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H/Medical 

college/Accred

ited 

PVT/NGO 

Facility)

Fixed day/ 

Static

Type of 

Procedure 

(Minilap/ 

Abdominal 

tubal 

ligation/ 

Laparoscopi

c/ 

Conventiona

l Vasectomy/ 

NSV)

In case of 

Post Partum 

Sterilization 

specify if the 

delivery was 

Cesarean or 

normal 

delivery

If Post 

abortion 

specify the 

trimester in 

which the 

abortion 

was done 

Whether 

Written 

consent 

obtained? 

(Y/N)
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