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DISCHARGE AT REQUEST SUMMARY
| Name Master RAYANSH V UHID LBH-00125961
Father/Guardian | MrV GANESH Age/Gender 0Y7M16 D/ Male
Addréss Chilkanagar, Uppal, Hyderabad, Telangana, INDIA, 500039
IP No IP26-00006696 Admission Date 30-06-2026
Ref"D't;cfor Self,
Discharge Date 01.07.2026
Consultant:
Dr. PRITESH NAGAR
MBBS MD
Medical Registration No. 47184
'DIAGNOSIS ICD CODE

SIMPLE FEBRILE SEIZURE
SARS-CoV-2 POSITIVE

History: Master RAYANSHV ,0Y 7 M 16 D, old boy presented with the history
of fever since 1 day, 1 episode of seizure in the form of uprolling of eyeballs
and no noticeable stiffening of limbs lasting for 30-40 seconds followed by post
ictal drowsiness on the day of admission. For the above complaints, he was
admitted at Rainbow Children's Hospital - Himayatnagar for further
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Name Master RAYANSH V UHID LBH-00125961
IP No IP26-00006696 Admission Date 30-06-2026

management.

Examination: He was febrile (100.6*%F), maintaining saturations at room. His
heart rate was 140/min and Respiratory Rate - 32/min. Capillary Refill Time was
<2 secs. Peripheries were warm & puises well felt, On auscultation, air entry
was bilaterally equal. Heart sounds were normal and there was no murmur.
Abdomen was soft with no organomegaly. On neurological examination, he was
conscious and alert. Pupils were bilaterally equal and reacting to light. There
were no focal neurological or cranial nerve deficits. There were no signs of
raised intracranial pressure.

Weight on admission : 7.8 kilograms.
Iinvestigations: Enciosed reports.

GeneXpert SARS-CoV-2, FluA+FIuB+RSV were sent, which shows:

SARS-CoV-2 POSITIVE
Influenza A NEGATIVE
Influenza B NEGATIVE
Respiratory Syncytial Virus (RSV) - NEGATIVE

Initial hemogram showed Hemoglobin of 11.6gm%, White Blood Cell count of
7610 cells/cumm, platelet count of 3.38 lakhs/cumm and C-Reactive Protein of
5.0 mg/l. Complete urine examination was normal.

Management: He was admitted in the ward and started on Intra Venous fluids
and Intra Venous antibiotics. He was treated symptomatically with antacids
and antipyretics. He was started on febrile seizure prophylaxis with Frisium.
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'Name Master RAYANSH V UHID LBH-00125961
IP No IP26-00006696 Admission Date 30-06-2026

He was regularly monitored for fever spikes, hemodynamic & neurological
status. His fever spikes gradually settled and there were no further seizure
episodes during hospital stay.

He remained hemodynamically stable and is being discharged with the
following advice.

Parents were counselled regarding the nature of febrile seizures and measures
to reduce fever during future febrile episodes. They were also educated
regarding use of intranasal Midazolam spray for termination of future seizure
episodes, if any.

Parents are counselled about the nature severity of illness and possible
prognosis of the childs condition. They were also counselled about the need for
further hospital stay. How ever parents were unwilling for further management
on personal grounds and requested the child to be discharged. Hence child is
being Discharge on Request.

At the time of discharge : He is active, afebrile and hemodynamically
stable.

Medication during hospital stay:
Inj. Ceftriaxone

PCM Drops

Syp. Clobazam.

Advice:
* Diet as advised.
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Name Master RAYANSH V UHID LBH-00125961

IP No 1P26-00006696 Admission Date 30-06-2026
>N | MEDICATION DOSE TIMINGS  |DURATION
NEBULISATION with 3% N |1 respule- 6TH hourly For 3 days
3 |Nasoclear nasal drops, 2 drops in each nostril SOS for nose block

Febrile Seizure Prophylaxis:

* Crocin Drops (Paracetamol = 1mli/100mg) 1.2 ml after food as and whenever
required, if temperature > 100 *F (maximum 4 times a day at 6 hour intervals).
* Tepid sponging if fever > 101 *F.

* Syrup. Clobium (Clobazam - 1ml/2.5mg) 1 ml twice daily for 3 days every
time with fever.

* Medistat - nasal spray (Midazolam = 1.25mg/puff), 1 puff intranasal (into
each nostril) for future seizures.

Review consultation with Dr. PRITESH NAGAR on Friday(03.07.2026) at in oPD
with prior appointment (Review consultation will be charged).

Food instructions while taking medications:

* Antibiotics along with food & milk products prevent their absorption of
drugs & supplements. Antibiotics can be given 1 hour before food or 2 hours
after food based on tolerance of stomach.

Follow up immediately in Emergency Room if high grade fever, vomiting,
abnormal behavior, altered sensorium or seizure occurs.

The content of the patient discharge summary, medication, food & drug
interaction, care to be provided at home, nutrition, immunization and safe
parenting, when and how to obtain emergency care etc also have been
explained by doctor ... in a language that 1 can understand and I
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UHID LBH-00125961
Admission Date 30-06-2026

Parent/ Attender

In case of emergency contact 9154865030 emergency pediatrician on duty.

To take appointment for OPD consultation at Rainbow Himayatnagar /
Banjara Hills / Rainbow Clinic Madhapur / Kukatpally / Vikrampuri / LB
Nagar dial just one toll free number 18002122,

You can also take appointments at any time by going online to our website

www.rainbowhospitals.in

Dr. PRITESH NAGAR
MBBS MD
Medical Registration No. 47184
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Rainbow . Rainbow Children's Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA quarters road AP State Housing
Children's _ % Board Himayatnagar ,Hyderabad ,Telangana, INDIA ,500029.
Hospital & TEL NO :040-48873000

e WEB : https://rainbowhospitals.in

. Rainbow Childrens Hospital-Himayatnagar

ADMISSION SHEET

. J . TRt e
Registration Details :

Admission No : IP26-00006696 Admit Date :30-Jun-2026 Admit Time :01:49 PM UHID : LBH-00125961

Patient Details :

Patient Name : Master RAYANSH V Age :0Y7M16D
Guardian : MrV GANESH DOB : 14-11-2025 06:30 AM
Gender . Male Religion
Occupation . Martial Status
f'\}.ddress (H) - Chilkanagar Uppal Hyderabad Telangana Phone No : 8639006877
INDIA 500039 ) . . .
E-mail : sowjanyashivarathri197@gmail.com

Admission Details :
Bed Type : DAY CARE Bed No :ERO1 Ward Name : GF -EMERGENCY

Room No : ERO1 Admission Type : First Visit

Contact Details :

Name : MrV GANESH Relationship : Father
Contact Address - Chilkanagar Uppal Hyderabad Telangana Phone No : 8639006877
INDIA 500039
R W

Wre

Doctor Details :

Doctor Name : Dr. PRITESH NAGAR Specialisation : GENERAL PEDIATRICS
Referral Doctor  : Self. Phone No

