

half an hour 

before meal or 

one hour after 

meal 

 After six months 

test blood for Se. 

Ferritin and 

Hemoglobin and 

visit doctor in any 

Hospital 

 

 Take medicine as advised 

 Drink plenty of water. 

 Wash hand before eating 

 Wear shoes/ Chappal 

 Take Anthelmintic medicine 

yearly 

 Eating  plenty of green 

vegetables, Egg, Fish, meat, 

sprouted gram, banana flower, 

Moong dal, gourd, figs, Guava 

etc helps improving IRON level 

in blood. 

 Do not drink tea, coffee, Milk 

and calcium syrup or take 

calcium table within one hour of 

intake of  IRON medicine 

Hemoglobin < 8 gm/dl Attend nearby hospital  

   

 

   

                              
       Eat green vegetables                         Wash hand before eating                           Wear shoes/Chappal 

 

 

                  
 

       Use Sanitary Latrine                    Take Anthelmintic medicine                   Cut Nail and keep it clean                                                                      
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Haemoglobinopathies Control Programme 

Government of West Bengal 

 

      Thalassaemia Patient Case Card 

 

Date of First Evaluation: 

 Patient.ID. No.:                                                                         OPD NO: 

 Name: 

 Type of Haemoglobinopathy : 

HPLC Report 
 

 Respondent Father Mother Brother 1 Brother 2 Sister 1 Sister 2 

HbA 
       

HbF 
       

HbA2 
       

HbA2+ E        
 

       
 

       
Impression 

       
 
Extended Family screening 
 

 Husband/ Wife Son 1 Son 2 Daughter 1 Daughter 2 

HbA 
     

HbF 
     

HbA2 
     

HbA2+ E 
     

Impression      
 
 

 
     

HbA 
     

HbF 
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2 

 

HbA2 
     

HbA2+ E 
     

Impression 
     

 

 Mutation study Report: 
 

 

 Age of Diagnosis: 
 

 Age of presentation: 
 

 Blood Transfusion History:    Age of 1st Transfusion: 
 
                                                  No of Previous Transfusion: 
 
                                                  Frequency of Transfusion: 

 
 

 RBC Phenotype: 
 
 

 RBC antibody Panel: 
 

 

 

 

Splenectomy 
 

       

Age of Splenectomy 
 

 

Date of Splenectomy 
 

 

Indication 
 

1. Increased Transfusion requirement.  
2. Hypersplenism. 
3.  Huge Splenomegaly  
4. Other  

 
 

Pneumovaccination 
Given/ Not given 

Date 

Haemophilus Influenzae 
b vaccination (Hib) 
 

Given/ Not given 
Date 

Meningococcal 
Vaccination 
 

Given/ Not given 
Date  
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Penicillin Prophylaxis 
 

 

Malarial Prophylaxis   
 

Transfusion requirement 
after Splenectomy 
 

 

 

 

 

 

 

 

 

History of Hospitalization after splenectomy: 
 

Date Infection Malaria Other 
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 Examination 
 

Date Height 

(cm) 

Wt. (kg) Liver 

(cm) 

Spleen 

(cm) 

Tanners 

stage          

Icterus Facial 

deformities 

Others 
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Examination (contd.) 
 

Date Height 

(cm) 

Wt. (kg) Liver 

(cm) 

Spleen 

(cm) 

Tanners 

stage          

Icterus Facial 

deformities 

Others 
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Biochemistry 

LFT, Urea Creatinine 

 

Date T Bill C bill SGOT SGPT Urea Creatinine Total 

Protein 

Alb Calcium 
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Date Sugar  GTT  Uric acid 

FBS PPBS HbA1 c 1
st
 hr 2

nd
 hr 3

rd
 hr  
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Hormone Assay 

 

Date FT4 TSH LH FSH Testosterone Cortisol 

(8am , 

4pm) 

ACTH  GH IGF-1 Serum 

PTH 
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Virology 

 
Date HIV Anti HCV HBsAg Hep A Hep B 

Vaccination 
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Imaging 

 

 

Date 
 

Cardiac   Evaluation USG X-RAY DEXA SCAN 

ECG ECHO Abdomen Pelvic(F) 
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1. Transfusion Record 
 

Date Pre Hb 

(gm %)          

Volume 

transfused 

Transfusion centre Transfusion 

reaction  

Remarks 
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Transfusion Record (contd.) 
 

Date Pre Hb (gm %)          Volume 

transfused 

Transfusion centre Transfusion 

reaction  

Remarks 
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Chelation 

 

Prechelation evaluation: 
 

 

 
Date Se Ferritin SGPT/U/C Hemogram 

(TC/N/PLT) 

Audiometry 

(PTA) 

Eye Examination 

(Fundoscopy) 

Deferasirox Deferiprone Desferoxamine 
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CHELATION  RECORD 

 
Date SGOT SGPT Creatinine CH Chelator Dose Reaction 
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Special Treatment 

Date TLC/NEUT/PLT Hydroxyurea Endocrinological 

Therapy 

Other 
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