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Bed Side
| Structured Handover done \{e,} €)
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Arterial Lines No | o
Feeding Catheter NO | \e {
Urinary Catheter NO |Nb
Skin Care “{ 2 Je)

Eye Care U\LQ L/ e)
Mouth Care C{‘(} \_f@
Sterillum Bottle, Stethoscope \{O "{@
Suction Bottlg (Should be clean & empty) L{b ‘-{-65

Intubation Tray e | N

(Loadod Syinges with Midazol
oaded Syringes with Midazolam

i and Flush) ST
Ampoules of Adrenaline

Ventilator Tubing, (Any Water, Blood) | **¢ INTS

Humidification e | ey

Check all Infusion \

(Labelling, Correct Preparation) bf %, "f@

Chest Physio & Neb 4 },5 A,
Handed Over By Name : \..,‘Q.,\ %,
Signature : % .
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Rainbow Children's Hospital - Guindy

Door No.157 to 160, Anna Salai, Guindy, Guindy ,Chennai  Tamil Nadu, INDIA ,600015.

TEL NO :044-40122444
WEB : https://rainbowhospitals.in

ADMISSION SHEET

Registration Details :

LT T T T

Admission No : IP18-00036723 Admit Date : 02-Aug-2026 Admit Time : 0510 PM UHID : GUC-00071090
Patient Details :
Patient Name : Baby YAZHINI.T Age 2Y4M15D
Guardian : THIRUVENKATAM SADASIVAM DOB : 18-03-2024
Gender . Female Religion
Occupation Martial Status
Address (H) : 81 sunil taren ngo colony second main road Phone No 1 9790586092
égg{;rétéakkam Chennai Tamil Nadu INDIA E-mail : thiruvenkatam001@gmail.com

™
Aamission Details :

Bed Type : DAY CARE Bed No :ER 101 Ward Name : OF-EMERGENCY
Room Ne : ER 101 Admission Type : First Visit

Contact Details :

Name : THIRUVENKATAM SADASIVAM Relationship  : Father

Contact Address : s1 sunil taren ngo colony second main road  Phone No

Adambakkam Chennai Tamil Nadu INDIA 600088

'3 E .j/LMMIIC»\,V\’}

Signature

@ tor Details :

Doctor Name : Dr. KARTHIK NARAYANAN R

Referral Doctor : Dr. Karthik Narayanan R

Co-Consultant

Specialisation  : PEDIATRIC INTENSIVE CARE

Phone No

—

Payment Details :

Payment Mode :Cash

Deposit Amount  : 0.00

Payor Name . SELFPAY

Printed Date / Time : 02/08/2026 17:16

Printed By : 013782 Page 1 of 2







1% € Rainbow Children’s Hospital - Guindy
Rainbow . Door No.157 to 160, Anna Salai, Guindy, Guindy ,Chennai , Tamil Nadu, INDIA ,600015,

Children's s TEL NO :044-40122444
Hospital 'R . h’ o WEB : https://rainbowhospitals.in
GENERAL CONSENT FOR TREATMENT
Patient Name: Baby YAZHINIT Age : 2Y4M15D
IP No: IP18-00036723 Sex: Female
Consultant: Dr. KARTHIK NARAYANAN R Ward/Bed No:  0OF-EMERGENCY/ER 101

The undersigned patient and | or responsible relative or person hereby consent to and authorize Rainbow Hospitals doctors
nd medical personnel to perform medical examinations, conduct routine investigations and administer medical treatments,
outpatient procedures, minor dressings, vaccinations and immunizations during the course of the patient's care, as in patient.

Patient, be deemed advisable or necessary.

In giving my general consent to treatment, | understand that | retain the right to refuse any particular examinations, test,
procedure, treatment, therapy or medication recommended or deemed medically necessary by treating doctors. | also
understand that the practice of medicine is not an exact science and that no guarantee have been made to me as the results
of my evaluation and | or treatment.

| understand that | shall not bring valuables to the Hospitals and that the Hospital will not be responsible for the loss,
destruction or theft of my personal belongings. | assume full responsibility for all my personal items and release the Hospital
from responsibility and liability for such personal items and valuables.

"l am aware that during the patient care it is inevitable that certain re-useable equipment shall be re-used after sterilization
and disinfection. | am informed that the hospital assures maximum level of precaution and care in sterilizing and disinfecting
the equipment and monitors the whole process as per evidence based guidelines",

Note:

1 We do not allow use of medication brought from outside by the patient.

2 | have received attendant passes as per my room category. | understand that | have to return it back at the time of final bill
clearance. In case of failing the submission, | will pay 200/- Rs.

(ReMivers Signature:.......ﬁ...-ﬁ‘:.%\mIC/LM*

3 IP Guide book has been given to me and | have been explained about the Hospitals rules and policies.
4 Financial and billing counseling has been done to me.

Zg/‘H,\J A

Signature of Patient/Relative: -

Name: THIRUVENIK ATAM SADACWAMNM Patient Address:

. sl - s1 sunil taren ngo colony second main
Relationship: FEATHE 12 road Adambakkam Chennai Tamil
Date: 2 - Ay - 2020 Time: Nadu INDIA 600088

Wittness Name: &—} bov \'\f—a,
Wittness Signature: {7&/

Printed Date / Time : 02/08/2026 17:11 Printed By : 013782 Page 2 of 2
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BILLING POLICY

> Billing Cycle: - Bed charges will be calculated based on 12PM to 12PM checkout. Settlement post 12PM, room rent
will be charged for half day extra & post 6PM, it will be charged for full day. Less than 24 hours stay will be considered
as one day.

> Room Rent inclusive of Bed, Nursing, Consultation Charges and all other charges, like Diet, Investigations, IP or OP
Procedures, Equipment, Cross Consultations, Blood/ Blood Products, Implants, Ward Consumables, Infection
Preventive Measure Charges, Pharmacy and Consumables will be charged extra.

» 5% GST Charges applicable on more than INR 5,000/- Bed Charges which was effective from 18.07.2022 as per the GST
Council.