Co-Consultant

Payment Details : Deposit Amount  :0.00

Payment Mode :Cash Payor Name : SELFPAY

Printed Date / Time : 30/06/2026 13:49 Printed By : 020635 Page 1 of 2
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Mum RAYANSH V
e o¥TeEe W Date & Time of Admission Date & Time of Transfer Order
0 AR T Db © | Mapm o(4)1 6@ 30pm
Treating Consultant Name Transfer Ordered by Reason for Transfer
/ d f :
Dy, Rrehaw o f MSS] 0o
From Unit To Unit Information to Attendant
& J?~ Lujﬁmé Yes L — No[ |
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
clinical documents. If any handed
to attendant
e over
@ Yes [ | Nog I
If yes, what ?
Medications / Consumables / Surgicals / Hand over
Sl.No. ltem Name Quantity
1
2.
3.
4,
5.
Shifting Summary / Notes Written by Doctor : ~ Yes[ | No[ |

Name & Signature of Person who is Transferring

Name of Person Ordered Transfer

816\% 11 A @ Y HUC@}]“MC)\_

Patient & Clinical Records Received by :

o 5o

R
Date & Time of Patient Received : b@ \

If the transfer order time & CDmpIetinn time is more than 30 minutes, please tick the reason mentioned below :

[ | Unavailable Bed || Nurse not Available

Docu. No. : RCH /FRM / CLINICAL / 102

[ ] Available Bed not ready
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ACTIVITY RECORD FOR BILLING
LBH-00125961 |P28-00006696
Name: -------- ?4'.’1‘1"::::“3 oYTMIED M -
TSSO 11717171 Consultant : ~———rwrereveeee veot: pAPadEC
Date of Admission : 259{—6-)—2,{3-—— Time ; ~==-=sesueenau Date of Discharge : ~-----=-==------- Time: -=======eu-
Room / Bed No : --=----=-=----- Ward : -------mmmemeeee Suggested Billable bed type :
WARD TRANSFERS
Date Time From To S,ignatulre of Nurse
?,)nh,)f)(@ ! ‘|_30’ . \vnnné\ ' (ﬂ ) !6&)?«1-1«‘%/—
Cross Consultation Visit
Doctors Name Date Order No. Signature
y
2.
3:
4,
B.
6.
7.
8.
9.
10.

Docu. No. : RCH / FRM / GENERAL / 145
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ANY OTHER INFORMATION
Date : Time : Prepared By :
Staff Nurse Shift / Ward

Billing Assistant

Billing Supervisor
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PEDIATRIC IN-PATIENT
MEDICAL RECORD

Patient Name p\(,\u oms h ey, s
f 1111111111111111 (M)
Dr. PRITESH NAGAR
Patient ID# AR
Consultant . Da - Peatals Ma_ﬂ o -

Final Diagnosis: __S"
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Master RAYANSH V
14-11-2026 0Y7M16D (M)

Dr. PRITESH NAGAR
Pediatric Multiorgan History & Physical Examinatis ||| m”"" "Illll“l““ll“““'“

Name : QQMU mgly Age/Sex MLMQ(
Informant__mMQthgt - Reliability_AZ 0 oo

Chief Presenting Complaints & Duration (Chronologically):

clo feaen - u&i[a',(.d;éj [ epwnodd
7 / € 7 s

r/o e f-;)&mria Jb ?m‘taz#m.dm’ m,wt

History of present illness :




Pediatric Multiorgan History & Physical Examination

Past History : (Including details of any previous investigation or treatment)

LBH-001259g1

Master RAYANSH v 1P26-00006695

14-11-2028
oy
Dr. PRITESH NAGAR TM1sp

QT

Birth & Neonatal History :
mA

PT ] avb) pnic ipm 7 ceporn & NNY

-

Birth & Socio Economic History :

About Father :

About Mother : m
Kot

Any additional Information :

Developmental History :

Gm- gk va\f?&‘ﬁt

em - Mj,ob¢kw—uﬂ.aﬂrjvmjl> .
= / A ’:hmbo\)

(o - & M,\qﬂj

Immunization History :
up to date

(M)




LBH-00125961 |P26-00006696

?::;:I;YM’H : Y7TM160D (M)
Pediatric Multiorgan History & Physical Examination o, privesn NnaGAR
T
Anthropometry
HeadCircum(cms)_____ (Centle - )Height(cm): ___ (Centle )

Weight (kgs)i@_b%;wemile )

On Examination :

Temperature :M;ﬁLPulse Rate: léﬁ 0 bgm Description

B.P spoz2_ 4%/ at _EA
Resp. rate and type of breathing: __ S0 / MAn

Rash @

Lymphadenopathy @

Oedema : @

Respiratory system :

Inspection (any s/o distress) :

Air entry & breath sounds : Aere, B [ i lar -

Any addes sounds :

Relevant data from outside (Chest X-Ray, ABG, etc.,)

Cardiovasclular System :

Inspection of procordium :

Heart Sounds : 5144 @

Any murmur :

Relevant date from outside (Chest X-Ray, ECG, ECHO, Etc.,)

Per Abdomen :

Inspection

Palpation : Sott . nom-tendor
Ausculation : U

Spine: External Genitelia :

Relevant data from outside (CT, USG etc.,)
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Pediatric Multiorgan History & Physical Examination

Central Nervous System :

Level of Consciousness : AVPU/GCS Score :

Cranial Nerves : 7

LBH-00125961 1P26-000086

9
Master RAYANSH v ¢
14-11-2026 0Y7M16D
Dr, PRITESH NAGAR

QT

(M)

\

[

|

Motor System : /

Nutrition :

Tone : n

WL

Co-ordinator :

Power

Posture :

Involuntary Movements :

Reflexes :

DTR

Plantars

Superficials

Sensory System :

u\l’M.Q/

Bladder / Bowel :

Clinical Summary & Diagnostic :

él;wlpg Lebmle (tirou
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Master RAYANSH V

14-11-2028 OY7MI18D
Pediatric Multiorgan History & Physical Examinatio or. rriTesH naaar
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Preventive aspects of the treatment :

s Fta L

—

= A\kb’l.,&

Desired goals of the treatment :
:}‘Cw ,ru by ot

Planned Labs : Planned Management :
cBp
Cn-/P sl i"‘f‘ ( ECETALAND T ZSng:
Rloes " caclhue=talleelt Tac. Do,
LArk- 1
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Please fill up the following details

1. Name of the Referring Doctor :

2. Name of the Referring Hospital :
(Including the name of City)

3. Contact number of the Referring Doctor :
(Preferring Mobile #)

4. Name of the doctor in Rainbow Team on
whose name the patient is being referred

\\39 n‘J‘\"\B\

B¢ ,
Doctor's Signature Name_gxw\“fﬂ""“ﬂﬁﬂ Date Time
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A"

P T —— e —
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Dr. PRITESH NAGAR
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Date 626
Time
Hb (b
PCV 2) -4
RBC Y
WBC a-4)
VL 34]4y
Platelets v 2

CRP 5"
ESR
PCT
RBS
Na
K
Cl
Ca/Mg
Phosphate
Urea
Creatinine
ALP
SGPT
SGOT
T.Bill/Conj
T.Protein
S.Albumin
S.Globulin
A/G Ratio
Uric Acid
S.Amylase
Sr.Lipase
Blood Lactate
S.Cholesterol
PT/INR
APTT
CSF Protein/Sugar
Cells
N/L

Docu. No. : RCH/FRM/CLINICAL/0138 PT.0.




