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Child Domestic Labour (CDL) Project

Casualty Form
1.  Name of CDL Center      ____________________________________________
2. Address : __________________________________________________________

3. Father/Guardian : _________________________________________________

4.  Name of the Child _________________________________________________

Gender:  Female   (

Male  (


Age: _______________
Class: ________________________       Roll No: ___________________________

5. Diagnosis: _____________________________________________________________________
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Cluster Coordinator                          Teacher 
                        Doctor/Health coordinator 
Date:_______________________

Referred to:  

Hospital Name ________________________________________

Department:     ________________________________________

Doctor Name __________________________________________