> As per the G.O.I. guidelines, we can collect Rs 1,99,999/- only in cash mode, balance patient can pay through
Credit Card/ Debit Card/ NEFT / RTGS / Demand Draft and Online Payment.

» In the event of TPA / Cashless denial or approval not received due to any reason then hospital tariff will be
applicable and any discount or special rates given to TPA's / Corporate won't 9eapplicable.

P If the Surgery/ Procedures performed in emergency hours (8PM-6AM), Public Holiday and on Sunday will be
charged 30% extra.

Asst. Surgeon and Anesthetist Charges will be charged 30% on the Surgeon Charges,
Admission will be done according to the ward category chosen by the patient; charges will be applicable as per the ward
category. All charges vary as per Room category, except Pharmacy and consumables,

>
4
™ Patient / Guardian Self Attested Government ID proof is mandatory to submit at the admission,

> TPA/Insurance Processing Fee applicable for all Insurance Cases.

> Inour hospital there is "No Discounts Policy". Kindly co-operate.

>

4

>

4

No Duplicate/ Second copy of OP or IP bill will be issued.
In case the patient is shifted from lower category to higher category, all the charges like consultant visits,

charged as per dual occupancy.
Room eligibility is purely subject to TPA approval. Proportionate difference of the bill amount is applicable in case the
patient opts for higher category higher than the TPA approved. which has to paid by the patient and may not be
reimbursed by the TPA / Insurance Company at later stage.
» For Non - Medicals, Disposables, Consumables, Infusion Pump, Taxes, Implants, HIV/ HbsAg, Medical Records,
Insurance Processing Fee, Double Occupancy and Registration Charges, Etc., credit cannot be extended. These items are
not payable to us as per insurance company norms (Depends on the TPA/Insurance Co. T&C).
It takes time for cash discharge is a minimum 3-4hrs. and in the case of insurance, it will take a minimum 6-7hrs,
Difference, if any between the final bil] amount arid amount permitted / approved by the TPA or total bill amount in case
of denial from TPA, has to be paid by the patient.
> Two attendants are permitted with patients in Deluxe, Private Rooms and only one is permitted in the rest of the
o categories of rooms. No attendant is permitted in ICU's.
All the refunds more than Rs.5,000/- will be refunded through NEFT within 7 Bank working days.

DECLARATION

[ have attended the Financial Counselling desk & understood the expected costs & other conditions applicable, In this
case, the TPA/Insurance Company rejects the claim for whatsoever reasons at any point of time after discharge. I
promise to settle the claim with the hospital as per Hospital Cash Tariff.

Patient Name : w@m UHID Number : Gut. ~0o0 100

Self/Attendant Name :"Tt"-" v v_ovy at-oum SM{Q\\“@\ Relation : !:dj—lL/uL
/r?elf/ Attendant Signature :  (° "J’LWLIQ-M-,-] Name & Signature of Financial Counselor

Phone Number : O]_f—‘ﬁ DSR ¢ 094 —

RCH/GDY/FRM/CLINICAL/426
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_Government of India

I Sl L sene wimen .é-,_;,:mamu_: DiSHLOLIL
“Unique Identification Authority of India
LZCeuL’ () 6Tevdr/ Enrolment No.: 2193/11808/11862

To
SBEURSEL b F5rleuih
Thiruvenkatam Sadasivam

5/0 Sadasivam,

NO348B,
KETHUNAW\KKANPJ‘\TTIPUTHUR.
VTC: Kanavaipudur (r.1,),

PO; Kethunaickenpattipucur,
District! Salem,

State: Tamil Nadu,

PIN Code: 636354,

Maobile: 9790586092

Signaturs Not Verified
nn‘muz_ of i

il 2025003 055654
b sy

o 2 MISEIT QL&Y 6T6v0T / Your Aadhaar No. :
, - 38777896 8277
VID : 9180 2449 5353 8764

STEUTER] A, IT(T, ST6BT &) Siev)L_uImenLh

EBGeunisib sm1douh
Thiruvenkatam Sadasivam

Umba mratt/DOB: 22/12/1995
<B4,6791/ MALE
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Aadhaar is proof of identity, not of citizenship
or date of birth. It should be used with verification (online

entication, or scanning of QR code / offline XnL).

Govemment ot India AADHAAR

§
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B Aadhaar is proof of identity, not of citizenship or date of birth (DOB), DOB
Is based on information supparted by proof of DOB document specifiedin
regulations, submitted by Aadhaar number holder,

B This Aadhaar letter should be verified through either online

authentication by UIDAI-appointed authentication agency or QR code

scanning using mAadhaar or Aadhaar QR Scanner app available in app
stores aor using secure QR code reader app available on
www.uidal.gov.in.

m Aadhaar is unique and secure

m Documents to support identity and address shauld be updated in
Aadhaar after every 10 years from date of enrolment for Aadhaar,

w Aadhaar helps you avall of varlous Government and Non-
Government benefits/services,

| Keep your mobile number and email id updated in Aadhaar.
® Download mAadhaar app to avail of Aadhaar services.
|

Use the feature of Lock/Unlock Aadhaaribiomelrics to ensure security
when not using Aadhaar/biometrics.

IJ Entities seeking Aadhaar are obligated to seek consent,

&aufl:
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Address:

5/0 Sadasivam, NO348E,
KETHUNAYAKKANPATTIPUTHUR. Kanavaipudur
(r.t.), PO; Kethunaickenpaitipudur, DIST: Salem,
Tamil Nadu - 636354

3877 7896 8277 x ViD 19180 244953558764
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It takes a lot to treat the little.

PEDIATRIC IN-PATIENT
MEDICAL RECORD

Patient Nar_ne:

GUC-D0071090 IP18-00036723

Baby YAZHINLT

13-03 2024 2Y4M 50 (F)
ARTHIK NARAYANAN

Department: - IHl"|"|||||||II|""‘l”ll"“““

Consultant:

UHID ID:

(PTO.)