Date 20126 »
Time ®
CUE-Alb ot ]
CUE-Sugar nil
CUE - Ketones 1o, é
CUE-PUS Cells 9272
CUE - RBC Cells ail
CUE —nij k1t N2g e
)
Stool Pus Cell §
OVA/Cyst
"Occult Blood i
ﬁ :P\ - b To ] j
Culture and Sensttivities : ....... Unned,Sf—j) ................. ettt a st R R R e saReS R eRS

---------------------------------------------------------------------------------------------------------------------------------------------

--------------------------------------------------------------------------------------------------------------------------------------

------------------------------------------------------------------------------------------------------------------------------------------

Radiology: ]3] C OO OO TOTR
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T — Early Warning Scoring Chart | ===~ — ==
nY a1 WARNING SCORE: CHILDREN’S UNIT |
[Date: ... L0V Tme: |2 Toel ] I@b(ﬂ I\’bIrLI | I [ 11 HERER [ |
[DoctorhurserFamiy Goncer? | | ][] [ Beh [ o] [ [T T CET e
104
103
102
101 -
Temperature L " S 8 2
N i v
(F) 99 - Qﬁ’ @ W
C wl L
98 - 48
o7
=
96
: 95
T o
|
190 :
Heart Rate 180 1R
(bpm) 170 : <
160 =
and 150
140 A = = A
Blood Pressure 130 o
g+
100
Note: 90
BP does not score 80
in early 0
waming scoring g :
Heart Rate (Number)  [yupbli» [ [\dSUNT | \Rdbio [ \3€b¥ A\
70 :
60 |
esp. Rate (bpm) 20
Over 1 Minute) * 35
20 = T
10 —
A\ A\ g
Resp Rate (Number)  Pragb I 2 ?.BOb I )N upb N
Resp | Mod/ Severe A T
Distress | None / Mild
Receiving 0,(I/min) | g S0 | i j
0,Saturations (%) aq | a4’ 1004 aQax aQq?
Conscious | Normal
Level | Altered
GCS *
TOTAL SCORE : .
Number of shaded boxes n ) ) o
Pain Score 0 0| I (o] @ ©
Observer’s Initials v o+ 2> A
Score 1 : Continue normal observation by staff nurse
ACTIONS Score 2 : Shift in charge nurse to be informed and continue hourly observations
NB: Scores 3 should be | Score 3 : Shift in charge AND ER doctor/Floor Registrar to see and half hourly to hourly Observation to continue.
recorded overleaf Score 4 . Shift in charge AND treating consultant(till 8 PM) or On call night duty consultant to see
Score 5 & 6 : Shift incharge and PICU /NICU fellow or PICU/NICU consultant to be informed

* NB: If GCS is below 12 or the Oxygen requirement is >3 Lit./min. , then irrespective of rest of the score, the Nurse MUST inform the PICU team.

- NB: If GGS is below 12 or the Oxygen requirement is >3 Lit./min. , then irrespecfive of rest oT Te STOTE; TME NUTSe MUST 0Ty ie Fivo wan:
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INSTRUCGTIONS:

The paediatric Early Warning Score i) seeks to identify the abnormal physiological finding seen during serious
childhood illnesses and ii) offers a method to interpret such physiological derangements with clearly defined
actions, ensuring that suitably experienced staff are involved with the care of the sickest children.

The Early Warning Score does not replace clinical experience and acumen and should not be relied upon for such

purpose.

6 clinical parameters are assessed and recorded as part of the child’s routine clinical observation, providing a Early

Warning Score between 0-6 (Higher Early Warning Score are seen in sicker children)

Detailed actions are described according to increasing Early Warning Score.

Some children with complex medical needs e.9. cyanotic heart disease may require modification to thelr trigger
thresholds/ action plan- this should follow discussion with senior colleagues.

1
Any Early Warning Score of 3 or above should be recorded below with details of any subsequent action initiated

Regord Details when EARLY WARNING SCORE >3

Record Time of Bevzgw and Plan,

I

Date

Time

Early Warning Score

Date

-

Time

Name

If at any time additional help is required, call help — regardless of the Early Warning Score!

Following a Early Warning Score assessment, senior help may be required

-

The SBAR communication tool (situation, background, assessment, recommendations) is a helpful mnemonic that can
be used to describe a child's clinical condition to a colleague.

I IDENTITY: | am {name}, a nurse on ward (X). | am calling-abaut (child X)

SITUATION : | am calling because 1 am concerned that ... (e.g. BP is low/high, pulse is XXX,
Temperature is XX, Early Warning Score is XX)

BACK GROUND : Child (X) was admitted on (XX date) with (e.g. respiratory infection}. They have had (X operation/
procedure/ investigation). Child (X)'s condition has changed in the last (XX mins). Their last set of observations
were (XXX). The child’s normal condition is ... (e.g. alert/ drowsy/ confused, pain free)

ASSESSMENT : | think the problem is (XXX) and | have ...{e.g. given 02/ analgesia, stopped the infusion}, OR [ am
not sure what the problem is but child (X) is deteriorating, OR | don’t know what's wrong but | am really worried.

RECOMMENDATION : [ need you o ... come to see the child in the next (XX mins) AND [ s there anything 1 need to
do in the meantime 7 (e.g. stop the fluid/ repeat observation)
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1. All measurements in ml.
2. Add up each column separately. Make additions acrgss the page to obtain 24 hrs. total of intake and output.

Intake [Output i v sng'

Date | Time g{caéﬂfi% Route NG | Diarrhoea | Vomit |Drainage | Urine F’gr'cég’:‘gg hiljgge

Mouth LV N.G
08:00 am
09:00 am
10:00 am
11:00 am
12:00 pm
01:00 pm
Total Intake : Total Qutput :
02:00 pm
03:00 pm

\{éo 04:00 pm a % K\

\b 0500 pm [[YNI5 | /1.~ ]o %7

19" og00pm | KNS 9% S W
07:00 pm [FONS 9 i ‘

Total Intake : 75 Fom ) Total Qutput: - | M -2
08:00pm | o) 5 )
wmn] 1 [11F [ 2om I T

\sp" 100pm| 'y, oomi | \4 oo " | ! 4Q

g [1100pm [ON7 |y |gom) o \ o |f
y wan| | [P [gom | € | —T \ [
01:00am| ' 20m) \ '

Total Intake : Total Output : OO~ M—
02:00 am oM/

p [fE00an 0] )

\v° [ot0an] © 00} ~1 1 W~ |1 o LA\

W [swa] PM) .000) ] B
06:00am | Do) a—1 |
07.00am | | aou) e
Total Intake : Total Qutput: |) — o
Total 24 hrs. Intake Total 24 hrs. Output

Docu. No. : RCH /FRM / CLINICAL / 092
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1. All measurements in ml.
2. Add up each column separately. Make additions across the page to obtain 24 hrs. total of intake and output.

Foen WEE L o) e Tl
Date | Time | Jaure Route NG | Diarrhoea | Vomit |Drainage | Urine | Phieomis | Sion.
Mouth | 1V, | NG , ‘
08:00am | oS . / )
0900am| % / | sr/ N
-\\0 10:00 am |~y ~ N ,‘3‘ () V
w%\ 1100am | & & / i e
.\ 12:00 pm \ Q ~ 7/ i
01:00pm|
Total Intake : Total Output :
02:00 pm
¢, [0300pm ' -
\1& 04:00 pm
\ 05:00 pm
06:00 pm
07:0Q pm
Total Intake : Total Qutput :
08:00 pm
09:00 pm
10:00 pm
1100 pm
o 12:00 am
01:00 am
Total Intake : Total Output :
02:00 am
03:00 am
04:00 am
05:00 am
06:00 am
07:00 am ‘
Total Intake : Total Output :

o

X

Total 24 hrs. Intake Total 24 hrs. Output

Docu. No. : RCH /FRM / CLINICAL / 092
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Goals

[1 Maintain Airway and Oxygenation
(1 Maintain Personal Hygiene
L1 Identify Potential Complications

(1 Prevent Infection

Any Others. Specify

(] Relieve Pain & Discomfort

"] Maintain Fluid Balance
[ Meet Elimination Needs

[J Improve Activity Tolerance
[] Ensure Safety

[] Maintain Good Nutritional Status
[ Early Ambulation Reduce Anxiety

] Maintain Skin Integrity
[] Patient & Family Education

Time

Plan of Care

Time

Implementation

Evaluation

Re-Assessment

Nurse Name
& Signature
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["] Maintain Airway and Oxygenation

o

[] Relieve Pain & Discomfort

[ Maintain Fluid Balance

[1 Improve Activity Tolerance

] Maintain Good Nutritional Status

[ Maintain Skin Integrity

w -
'§ ["1 Maintain Personal Hygiene [’] Prevent Infection 7] Meet Elimination Needs ] Ensure Safety [ Early Ambulation Reduce Anxiety [] Patient & Family Education
© | [ Identify Potential Complications B AR OIS BPBCHV oo i s s e s i e s i T e
2 : . Nurse Name
Time ‘lj’lan of Care D Time | plegnentannn Y Evaluation Re-Assessment & Signature
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Time :

Date :WW&’/},

M)

1. Completely immobile:
Does not make even slight changes

2. Very limited:
Makes occasional slight changes in

3. Slightly limited:
Makes frequent through slight

4. No limitations:
Makes major and frequent changes in

and/or must be assisted into chair or
wheelchair."

assistance. Spends majority of each
shift in bed or chair.

day and inside room at least once every
2 hours during walking hours.

Mobili : ; 4 - - : : - SR : [f
L in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. \(
without assistance. to completely turn self independently. independently.
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate;
W Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
‘Activity The degree 1. Bedfast : . ) ; . : 2 :
of physical activity’ Confined to bed non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice a

Sensory Perception

1. Completely limited:
Unresponsive (does not moan, flinch
or grasp) to painful stimuli due to
diminished level of consciousness or
sedation, OR, limited ability to feel
pain over most of the body surface.

2. Very limited:

responds to only painful stimuli, cannot
communicate discomfort except by
moaning or restlessness; OR, has
sensory impairment that limits the
ability to feel pain or discomfort over
half of body.

3. Slightly limited:

Responds to verbal commands, but
cannot always communicate discomfort
or need to be turned; OR, has some
sensory impairment that limits ability

to feel pain, or discomfort in one or
two extremities.

4. No impairment:

Responds to verbal commands.

Has no sensory deficit that would limit
ability to feel or communicate pain or
discomfort.

CpH
.
L
y

Moisture Degree
to which
skin is exposed
to moisture

1. Constantly moist:

Skin is kept moist almost constantly
by perspiration, urine, drainage, etc.
Dampness is detected every time
patient is moved or turned.

2.Very moist:

Skin is often, but not always, moist.
Linen must be changed at least every
8 hours.

3. Occasionally moist:
Skin is accasionally moist, requiring
linen change every 12 hours.

4. Rarely moist:

Skin is usually dry, routine diaper
changes; linen only requires changing
every 24 hours.

-‘-—r‘

FRICTION-SHEAR
Friction Occurs when
Skin moves against
support surfaces
Shear Occurs when
skin and adjacent bony
surface slide across
one another

1. Significant problem:

Spasticity, contracture, itching, or
agitation leads to almost constant
thrashing and friction.

2. Problem:

Requires moderate to maximum
assistance in moving. Complete lifting
without sliding against sheets is
impossible. Frequently slides down in
bed or chair, requiring frequent

repositioning with maximum assistance.

3. Potential problem:

Moves freely or requires minimum
assistance. During a move, skin
probably slides to some extent against
sheets, chair, restraints, or other
devices. Maintains relative good position)
in chair or bed most of the time but
occasionally slides down.

4. No apparent problem:

Able to completely lift patient during
position change, moves in bed and in
chair independently and has sufficient
muscle strength to life up completely
during move. Maintains good position
in bed or chair at all times."

Nutritional Usual
food intake pattern

1. Very Poor:

NPO/or maintained on clear liquids,
or Vs for more than 5 days OR
albumin < 2.5 mg/dl OR never eats
a complete meal. Rarely eats more
than half of any food offered.
Protein intake includes only 2
servings or meat or dairy products
per day. Takes fluids poorly.

Does not take a liquid dietary
supplement.

2. Inadequate:
Is on liquid diet or tube feedings/TPN,
which provides inadequate calories and
minerals for age OR albumin < 3 mg/d|
OR rarely eats a complete meal and
generally eats only about half of any
food offered. Protein intake includes
only 3 servings of meat or dairy
products per day. Occasionally will
take a dietary supplement.

3. Adequate:
Is on tube feedings or TPN, which
provide adequate calories and minerals
for age OR eats over half of most meals.
Eats a total of 4 servings of protein
(meat, dairy products) each day.
Occasionally will refuse a meal,

but will usually take a supplement if
offered.

4. Excellent:

Is on a normal diet providing adequate
calories for age. For example, eats
most of every meal. Never refuses a
meal. Usually eats a total of 4 or more
servings of mean and dairy products.
Occasionally eats between meals.
Does not require supplementation.

\v~

Tissue Perfusion &
Oxygenation

1. Extremely compromised:
Hypotensive (MAP < 50 mm Hg;
<40 in a newhorn) or the patient
does not physiologically tolerate
position changes.

2. Compromised:

Normotensive oxygen saturation may
be < 95%; hemoglobin may be

< 10 mg/dl; capillary refill may be

> 2 seconds; serum pH is < 7.40.

3. Adequate:

Normotensive oxygen saturation may
e < 95%; hemoglobin may be

<10 mg/dl; capillary refill may be

2 seconds; serum pH is normal.

4. Excellent:
Normotensive, oxygen saturation
> 95%; normal hgb; capillary refill
< 2 seconds.

Severe Risk : less than 9
Docu. No. : RCH /FRM / CLINICAL / 119

| High Risk:10-12 |

Moderate Risk : 13-14 |

Mild Risk : 15-18

| Not at Risk: 19-23

TOTAL SCORE

Evaluator's Name

P




! 7'1
, Support Surfaces
Risk Score Cateqqry Action (Please Note: Only required for children who are deemed at risk due
to altered mohility, consider occupation therapy referral for advice
' 4 Regular Turning Schedule _ _
Enable as much activity as possible High density foam matiress
15-18 At Risk Protect the heels Ge! pads for high-risk areas
t Use pressure redistribution surfaces .
vy - Manage moisture, friction and shear Alternating pressure mattress overlay
Advance to a higher level of risk if other major risk
factors are present
t
. High density foam mattress
v Use the Same Protocol as for “At Risk” Patients N
13-14 Moderate Risk Gel pads for high-risk areas
Position patient at 30 degree lateral incline using foam wedges .
Alternating pressure mattress overlay
y Follow the same protocol as for “Maderate Risk” Patignts High density foam mattress
1012 High Risk In addition to regular turning schedule Gel pads for high-risk areas
Make small shifts in their position frequently Alternating pressure mattress overiay
' Use same protocol as for “High Risk” Patients High density foam mattress
Less than 9 Severe Risk Add a pressure redistribution surface for patients with Gel pads for high-risk areas

severe pain or with additional risk factors.