Docu. No. : RCH/FRM / GENERAL / 065




Patient Sticker

Pediatric Multiorgan History & Physical Examination

Age/Sex —

Name: _ =
Relationship

Information given by:

Chief Presenting Complaints & Duralinnl(chronoiouically}
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GUC-0007109¢

P18
Baby YAZHINLT 00036723
16-03-2024 2 ., M
1
Dr. KARTHIK NARA 5 °

| IIH"IHHMIMIHI Illllll”!l

revious Invakﬂgaﬂon or treatment) '

No . byrvioud a i sE7eng .
! -

. Birth & Neonatal History: Family Chart

Term’ NVD T f?mum’ 3 ﬁ”bﬁ’/wed“iﬁ e %
No NICw s&@ e

Birth & Socio Economic History: /’

About Father : 9 :

About Mother : : L oY) | )\—H 0 Wheeing

Any additional Information : ( Ptk & ynef

n;avnlopmanlal History : ;> ﬂ%{ Tﬁw‘{ e
| 1943 gt
| FY] U
Immunization History :

A{m Lafy cm %Qe,{ 18P

Anthropometry :
Head Circum (cms) — (Centile ) Height (cms): —______ (Centile)

Weight (kgs) _U%_ (Centile — )

(m Examination :

¢}
&mperature _48F _ puseRate: _lﬂi_m_m B.P . SPO2 UABVRSS
ReSp rate and type of breathing: __ 96 )mu—) _ Mo = ecR@® TAD , S AP -
Rash /] No-

Lymphadenopathy (T

Oedema : \
T WA
Allergies (if any) N

(FT0)




Patient Sticker

Respiratory System :

Inspection (any s/o distress) :

Air entry & breath sounds : Bl (A€

Any addes sounds : BlL vilerze®

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

Cardiovascular System :
Inspection of procordium :

Heart Sounds ; <182 ©

Any murmur : @

Relevant data from outside (Chest X-Ray, ECG, ECHO, stc.,) :

Per Abdomen :

Inspection :

Palpation : o b ) No AbhJensipy
Ausculation : BS @

Spine : External Genitelia : - @

Relevant data from outside (CT, USG etc.,)

Central Nervous System :
Level of Consciousness : AVPU/GCS score : NEVES-

Cranial Nerves :

Motor System :

Nutriton : @

Tone:

Power

Co-ordinator :

Posture :

Involuntary Movements :




Patient Sticker ‘l

Reflexes :

DTR

Plantars ‘ V\E

Superficials:

Sensory System :

Biadder / Bowel :

BIiniTal Summary & Diagnostic:

Newte £xo(esebohoy @ﬂr: wlieeze

Pediatric Multiorgan History & Physical Examination

Preventive aspects of the treatment:

Desired goals of the treatment :

I’lann_bd Labs:

Claent x m\t}p

7 B
Signature of the Doctor: ..... it ot Y

N o
Name of the Doctor: ...S[).x.-.&:..mot.m.[mﬂ.&ﬁmt
Date & Time: D}[Dslw‘?é,;z@m

Planned Management

AL lonalia ALY Sl N
G MHedagront G8H IPMa W

Cp [“\gK\OL} ~-{TAT &30
NIy fadoeM @AM 0*-5'n~3-

Signature of the Consultant: ...........cccooeviciinin

. Name of the Consultant: ......ccceveiemimieniniiiiinienins

Date & Time: ...
(PT.0)




[ Patient Sticker

DISCHARGE PLANNING FORM

NOTE: * To be completed by a Bocl'or within (24) hours of admission.

1. Anticipated Date of Discharge: ..........

2. Destination Post Discharge: [J Home

Family Members Notified (Person Contacted)
O Transfer
Hospital Faciftty Notified (Person Contacted)
3. Discharge Status: 0 Self Care O Family Home Care [ Home Professional Assistance
01 Needs Assistance In: Remarks

O Medication OYs  ONo

O Bathing O Yes O No
O Eating 0O Yes O No
O Walking O Yes O No
-EIDrassiing 0 Yes I:'INb

O Toileting 0 Yes O No

4. Nutitional Plan: N
[ Dietary Instruction Discussed with the:
O Patient O Family Member

5.  Discharge Planning Discussed with the:
[ Patient [ Family Member

6.  Patient/Family Educational Plan:
O Educational TOIC/S: .............cocumeniviasnrennn

.0 Others:

[ Others:

.........

...........

[0 Patient's Educational Topic/s discussed with the:
[ Patient O Family Member

DOCLOr SIGNATUTE: .....ooeeeecececismersense b —
DOCIOT MAMES vt s assa s s

Dk AN TIOL . 5. rn o esmmsmmmssisbiisai e i s
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PROGRESS NOTES AND DOCTOR'S ORDER

Date '
& Time Progress Noles Doctor's Order
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Patient Sticker

- RESULT SHEET

Rainbow®
Children's
Hospital

0 tmhas & lol b0 et ey i

@ BirthRight

BY RANBOW HOSPIALS
‘Your Right 1o & Sate Delivery

Date

Time

Hb

PCV

RBC

WBC

N/L

Platelets

CRP

ESR

PCT

RBS

Na

K

Cl

Ca/Mg

Phosphate

Urea

Creatinine

ALP

SGPT

SGOT

T.Bill/Conj

T.Proteln

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
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Date

Time

CUE - Alb

CUE - Sugar

CUE - Ketones.

CUE - PUS Cells .

CUE - RBC Calls

CUE

Stool Pus Cell

OVA / Cyst

Occult Blood

Culture and SQnslti\fitios i

e T T T

Radiology : USG:

-----

X-Ray :

ECHO:

CT:

Others (ECG, Contrast Studies etc.,) :

N

¢ e
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Baby YAZHINLT oz
18-03-2024 2Y4aM15D ) Rainbow"® .

Il

BY RAINBOW HOSPITALS
Your Right Io 2 Safe Detivary

Dr, KARTHIK NARAYANAN R Children’s . Blrtthght'

AR Hospital °
DRUG CHART

VERIFIEDBY : Name .

Date of Admission: Q\\%(D‘Q’ Drug Allergies: it e R o I;Huﬁmﬂwn any Drug Allergies
FOR THE SAFETY OF THE PATIENT

GENERAL
DOCTOR -

NURSES -

_ NinesnwstfolowsﬁcﬂyﬂwFNEmGHTSbefﬂmmmmnofMdicaﬂon.

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 :

Date ’ ’ {

Dose [ Route | Frequency [Start Da

Doctor's SiunaMre-!Vaﬁdeod Pharm.
Additional Instructions: Vi

DRUG :

Datef T l’

Dose | Route Frequency [Start D

: | Doctor's Signature Valid Period| Pharm.

L

1 o 5g

Additional Instructions: J
: ) ] . L [ 7]
i mﬂ: b | ] ]

Dose Route

Frequency Start Daﬂ ]

e S

Doctor's Signature | Valid Period Pharm, j“‘"‘“" S :};————“-____

! Addi'tiona! Instructions: I ‘]I:*————h——-——-———___ﬂ______

] - i

Docu. No. : RCH /FRM / CLINICAL / 118 Page: 1/4 (PT0)
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Baby YAZHINLT
13-03-2024 2 Y4M15D (F)
ANAN R , i
m m“mm““““m Rl REGULAR PRESCRIPTIONS  Weight ....\,\.w&.“. ward.... 6D, oo
DRUG: NjE - LEVOLIN - D.i;i'a\& 9 —
Dose Route | Frequency [Start Date|t+) / -
wsme] P/ | B |2loshHand Y o
Name & Signature of the Doctor o /=d )
vid =9 A 2
S th )
tarting GDW ’ '}‘QNI (& \ 1 -YB‘ .
| Additional 4 ﬂ!?q 9{ = | __ Bl
itional Instructions: | i )
_"Qg_ —
U
Daily Doctor's Endorsement by a Sign
Date} '
s Nop. BubeCorT [oeps| 1olf .
Dose | Route | Frequency [Start Datelly & JAL R L 4
0-Smy P/IN | Ri2H }[@Sb& 7 _‘ - i
Name & Signature of the Doctor '
Starting the Drug@oﬁ,{
s ’
Additional Instructions: otV]
\
Eally Doctor’s Endorsement by a Sign
DRUG: TNG HDROCDORT \{, ra,\?
Dose | Route |Frequency [Start Dat ,.'30 AKX (a4
B8 mgt N SGH }losbuﬁ‘m7 ] o
Name‘d Signature of the e [GY
Starting the Drugs: : F""
Agbu” 119 & | N ")
Additional Instructions: Nl % ey
\G =
P
Daily Doctor's Endorsement by 2 Sign \
pruG : &IP- MucoL L TE Dater .\ 3\3
Dose | Route |Frequency |Start Dat k1 7[“{/ K s
2eml| Ve \ 21ghd A/
Name & Signature 01 the Doctor ) / =
Starting the Drﬁ( ( \DW L—
u
/t s 1-9 b
Additional Instructions: SR
Daily Doctor's Endorsement by a Sign L__#L___;:-_ L____E_L_

Page: 2/4
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Baby YAZHINLT

18-03-2024 2Y4M150 (F)
Dr. KARTHIK NARAYANAN R .%
C 00O Chitdren's | @ BirthRight
Hospital_ | () naemeth
Sheet No ............ REGULAR PRESCRIPTIONS Weight ... Ward...........
| oaus: Neb Cevouiy T s lomer LT T
+| 9% Dose fbueult; I%zuﬁﬁcy' Stari Dt /1 . ,’ ’[
Name & Signature of the Doctor | P4 |
Starting th Drugs;
by y ﬂ ] Y l
| Addttional Instructions: o [ ]
|
| Daily Doctor's Endorsement by a Sign ?M ] l
@ [ onue: patek ] | 3 ]
Dose I Route | Frequency [ Start pt. ]
Name & Signature of the Doctor
fa: Starting the Drugs: : T
5 |

Additional Instructions: o = e

Dally Doctor's Endorsement by a Sign

l

DRUG : T |
I

l

Dose ’ Route | Frequency [ Start pt.

: | Name & Signature of the Dogtor
™ | Starting the Drugs:

VERIFIED BY : Name

Additional Instructions: __4

Daily Doctor's Endorsement by 2 Sign !
Date

DRUG :
Dose | Route Frequency | Start Dt.

Name & Signature of the Doctor
Stlarﬂng the Drugs:

Addﬂional Instructions: . ]

4 ! |

L]

Dally Doctor's Endorsement by a Sign
Docu. No. : RCH /FRM / CLINICAL / 108
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VERIFIED BY : Name

‘ Patient Sticker

Sheet NO: ...cooneeeees

Z
Rainbow’ .
Children’s i

& taks » lot o trest the WSe.

REGULAR PRESCRIPTIONS _weiont

.

Time!

[ pRUG: Dater

Dose \ Route ‘Frequency‘StartDtl )

Name & Signature of the Doctor [

Starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign

DRUG : el

me
Dose | Route |Frequency \Start ot|

|
|
|
|
|
|
|
|
|
|
\
|
|
|

~Name & Signature of the Doctor \

Starting the Drugs:

annil

" Additional Instructions:

Dally Doctor's Endorsement by a Sign

DRUG : aie

Dose | Route \Frequency\Start ot.|

Name & Signature of the Doctor |

Starting the Drugs:

L 1

Additional Instructions:

Daily Doctor's Endorsement by a Sign

DRUG : [pas

ﬁosa Route | Frequency \Start ot.|

Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign

Docu. No. : RCH /FRM / CLINICAL / 108



e

e

.

i it i A AU s - S R ol = e

Signature
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Baby YAZHINLT
| 18032024 2Y4M15D

Dr, KARTHIK NARAYANAN R

0O R III

Weight. ...\A.u&&. Ward. ... bHY Flochf .