Alternating pressure mattress overiay
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> : Modifying | Patient / Family : -
Date e ' .u] Location Duration Acuity Character Eaclors Educated 'Intervemlon Sign
, [ Continuous | 1 Acute (] Sharp (] Dull [ Increasing [ Yes / &
30 / G/ 26 ’#H o } ) Nk ] Intermittent | [ Chronic [JAching [ Burning | ] Decreasing | [ No ”f\ :
[] Continuous | [ Acute ] Sharp [ Dull [ Increasing L] Yes ﬂ P R
@O [6 /‘),6 L()QM 0 [‘JD Ldﬂ‘ T Intermittent | [ Chronic 1 Aching (1 Burning | (] Decreasing [ [ No Q‘i
. [ Continuous | [] Acute (1 Sharp ] Dull [] Increasing [J Yes
L/?]lc, logm O/}o Ny | | o R - gl NP
[ Intermittent | [I Chronic CJ Aching [ Burning | () Decreasing | [ No
(1 Continuous | [ Acute i Sharp ] Dull (] Increasing | [ Yes @_/,
’ / s / 26 6?'{, ’0) o N‘bf () Intermittent | [ Chronic 1 Aching (7] Burning | [ Decreasing { ! No A 5
' [J Continuous | [J Acute [] Sharp 1 Dull | Increasing ] Yes
[ Intermittent | ] Chronic (] Aching (] Burning | (] Decreasing [ [ No
] Continuous | [I Acute (1 Sharp ] Dull (] Increasing L] Yes
1 Intermittent | [ Chronic (] Aching (1 Burning | (] Decreasing | [/ No
] Continuous | [1 Acute (] Sharp (] Dull L] Increasing ] Yes
(1 Intermittent | [ Chronic (] Aching [ Burning | (] Decreasing | [/ No
1 Continuous | [ Acute [] Sharp ] Dull 1 Increasing [ Yes
[1 Intermittent | ] Chronic [ Aching [ Burning | ] Decreasing | [ No
[0 Continuous | [ Acute [ Sharp [ Dull 1 Increasing ] Yes
1 Intermittent | [ Chronic (1 Aching [ Burning | [ Decreasing | [ No
[ Continuous | [ Acute ] Sharp  [] Dull 1 Increasing L] Yes
1 Intermittent | ] Chronic (1 Aching (] Burning | T Decreasing | [ No
Re-assessment Frequency:
1. Every eight hours for all hospitalized patients.
2. For post-surgical patients, patients with chronic pain, patient with severe pain:
a)  Atleast every 2 hours for the first 24 hours b) Then every 4 hours.
¢) Prior to pain pain-relieving intervention. d)  Within 30 — 60 minutes after pain relief intervention.

Docu.No: RCH /FRM / CLINICAL / 152 (PT.0)
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t 1
‘ FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)
‘ SCORING
CATEGORY >t
"H'?l 0 1 f‘i\| l ‘. \ v"’\ 1 { \g‘ \"1’\ ,E\ .
—— . ) Occasional Grimace or Frown, | Frequentlo cnnstant frown, Vraf -
Face No Partieular expression of smile withdraw, Disoriented quivering chin, clenched jaw
\-1.‘ A Legs Normal Position or Relaxed Uneasy, restless, tense ; : ﬁ}ﬂckingg or Iegs'brawg‘ oS, .
L] A L
. | Laying quietly normal position, Squirming shifting back and
Activity moves easlly forth, tanse A[ched sight, or Jerking
Numetical Pain Scale {Obstetric and Gynacology) (ot 1 | || !i
I l ] l |\ I ; 1 ] I Moans or whimpers o¢casional 'Criing steadily,screams of sobs, ¢
I 1 ] | | i 1 T, b Cry No Cry (Awake or aslesp) " .
H H 2 3 4 : 6 7 5 10 complaint _ ' frequent complaints
No Pain : [ Passlbia Pain . Reassured by occasional _touc;iing. o ‘ |
{ A Consotablity Content, relaxed hugging, o being talked {0, ~ Diffoutt to cansblelor c:ummrti L
distractible |
Neonatal Pain, Agitation and Sedation Scale (upto 1 Month)
Assessment Sedatlon Hormal Pain / Agitation
Critaria
Wany - Baker (Pedialrics) Above 7 Years -2 -1 0 1 2
Crylng No Cry with painful | Moans or cries Approgriate crying Nol{ Imitable ar rying at | High-pitched or silent-
Irritability stimuli minimally with painful| fritable Intervals consolable | continuous cry
stimuli Inconsolable
No Hl.ll'l Hurts U‘I'UB Bit Hurls Lﬂﬂﬂ Maore Even Mﬁre Hurlg WUOIB Lot HIII’IS Worsl Behavior State No‘musa] to any Arouses mimma"y o Aﬁpmpn'ata for Restless, Squiﬂ'ﬂing Arching, kicking Constanﬁ)' awalke
stimuli stimli ygestational age Awakens frequently | or
No spontaneous Little spontaneous Arouses mintmally / no movemenl
mavement movement (not sedated)
Facial Mourth js lax Minimal expression | Relaxed Appropriate | Any pain expression | Any pain exprassion
Expression No expression with stimuli Intermittent continual
Extremilles | No grasp reflex Weak grasp reflex | Relaxed handsand | Intermittent Continual clenched
Tone Flaccid tone decreased muscle | feet clenched toes, fists | toes, fists, or finger
tone Nosmal Tone or finger splay splay
Body is not tense Body Is tense
Vital Signs HR | No variability with | Less than 10% Within baseline or | Increase 10-20% | Increase greater than 20% from
RR,BR 820, | stimuli variability from normal for from baseline baseling, Sa0, lessthanor
Hypoventilation or | baseline with stimuli | gestational age Sa0, 76-85% with | equal fo 75% with stimulation -
apnea stimulation - quick | slow recovery Outof syncor
recovery fighting ventilator /
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30/ehb oy lpizt
DAY-1 DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE E N M E M E N Remarks
; No signs of phlebitis /
1 IV site appears healthy Oicatts cantula 0 O O
One of the following signs is
evident : Possibly first signs of phlebitis
2 * Slight pain near the IV Site / / Observe cannula i O O
* Slight redness near IV Site
Two of the following Signs Early stage of phiebitis / D
A L Resite Cannula : O )
Pain at IV site Redness
:‘Iji:;r:? e lowIng:Siis 406 Medium stage of phlebitis / D
4 Pain along Path of cannula _I?esr:;Catnnula Consider 3 O /O
Redness around Site Swelling Ll
All of the following Si
.3 te 3 gx‘f ng ‘Slg.n SER Advanced stage of phlebitis or GD
Dol conlatiel the start of thrombophlebitis / 0
5 | Pain along Path of cannula : * 4 /O
Redness around Site Re site Cannula Consider
Swelling palpable Venous cord Treatment
All of the following Signs are
evident and Extensive : Pain Advanced stagg of
6 | along Path of cannula Redness | trombophlebitis / 5 0 O
around Site Swelling palpable Initiate treatment Re site O
Venous cordpyrexia Cannula
Pt 5
Signature of the Nurse @' é

NOTE : Phlebitis greater than grade 2 should be reported to physicians and other appropriate health care personal ongoing observation of the site should continue for 48 hours post removal to detect post infusion phlebitis.