Date> e 1
VATHADLE vuws _|u131" I Nurse Sig. [ Worss Sig | | Nurse Sig 1 9 |
Dose Dose Dose Dose |
DRUG : D Sign. Dr. Sign. De Sign. Dr. Sign.
Dose Dose Dose Dose
Start Date
r-:lmma Or. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Daose Dose
Name & Signature of the Doctor e Do
: De. Sign. Dx. Sign. De. Sign. De. Sign.
Dose Dosa Dose Dose
Additional Instructions:
su’ D Sign. Dr. Sign. D Sign. Dr. Sign.
Date» ' iR
VARIABLE DOSE Tige | Mg sio [ Momeso [ Moo S WS4
Dose Doss Dose Dose
Doss Dose Dose
Route Start Date Dose
Dr. Sign. Dr. Sign. De Sign. Dr. Sign.
Dose Dose
Name & Signature of the Doctor oo fos
Dr. Sign. Dr. Sign. r. Sign. Dr. Sgn.
Dosa Dose Dose
Additional Instructions: -
Dr. Sign. Dx. Sign. De Sign. Dc Sign.
STAT / ONCE ONLY DRUGS
. Lo & Other
Date Time Medication s & Route Wata/ Nurses 0
g |y |5 B
g |yt \ g | T Sl
\
TFref—HMOROEER

VERIFIED BY .gm

Page: 3/4
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Baby YAZHINLT
18-03-2024 2Y4M15D {F)
Dr. KARTHIK NARAYANAN R
R LCFLUDS OART gt VA W 0. e
Date | Time Composition of *** id Route [Flow Rate| Doctor | Nurse | Date ﬁf Doctor | Nurse

‘ T
(If intusion, mention mi/hr = Vicg/ky/min. etc) mVhr | Sign Sign [Stopping| Sign Sign

U
ylgpo b [ D g il ¢y PUIA T @:

e

+——

Signature

VERIFIED BY : Name

Page: 4/4
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Baby YAZHINLT % -

o a2 Childrems ‘BirthRight'
O ROl | @ smeonens
MEDICATION RECONCILIATION FORM

Drug Allergies: B LI Not known any Drug Allergies

Medication Reconciliation wiil be done at the time of admission and alsp whenever there js change
in the treating team or shifting from one unit to another unit,
(Exampie: at the time of admission shifting from ICU to Ward, or Ward to ICUs)
v B

Shifting From: E- ............................ Shifted to: ... é(bq ...............................
: ON
MEDICATION NAME DOSE ROUTE LAST DOSE
SNo | (GENERIC NAME CPITAL LETTERS) | (mg, meg) | (Po, NG, Sc, Jv) | FREQUENCY Date / Time ?‘;ﬂ,‘,ﬁﬁm

1 \ Oc Ooe
2 \ Oc¢ Ooc
3 X 0c Ooc
4| \ Oc Ooc
| 5 \Qﬁf Oc¢ Ooc
6 \ Oc Ooc
7 \ Oc¢ Ooc

8 \ COC Obc

9 \ 0¢ Ooc

10 \ C¢ Ooec

| * C- Continue, DC - Discontinue

MEDICATION HISTORY RECORDED / VEHIHE%VQ'/ aBos:
: ) a !-a O D&
Dalr‘torName&Slgnature:............................ Iméu(gT &m

EeArsen s R s s anas

Nurse Name & Signature: %‘)\L%\QJ"\
Date & Time : Ql%tl@:@(:,?(‘f\

Docu. No. : RCH /FRM / GENERAL / 090
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B-000,
Baby YAZHINLT B2

Patient Name : 13-03-2024 2 n MisD | -

BirthRight = Dr. KARTHIK NARA

]
i ceasvsson . DTN
NEBULISATION CHART

Date Time Drug Nurse Parents Signature

% 5‘9&"“ Neb —  fevowu wr@
\ BN | Nov—  Levoriwn Tog — \ \

. 0\
~ é\ﬂﬁ’m neb— kveitiwn <o, %_%ﬁ_”yf' @r\“df’v
WEN | ek~ B cont To, D) 1 il
R0 | neblrowolimaTo2 (M

5.00

Rambow
Children’s
Hospltal

6.00

7.00

8.00

9.00

10.00

11.00

12.00

13.00

14.00

15.00

16.00

17.00

18.00

19.00

20.00

21.00

22.00

23.00
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1s-n;-m4 2Y4M15D (F) PRESCHOOL (1 9 VE&I’S) Egli?dbr%vr:'s . BirthRight“
O IARTHIK NARAYANAN R Doc. No. : RCH/ FRM / CLINICAL / 125 Children’s Observation & Hospital .mwmw
ﬂl ”ﬂm ﬂﬂﬂlﬂmmﬂm lll Early Warning Scoring Chart | »s=-iote e
\\ : EARLY WARNING SCORE: CHILDREN'S UNIT
(Date]: ..o @ooTime | | | | IL??Q_I_[&MJ_LLMI [T T T I T T T TTITTT]
Dociof Narse iy Conesn? | || || T T T L LT L LT Frgame T T
: 104
103
102
101
1;amperature 100
(" .
© :_ . 3
98 1
o7 f—o —~® =
96—
95
o .
|'_ j 790
Heart Rate :gg
(bpr) i
150
and L it
Bloog Pressure  1%° 0
o) ST TS
100 [
Note 90 —
BP dges not score 80 5
in eafly :
warning scoring 50
| Heart Rate (Number) W wlm 1 I
70
60
50
Resp. Rate (bpm) 40
(Over 1 Minute) * 30 1 @
20
- _ 10
| Resp Rate (Number) bim| 22 km Ablm
Resp | Mod/ Severe =
Distress ' None / Mild u =i [/
Recei:fng 0. (I/min) N : 3
0, Saturations (%) =2y ~) . o
Conscious Normal el il C
Level Altered S
GCS * K< :
TOTAL SCORE 0
Number of shaded boxes A 'S
Pain Score ® 6]
Observer's Initials v
Score 1 : Continue normal observation bystaff nurse
ACTIONS Score2  : Shift in charge nurse to be informed and confinue hourly observations
NB: Scares 3 should be | Score 3 ¢ Shiftin 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 in charge AND PICU fellow or PICU 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.




CHILDREN’S OBSERVATION

and EARLY WARNING SCORING TOOL

Z
Rainbow"”

Children’s ‘

Hospital

It bkt i b st phe litte

BirthRight

BY RAINBOW HOSPITALS
Your Right 1o a Sate Delivery

INSTRUCTIONS:

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.g. cyanotic heart disease may require modification to their trigger
thresholds/action plan- this should follow discussion with senior colleagues.

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

Record Details when EARLY WARNING SCORE >3

Record Time of Review and Plan

Date

Time

Early Warning Score

Date

Time

Name

If atany 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 about (child X)

SITUATION : | am calling because | 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/
B 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.q. 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 to ... come to see the child in the next (XX mins) AND I's there anything | need to
do in the meantime ? (e.g. stop the fluid/ repeat observation)
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Rainbow® | . "
R ildrems | @ BirthRight
Hospital BY RAINBOW HOSPITALS
2 i & ot ¥ trest D M. Your Right to 8 Safe Oslivery

(" FLUID CHART

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

. All measurements in mi. «
2 Add up each column separately. Make additions across the page to obtain 24 hrs. total of intake and output.

NGV

Intake

Output

IV Site

Dae | Time | NAUE Route

NG | Diarrhosa | Vomit | Drainage

phiebitis
Urine | PScore

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 Output :

02:00 pm

_ | 03:00 pm

04:00 pm

05:00 pm

06:00 pm

o —

.| 07:00 pm

p\

Total intake :

otal Output :

08:00 pm

0200pm [\\e | SO

10:00 pm

11:00 pm [MAM {100

O S:é] DL~

12:00 am

4om}

01:00 am

nomd

A Du—

Total Intake : \BSom\ 4 ?Dmﬂ

Total Output: -

02:00 am

Aond

03:00am | X\ o |Sowd A—Oﬂ‘p

0 Al pu-

04:00 am

05:00 an

A}

0 %}ouv

06:00 am

07:00am | oo (SO

P
o/

Total Intake :

oo wy +om/

Total Output :

\//‘ L®) &lum
Y

Total 24 hrs. Intake

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

Asom\ + 55151 = Sto Total 24 hrs. Output

2 hmea,
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R b'yé‘ Patient’s Name:..........ccunnressmmssnsmmnsnmnsssssssssnsssnsanes
ain OW - GUC-00071080
Children’s | @ BirthRight MRD NO:...... pojramr "o .
Hospital . BY RAINBOW HOSPITALS . KARTHIK NARAY Ay iy
el - 11 IIIIIIIHHHHIIIIIH!I !
CANNULA 1 CANNULA 2
Date: 0| B Time: %, 'L{C)P M Date : Time:
Location : @ WQQM . Location :
Size: QAR Size :
Cannula inserted by : 5f N- r)\.MN\ Cannula inserted by :
Date | Time [Phlebitis lrlﬂltratlon :nﬂi’ini":?m Sign Date | Time [Phlebitis |Infiltration in:f;;‘f:‘ﬁﬂm Sign
P >\ | &P\ [Oves Oiis{Oves %m\ e OYes ONo | OYes ONo
- ?ﬂ\ OYes ;mo’ OYes Oo| ptsomme Gdlom— DOYes ONo| OYes ONo
\@ By |Ove OYes ONo| OYes ONo
al2)) I:IYesgl(o OYes ONo| OYes ONo
Lp pvm|DYes l;lNé DYes ONo| OYes ONo
b hn;) DYes ONo OYes ONo [ OYes I;lNo
AN |OYes ONo OYes ONo | OYes ONo
[0 fry~|OYes Qo {OYes ONogg e, | OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo |OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
ﬂL OYes ONo | OYes ONo OYes ONo | OYes ONo
: OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
DOYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes CINo OYes CNo| ClYes CNo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
[OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONe | OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
Cannula removed : OYes ONo, if yes date and time : Cannula removed : OYes TNo, if yes date and time :
RX any initiated : OYes ONo ONA If Yes specify- RX any initiated : OYes ONo ONA If Yes specify-
Phlebitis score: Phlebitis score:

NOTE : ¥ To be assessed within 30 minutes of insertion.

% Every 2 hours if on fluid infusion.
¥ Every 4 hours if only on IV medication.

V.L.P. SCORE (VISUAL INFUSION PHLEBITIS SCORE)........

Next page



( PHLEBITIS ASSESSMENT AND MANAGEMENT RECORD )

CANNULA 3 CANNULA 4
Date : Time: Date : Time:
‘Location : Location :
Size : Size :
Cannula inserted by : Cannula inserted by :
Date | Time |Phiebitis |Infitration| M™% | Sign | | Date | Time |Phiebits |initration|. ™" | sign
ntervention . - | Intervention
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes CiNo OYes ONo| OYes CINo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes CINo | O0Yes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo (OYes ONo | OYes ONo
OYes CINo | OYes CONo DYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes CINo OYes ONo| OYes ONo
OYes CONo | OYes CNo OYes COINo | OYes ONo
OYes ONo | OYes CINo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes CONo | OYes BNo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes CONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo| COYes ONo
OYes ONo | OYes CONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo [Yes ONo| OYes ONo
OYes ONo | OYes ONo OYes CONo | OYes ONo
Cannula removed : OYes ONo, if yes date and time : Cannula removed : OIYes ONo, if yes-date and time :
RX any initiated : OYes ONo CINA |f Yes specify- RX any initiated : COYes ONo CINA If Yes specify-
Phlebitis score: " Phlebitis score:
NOTE : % To be assessed within 30 minutes of insertion.
# Every 2 hours if on fluid infusion.
# Every 4 hours if only on IV medication.
4 V.LP. SCORE (VISUAL INFUSION PHLEBITIS SCORE) )
0 1 2 3 4 5
IV site appears healthy | ONE of the following is | TWO of the following is | ALL of the following is | ALL of the following is ALL of the fol is
evident: evident: evident: evident and extensive: | evident and ve:
# Slight pain near LV. | # Painnear LV, Site | % Pain along pathof | # Pain along pathof | % Pain along path of
site or slight redness | % Erythema cannula # Erythema | cannula # Erythema | cannula % Erythema
near LV site # Induration # Induration #* Induration # Induration
# Palpable venous cord : mg:fa"’ venous cord
OBSERVE CANNULA | OBSERVE CANNULA | SESITE / REMOVE CANNULAGONGIDER | CANNOLAGONSIDER | RESHE!REMOVE
\ TREATMENT TREATMENT CANNULA J
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Nursing General Admission Assessment Form For Pediatrics