Signature of Shift In Charge :

o] 0]V [11] - et S ST N L

Docu. No.

- RCH /FRM / CLINICAL / 137

NS i o s e

Signature of Ward In Charge :

SIGNAtUIE & ..o NI 2. conineronebimmassemessassassamsmsbaepessmssmsnses
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NURSING SHIFT HAND OVER FORM - WARD
TrEaHNG DOBOL: ...oc.neeernrsarssesssssamssssssassassmssepasssansss DepAINBNAL: wvi e immvosmtbomice: Date of AdMISSION: .........ocererrrersereene
Z | Diagnosis: Any Infection: [JYes [JNo [ Not Known
= iy
§ T e e e
o \‘26
2 | Area 6‘ L b i 2
S — 6’0 )
3 Shift Time 2 M
¥% | Medical Condition
= | (Any special condition to be noted): p .
Allergy: i &
ergy: 0 Yes/EKN}A U Yes-=No | T Yes E/N(y T Yes CINo | Yes 1 No | Yes 01 No
[ 74 © =
Tubes/Drains/Catheter: O Yes |0 Yes (TNo | Yes Wﬁes CJNo|CYes CINo | Yes O No
Vital Signs: Temp: | A §-4FraqeAb | a8 1T
= Resi tl;*ﬂl Yobln hﬂrb']..
% Sp0;: Z_| Qa, a0l
2 Pulse: |) %bl LBdb |\
& Bp: | I = = =
Fall Risk Score: < e B
Pain Score: - o= -
Safety Needs: X — -
@ Physiotherapy | = Yes [ Ne+tTYes CLNo | O Yes NGO Yes CINo |01 Yes C1No | O Yes (I No
g Others Specify: - e o
=
£ Special Diet: |0 Yes NG ﬂs ONelDOYes O NQ»CT Yes O No | Yes CINo | Yes CINo
E LY
S | Other Special Orders / Medications: — —
[~ ——
. s - ¢
Post Operative Procedure Special Orders: e =
. 4
Handed Over By Name : go!w \
Oy e /
Signature : M X
Date: e o\o W0 \ WH1 6
Time: ‘XP i AP _g)v\
Taken Over By Name : ( \\X N}r
_ A |7
Signature : :
Date: ‘30\5 ¢ \ #"'(\'1 .
Time: Rl&’)r it
AW LY

Docu. No. : RCH/FRM / CLINICAL / 097
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Patient Sticker Children’s . BII'thR& ht
Hospital . BY RAINBOW HOSPITALS
It takes 2 kot to treat the Hide. Your Right to a Safe Dallvery -
NURSING SHIFT HAND OVER FORM - WARD
Treating DOCIOL: ..o errsererer s ssessesaeseanes Department; .....cvvrvisnemeonemennens . Date of AAMISSION: .vuvvvevreersecssssssersees
= | Diagnosis: Any Infection: CIVes CINo  [J Not Known
'g IF YES SPECHY: vemeeenescreeerercereeriesessensreressenns
E
(-]
% Area - i ['o &
% Shift Time- !
= | Medical Gondition
& | (Any special condition to hs noted): .
Allergy: OYes ONo|OYes ONo [T Yes O No{OYes ONo|OYes ONo;OYes ONo
Tubes/Drains/Catheter: OYes ONo|OYes DNQ- o3 ¥es OTlo |0 Yes O No | Yes ©No |01 Yes ©No
Vital Signs: Temp: | =t -0} |5
= Res: MAN A
E Sp0,: . NESY
[7-]
2 Pulse: S Y .
2 BP: :
Fall Risk Score:
Pain Score:
Safety Needs: “
" Physiotherapy | C Yes ONa O Yes-ONo |O Yes F1No |0 Yes 03 No |3 Yes T No | £ Yes O No
@ . "
= .
g Others Specify:
= Special Diet: |2 Yes O No |23 Yes O No |0 Yes (1No (O Yes O No |O'Yes O No £ Yes E1No
E =
& |Other Special Orders / Medications:
[~
Post Operative Procedure Special. Orders:
Handed Over By Name : Vap
Signature :
Date: Toosa .,
Time: o
Taken Over By Name : i
Signature :
Date: i 4
Time:

Docu. No. : RCH/FRM / CLINICAL / 097
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DRUG CHART

BirthRight
BY RAINBOW HOSPITALS
Your R!gP;l to a Safe Delivery

Date of Admission: ?)D[&/Zé ......... Drug Allergies: .......c.ccouveen. MP;L ........................ ,E’Wn any Drug Allergies

FOR THE SAFETY OF THE PATIENT

GENERAL
DOCTOR

HN\}RSES

Please use only approved abbreviations (refer to Hospital's approved list of abbreviations).
- Use approved pharmaceutical names, BLOCK LETTERS, metric dosage. English instructions.

- Any changes in drug therapy must be ordered by a NEW PRESCRIPTION. Do not alter existing instructions.
- Discontinue a drug by drawing a line I through it and a similar line through subsequent recording panels.
- The date and time of stopping the drug along with the doctors name and sign must be mentioned.

Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.

- Only one chart should be in use at any one time. When the chart is full, a new supplement can be kept within this

drug sheet folder.
Nurses must follow strictly the FIVE RIGHTS before administration of medication.
1) Right Patient  2) Right Drug 3) Right Dosage  4) Right Route  5) Right Time

- AVOID TAKING VERBAL ORDERS. NO VERBAL ORDERS FOR HIGH RISK/HIGH ALERT MEDICINES

(EXCEPT FIRST DOSE OF EPINEPHRINE DURING CPR). Follow Hospitals's Verbal Order Policy.

S0S / PRN (As Required Medication)

>

DRUG: M 1DAZo A™ 3’: Dty

= “\“'f S? 2. Lg

J T@&
Dose Route | Frequency StartDate

of
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Doctor’s Signature | Valid Period Ptzg
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ddltlonal lnstructlon
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E Qrsl| Soy 3-(g

6: Syp- IBvaesc

“Dose | Route |Frequency |Start Date

by

Doctor's Signature |Valid Period %
r/ i

__LIVJ\

Additional Instructions: —

Verifi

Date
Tir'ne

v

DRUG :

Dose Route | Frequency |Start Date

Doctor’s Signature |Valid Period| Pharm.