Diagnosis: \ACUL'LT" ‘C”XQW 3

Arrival Time: . ‘jﬂ"&("“—’ Mode of Arrival: . N ALY Admitting From: 214 gopD [ Direct

Allergy / AGVErSe REACHON ..........cuursrvmrmmissssimsmmmssssmmssssmmsnsssssssssssassNasssisss s Body Weight: “ Kg
................................................................ P s st HEIGHL: ..vvvvreorrenrecers O
Past Medical History: Obtained From [ Patient mﬁeﬁy Member [ Medical Record 3 Other (specify) .....ooocoooeoeeeeee
Past Medical History ‘ Past Surgical History Previous Hospital Admission
’ D
N N N1t
1 (110 —————e RS SRR
B U .. = U
Has the child or close family member had recent contact with a communicable disease? O Yes Elm
T T T [ ————————————— S
Was the child's birth norrnal?(ﬂq(es CINo  1fNo, please describe ProDIBMIS: ... .cuuusierussissmmmsssisssssssmsssssimmssismm s

Are the child's immunization up to date? es [INo

Current Medication: DNoﬁ 0O Yes, |f Yes, fill reconciliation form

Observations:  Weight: ... , \\c?‘ Length: ... e, HeR Circumference (< 2 YBars): ..o immmrsssesssssssissssuenes
Temp.: 514'5"[; ....... HR\\?}‘”JW\ =1 L g 4&'1"\ ...... 2| S—— B v nssiessen
Pain Score: 0‘[&‘} SPBCITY SIE: ..vvcriicisssriamciisiissmsissn e (Follow Pain Assessment Sheet & Document)

| Fall|Risk Assessment: Eﬁs COND  SCOMB: veervresrssuesiismsrassnsaiss (Document in the Humpty Dumpty Sheet)
Risk of Pressure Sore (Brdden Q Score O{? ..................... ) (Document in the Braden Q Assessment Sheet)
Pain Screening: [J Yes I](?T If Yes, Pain SCOME: ................ Pain Tool Used: ON Passy@t: [0 Wong Baker
Character of Pain ........coeeeedinee Location: ..iimeaiai FIEQUENGCY wovvevvvenrrmseninmreriens 5T 711 ]9 SRR SRR

FUNCT!ONAL SCREENING: D,AQ] Abnormalities Detected
] Mobility Problem O Walking Problem
[0 Developmental Delay [ Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

O Underweight [ Overweight O Special Feeding Method

NUTRITIONAL SCREENING: IE’?J Abnormalities Detected
O Feeding Problem [J Special diet ] No Abnormality Detected

[nform consultant for positive criteria

Dacu. No. : RCH /FRM / CLINICAL / 145 (PT.0)




|

Psychological Screening: JZFU Significant Findings
Unusual concerns about patien s Psychological Status; [ Yes ’;ﬂa

If Yes Consultant Notified: ............ i ST (Date/TIMe): .....covverrrriereisciirieeeeeens
Social History: Lives With............ DA€ T T VAR RO Bo RPN 0 1 0 S S
Siblings in household (3] Yes UFC o ) RSO (S R T 45 - ORI

AllInformation Obtained From (] Patient Dﬁher %ther [ Other Family Member

Orientation has been given regarding the following aspects:

Call Bellin Reach: (3% 01 No Waste Disposal Explaineg: D‘@ O No
Infusion Pump : D/'ﬁsl O No Hand hygiene Explained: es [ No O Others

Patient Rights & Responsibilities W ’ﬂﬂ M
Information given to ﬁm"‘

Nurse's Name; ...~

@f\k&\ Date: &tZI% Tlme':]'sa)”w\ Signatur




* LT i

o

/

)
INTERDISCIPLINARY PATIENT / FAMILY EDUCATION RECORD

' GUC-00071090

o R v
iy o

Tt ks @ R 0 BeE T e

Part- 1.
Patient's / Learner Language: ((Q,V\M.. ............ Patient / Learner Literacy: ?}{@\ /W/ M Willingness to Learn Ya(}ﬁﬁ Healthcare Literacy:  Ye§) _uaa?
Identified Education Needs: 10. Fali Risk Education
1. Plan 6. Discharge Medication 11. Safe use of Medical Equipment / Implantable Devices
Diagnosis 3. Pain Management 7. Infection Control Measures Safety .
4. Informed Consent 8. Diagnostic Test/ Procedures 12. Patient's / Family Rights
2. Treatment and Care 5. Medication / Therapy (safety, effects/ side effect, interactions) 9. Nutrition / Diet 13. Risk/ Safety
Part- Il
Use codes from the list in part Il
Date Time | heed Information Taught — Comments wf
) Persan Taught Barriers Teaching Tools | to m Understanding
' pe
4”‘1})&1&9( o bt Lu;;a#,ak M " n sl __&ﬁ_‘p

6’126 %)"" £ .LQ L L nre bt . L/e'? %_Of{ el

- | ) ,QW 7 —Ty =
19006 it | viey | Eplpihed’ doud eids |\ oyl rpes [ omed | N1 | s |ocd | s