Additional Instructions:
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Master RAYANSH V
14-11-2026 0Y7M16D (M)
Dr, PRITESH NAGAR
WA REGULAR PRESCRIPTIONS  Weight 7% 4. Ward. ............
. = Dater Vi
DRUG: Tn7 Cg e (f xong Time o |
Dose | Rdute |Frequency |Start Date w
0omg| 2v | 2D [zolelad |
Name & Signature of the Doctor W) NV
Starting t@mgs: g &’IW J‘C>
. . \
2 2ok
Additional Instructions: (P J
e w Boml XS,
Pt oVl D hepss "
Daily Doctor’s Endorsement by a Sign LY
TI P (e, AW L) Date} ¥
DRUGQ pPCm &vopﬁ Til;ne'}'hk\ﬁ\
Dose | Route |Frequency Star Date| N Ji
-2ml| Po |QIDE goél)r. T %4 =
Name & Signature of the Doctor i o
Starting the Drugs: GFETX ]
L - pethrr YA
Additional Ihstructions: VA,
(100 mg(mﬂ ) 0324
Wl ¢
Daily Doctor’s Endorsement by a Sign Y
Dater }
Dose Route | Frequency |Start Date ¥
Ia |one/ | BD el ¥ '
Name & Signature of the Doctor
Starting the Drugs: M
Bl = 0 |
Additional Instructions: b pon @/ E ‘
- (1eBAzAw l
Cwrdso)
/
/
Daily Doctor’s Endorsement by a Sign /Y
DRUG : %?;ee
Dose Route | Frequency |Start Date )

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign
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14:11-2026 :\"7 M16D ] Weight. ...ccoenreiennens Ward. vreveeresenienns
Or, PRITEBH NAGAR
Date»
Time Hurse Sig. Nurse Sig. Nurss Sig. Nurse Sig.
HHHHHMHI o : : : :
- . Dose Doss Dose Dosa
DRUG : Br. Sign. Or. Sign. Tr. sign. Dr. Sign.
Route Sta rt Date Dose Dosa Dose Dose
i' Dr. Sign. . Slgn. Dr. Sign. D, Slgn.
)|
Name & Signature of the Doctor Dose Dose Base Dose
Dr. Sign. Dr, Sign. Dr. Slgn. Dr, Sign.
Additional Instructions: Dose Bose Dose Boss
Dr. Sign. Dr. Sign. Dr. Sfgn. Dr. Sign,
VARIABLE DOSE Date>
D Time Nurss Sig. Nurse 8. ] Nursa Sig. Hurss Sig.
) Dose Dose Dose Dose
@ DFI‘UG : Dr. Sign. Or. Sign. Dr. Sign. Dr. Sign.
. ROll.ItB Sta it Date Dose Dose Dose Dose
[k}
% Dr. Slgn. Dr. Sign, Dr, Sign. Dr. Slgn.
=3
“ | Néme & Signature of the Doctor Dse Doso Doss Dose
: Dr. Sign. Dr. Sign, Dr. Sign, DOr. Sign.
Adiditional Instructions: ose Doss Dose Dose
Dr, Sign, Dr. Sign, or, Sign., Dr, Sign,
STAT / ONCE ONLY DRUGS
. Dosage & Other ;
Date Time Medication Instructions Route Signature Nurses
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Weight. ~2.:.8"......... Ward. .....................
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Rainbow® : S
Children's | @ BirthRight
Hospital BY RAINBOW HOSPITALS
It takes a lot to trest the Rte. Your Right to a Safe Delivery

MEDICATION RECONCILIATION FORM

DIUG AIBIGIES: «...evveeseesseeseesessssennes N0 A | I

Medication Reconciliation will be done at the time of admission and also whenever there is change
in the treating team or shifting from one unit to another unit.
(Example: at the time of admission shifting from ICU to Ward, or Ward to ICUs)

ot known any Drug Allergies

SHIftiNG FIOM: vvvve s fZo e sensesessesssssssssssssssse Shifted 10: oo AL ZUED e
ON
MEDICATION NAME DOSE ROUTE LAST DOSE
S.No | (GENERIC NAME CAPITAL LETTERS) | (mg, mcg) | (PO, NG, SC, 1v) | FREQUENCY | pore / Time ’/‘gﬂ:ﬁﬁm
1 Oc Ooc
2 Jc Odnc
3 Jc¢ CDbc
4 Jc [Jbc
5 OC ODC
6 OJc Obc
7 OCc ODc
8 Oc¢ Ooc
9 1616 CIDG
10 Oc bc
* C- Continue, DC - Discontinue

MEDICATION HISTORY RECORDED / VERIFIED BY

Doctor Name & Signature : 'OI‘IH;({PJ’,\CL‘L\\ ..............................

Date & Time : ?P/ﬁ (%6..2.. 2, 0 Y

Nurse Name & Signature: .. 87;.\0 o

Date & TIMe : ..uveerssuseens ..9/6/2’@ ........ PN
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| -3/0"" Children’s ® BirthRight

AT Hospitai _ | (e
NUTRITIONAL HEALTH ASSESSMENT - BOYS

Date,%j 6 / 2—‘6 Time: J;HQP"\

Weight: ...... :} 'glﬂ ..... Centile: lO-[L‘ ............................................................................................................................
Height: ... 6‘ H L2 CONIE: .o ssea s / .........................................................................
Inference: ........ mnclgjh)ﬂ]ﬁ"\"l' CA‘I&& ..............................................................................
117 Y W o, calories: AR L.ca. ik& jcf« ..... Protein: .f.x 60#‘15 k\‘]/d« .........

Dist ROCOMMBNOAONS: «uuvorsinniitemstines i oritotsaiss o vaiessvham e Sesus e Iox ot A sa s sasl e oni va SoHo N e e A o SR O S s
Re-Assesment ‘5%&!3& ....... @ hJCL&Wl\I«Ej rﬁ)ﬂals ........... 4 H’é& ...... adn?ﬁ(bd ............
Food Allergies: ..................... | N1 O Veg/Non-veg ................ NDN’\/@? ....................................
_ Diagnosis: ...... Sl i F] O..... ——F(S/ l::ﬁ( CZS(%:V\VG:—S ..................................................................................
~Nutritional Intervention - ral [] Enteral ] Parenteral
Patient’s Signature: ... YT ..o isismisnniains:
GROWTH CHART (BOYS)
Birth to 36 months: Boys 2 to 20 years: Boys
Length-for-age and Weight-for-age percentiles Stature-for-age and Weight-for-age percentiles
Bith 3 [} 9 12 15 18 21 In em 3456789101112?31-‘!151817131820F_I_
- aGE (MONTHS)—— P=zE SESSSSSSssssEs AGE (YEARS)====F ]
SSEEEEEEIEER : g% = EEEEEEEECCAL; Tt
= o o N Fest= —ESZES o [
e P Dol ‘ :
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Birth 3 6 2 12 15 18 21 24 27 30 a3 36 3 4 5 68 7 8 8 10 11 12 13 14 15 16 17 !S 19 20

Dietician's Name .................... 5%%»%\@1 ............................ Dietician's Signature .......... % ............................

Docu. No. : RCH /FRM / CLINICAL / 160 (PT.0)
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7 ;Trm’::... 0Y7M16D () VJ} — j@‘b‘{—" Rainbow’ . . 4 =

e i ¢ BirthRight

W Fospital - | (o
Emvcnucives oo o... TRIAGE FORM

Patient’ s Name : ﬂa&’l’ ......................................................................... 4 rr{ Pﬁ Gender~T | Male [ Female
Date: .../ & /.2—5 ....................... Time of Arrival : ....... jp") ................

\

Allergies: o [IYes [ Food [] Medications [T] Blood Transfusion [T] Other (SPEcify): ....cccooovivcivicceieiiiiisniicsiieianas [] Not known
Source of Informattcm/:?’a;ents [l A IR [CSPBEIINY v-eoivecovesirsssonsssnsmsmbaadssiismsssiess s w5 AL 34 AR R SA AV R S S5 2 SAR S Y SRR
Mode of Arrival : | Ambulatory ["] Wheelchair [7] Ambulance
@
Initial Vital Signs:  Temp: A~ IHJ—HJ BP: . sp0,: G- o n L E{)‘? Sod
Chief Complaints: A ’; ’pﬁ V... %!"?ﬂ. f L \{ {BS'J'Q’I‘QL A 5 e.f?u e..__
INITIAL PHYSIOLOGICAL CATEGORIZATION INITIAL PHYSIOLOGICAL STATUS
yance A g%ol Breathing ,D’ST&NB
Normal Normal O Increased OJ Unstable :
[ Sick Looking Circulation / Colour [ Decreased [ Gasping/ Apnea -] Not - Life - Threatening
;«No/rmal [J Abnormal [ Bleeding O] Life ~Threatening
Triage Classification CTAS
[1 Level 1: Resuscitation 1 Immediate
[l Level2: EMERGENT : Life or limb threatening [l < 15min
Level 3: URGENT : Significant iliness / injury with potential to become life or limb threatening & 3gmin
/ Level 4 : LESS URGENT : Significant illness but not life threatening /C/GO min
Level 5: NON - URGENT : May receive care when convenient 1120 rqin
NOTE : All immunocompromised children and preterm babies to be considered Level 2. “wk}_/\/a—-'

All Children less than 2 years age with high fever to be considered Level 3.
d g ¢ Signature of Parent / Guardian

* CTAS - Canadian Triage and Acuity Scale Triage Completion Time : N lﬂPW\

Communicable Disease Triage Screening

PART A. The following questions should be asked to all PART C. A positive communicable disease triage screening is
patients at the initial screening: considered for any patient who meets one of the two
1. Have you had fever (elevated temperature) in the past 2 (] Yes [ MG following criteria:
weeks | Any patient with Fever / Rash / Vesicles / Discharge from Eyes
2. Have you had cough or a rash in the past 2 weeks Tves Mo and Cough
- - : [ Any patient with fever and respiratory symptoms who answered
3. Have you had shortness of breath or difficulty breathing in [ Yes /No/ “YES" to any of the questions on epidemiologic risk factors in

the past 2 weeks “PART B" of the triage screening above.

PART B. For patients reporting fever and respiratory/rash

symptoms: | Not applicable PART D. ACTION / INTERVENTION: (for positive suspected
1. Have you travelled outside the INDIA? or had close [ |Yes /Nn communicable disease triage screening)
contact with someone who has recently travelled outside

the INDIA, in the past two weeks? [1 Patients should be immediately isolated in a negative pressure

U0, STAD LORENAMS <ccotstipsioisssniinsliins son | The patient should be given a surgical mask immediately, if not
2. Are your parents / close contacts at home is/a healthcare [ Yes \'])e/ already wearing one.

work_er.? {pleage enc:rclg the choices} (e..g.. e, 1 Both patient and triage staff should perform hand hygiene.

physician, ancillary services personnel, allied health

services personnel, hospital volunteer, or laboratory The staff should use PPE (as appropriate).

worker, others) who has had a recent exposure to an

individual with a highly communicable disease or

unexplained, severe febrile respiratory or rash disease?

room or a single room (as appropriate) for pending evaluation.

Name of Triage Nurse : ......... ..g

Date & Time : 50/£/2‘6é) .......... g '@P’”’\
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It takes & lot to treat the littie, Your Right to a Safe Delivery

0'{7“1‘0 (M)

NURSING INITIAL ASSESSMENT IN EMERGENCY ROOM

Jordosy

Date:.......gﬂ./é../éé ... Time of arrival : .. %Pff)

Chief Complaints: ....... /60 ............ :ﬁf,\fﬁ?l ......... 9"0'/\(& ...... \(e) .................... RBS: ...
[0 15 S Weight : 7&%._,%[ ! sisseesvivnnse TOA0 GHOUSIGIONCE (€2 YORIR) i ivisassssmmmminsiiusnase
Allergies: [1Yes _L‘/No/ | I Medications [ Blood Transfusion (] Food I Other: ..cooooveeieeceeeieecee

H VS BIHIY . oniesssinssmsinosavimssmininmsissssenimmi e s R oS B TR AR T AR
Pain Screening: | Yes [ If Yes, Pain Score: ................. Pain Tool Used: [ N Pass [J FLACC [ Wong Baker

RISK FOR FALL: Functional Screening: /&o’Abnormaimes Detected
p/fpatient is < 6 years ] Mobility Problem
tick below fall risk intervention directly ] Walking Problem

] If Patient is > 6 years
Assess the below parameters
History of Falling: within past 3 months (] Yes

(] Developmental Delay
L] ' i
m Musculoskeletal Congenital Abnormality

Ambulatory Aids: Inform consultant for positive criteria
* Wheelchair 1 Yes E/ 0
[ ] Uses fUmItUFE for SUDDOTt D Yes ;N/O ................................................................................
Gait/Transferring: P
* Bedrest/ immobile 1Yes ZTNo . .
Nutritional Screening: iti
o Weak OvYes 7 No O et g Q’\G Abnormalities Detected
¢ |mpaired [1Yes “TNo O o . ﬁ
Mental Status: Forgets limitations [1Yes /E’No - Overweight
(] Feeding Problem
IF YE§ FOR ANY c-ATEGORY = RISK FOR FALLING O Specialdiet
Fall Risk Intervention: O Special feeding method
[] Escort while ambulating P g
[} Assist Patient Inform consultant for positive criteria

(] Educate patient and family on fall precautions/prevention

Psychological Screening: ,IZIﬁo Significant Findings

Unusual concerns about patient's Psychological Status: [ ]Yes /LZrNﬁ

If Yes Consultant Notified: ...................c.ccooeevviincnnennn (Date/TIMe): ...
Social History: Lives With cﬁzrm

Siblingsinhousehold (] Yes ;mo/ (YBS HOWMANY?) oo

Time of Initial assessment completed by ER Nurse : ........ Z.4 "’?P .......................
Docu. No. : RCH /FRM / CLINICAL / 120 (PT0.




Nursing Notes (Including Labs / Medications / Other Care):

Time Nursing Notes

W Ao5ess  dhe  gb(ondrfren
menptore  the ' wtls

Samples collected by: M Time: -
C)\JL
Samples sent by : Time: W

Medication given in ER:

l
%ﬁ%/ Medication Route ' Dosage & Instructions Dggr?r | s Ng:ﬁ
|
| |
| |
] { |
| »
Condition of patient at time of shift - out : i Details of Shift - out
HR: &‘U«B)M BP: ...... 6(8/ ] Ep— : Shift - out from ER to: . wcwé ................................
AR s i ' Time of Shift - 0ut: ... S\ 2O e
GCS:nriereeeeane Temperature : l'}p‘ ....... )
I R RONOE DIVEN WY oo i swmmans s s cesaayionssiss
Pain Score: ............... ' (Nurse’s Name)
Repeat RBS (if applicable): ...........ocovveevveeverieerienenes '
|

Tick as applicable: =) MLC U LAMA “IBROUGHT DEAD

Procediires done With detalls (I BHY): ... issssrssissomsnarsmss siassnsssssisssssimsssssssiassmssassnsss revomssssaiiBn omnissiis st ssnssmssnsyssrsas
............................................................ TAN e AL RN O R
Name of the Nurse : 9 hang. ... e Signature of the Nurse : @/) ..........................................

Date & Time : BDZUJJ@ ll}pyr\