Part- Ill: CODES

5. Respect values & beliefs

to overcome barrier/s:
7 3. Reassurance & Support
2. /Obtain translator 4. Teach Family / Others 6. Respect Cultural / Religion Preference

Who was taught: PT: Patient F: /ﬂﬁ’ LIA‘.«M{h}r S: Spouse Sn: Son D: Daughter C: Caregiver 0: Other (Specify)
1. No Learning Barriers 4. Language Ba " 7. Impaired Thought Process/Cognitive limitations 10. Financial Difficulties 13. Cyjtural/Religion Practice
2. Physical impairment 5. Educational Level 8. Responsibilities at Home 11. Beliefs and Values ~Others (Specify
3. Emotional Barriers B. Desire / Motivate to Learn 9. Cultural Differences 12. Impaired Vision/ or Hearing
Teaching Tools Used: A: Audio D:  Demonstration V:  Video W P: Printed £

/

7. Other, Specify

2. Demonstrates Understanding 3. Needs Review

Upderstanding: 1/ \prbalizes Understanding

Doc No.:RCH!FRM!CUNI&LHB?
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Baby YAZHINLT i
18-03-2024 2Y4M15D  (F) Rainbow®

____  Dr. KARTHIK NARAYANAN R ' . B- . -
Children’s irthRight
S g t‘.E?..E‘..‘.‘.L\ |t
EMERGENCY ROOM TRIAGE FORM W= WhE-
[6N %\'\.\"&\ - L

.Y [ J—— \'{ ........ Gender: (I Male T Female

PRHBNT'S NAMB & coopnryprsagreresggressssssnsnsesmisians

Source of Information : &Y Parents 1 Others (Specify)
Mods of Arrival : ulatory ] Wheelchair [ Ambulance

Inital Vital Signs:  Temp: Qﬂ%.:._(ef_PR: léq . R: ‘51» S UCDQ 4 9"\ 'f. QQ_
2, | )

o BP! rvcinmerns
Chisf Complaints: @,{O’w d, j(‘ Q@ A » 2

INITIAL PHYSIOLOGICAL CATEGORIZATION IN PHYSIOLOGICAL STATUS
/?fance . Work of Breathing Stable
Normal /E’ﬁorrnal O Increased O Unstable :
O SickLooking ___ Circulation / Colour O Decreased [ Gasping/ Apnea ) Not — Life - Threatening
oosel, () Mool (L1 Beeiog [ Life —Threatening

Triage Classification _ CTAS

[0 Level1: Resuscitation 0O  Immediate

[0 Level2: EMERGENT : Life or limb threatening O <i5min @
O Level 3: URGENT: Significant illness / injury with potential to become life or imb threatening O 30min

O Level4: LESS URGENT : Significant iliness but not lfe threatening _~ 60 min

O Level5: NON - URGENT : May receive care when convenient _ O 120min

NOTE : All inmunocompromised children and preterm babies to be considered Level 2.
Al Children less than 2 years age with high fever to be considered Level 3.

Signature of Parent/ Guargian
*_CTAS - Canadian Triage and Aculty Scale ; Triage Completion Time : Q..M N\

Communicable Disease Triage Screcning

PART A. The following questions should be asked to all PART C. A positive communicable disease triage screening is
patients al the Initial screening: considered for any patient who meets one of tha two
1. Have'you had fever (slevated temperature) in the past 2 Elvaﬂ following criteria:
weeks [J Any patient with Fever / Rash / Vesicles / Discharge from Eyes
4{' and Cough
2. Have you had cough or a rash in the past 2 weeks O YesA 1 No
. e [0 Any patient with fever and respiratory symptoms who answered
& l::: ¢ g:‘uzh:rt;:&umess of breath or difficulty breathing in [ ¥es 9 “YES" to any of the questions on epidemiologic risk factors in
P “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 DYss{[?ﬂo/ communicable disease triage screening)
contact with someone who has recently travelled outside

[J Patients should be immediately isolated in a negative pressure

the INDIA, In the past two weeks? room or a single room (as approprite) for pending evaluation.

If yes, State LOCALON: ..uvuvvrrssusssisssssmmmssssssssssssmmsssssssesss

2. Are your parents / close contacts at home is/a healthcare DYasynn/
worker? {please encircle the choices} (e.0. nurse,
physician, ancillary services personnel, allied health
services personnel, hospital volunteer, or laboratory
worker, others) who has had a recent exposure to an
individual with a highly communicable disease or
unexplaingd, severe febrile respiratory or rash disease?

Name of Triage Nurse : Q-NIW\ 7 Signature of Triage Nurse : ..... "'ﬁf’)“l
Date & Time : Q\%@\{\V)QI\)“\ '

Docu. No. : RCH /FRM / CLINICAL / 085

The patient should be given a surgical mask immediately, if not
alrgady wearing one.

O
[J Both patient and triage staft should perform hand hygiene.
O The staff should use PPE (as appropriate).
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NURSING INITIAL ASSESSMENT IN EMERGENCY ROOM

Date 9. %LQG’ ....... Time of arrival : Q‘L{EP“’
Chief Complaints: C%lckgxeguﬂzxpﬁd@a@ ............................. RBS: oo IOC: ........

Allergies: CIYes gfio O Medications O Blood Transfusion O I o 11 1 G

If yes , il TR S
Pain sereening: O Yes/a’ﬂc If Yes, Pain SCOMEL wovieereesseeses pain Tool Used: ONPass O FLACC O Wong Baker
'_..-—""
] CRATaCter covvuvvssessomeeesee 01 LOCAHON Loonrvsasressseessse [ FrRQUENCY crvesessessmsrsssssses™ [1 DUPALON woonissrrmmssenmeseess

RISK FOR FALL:
f patientis < 6 years
tick below fall risk intervention directly
[ If Patient is > 6 years
Assess the below parameters
History of Falling: within past 3 months [ Yes )er’d
Ambulatory Aids:
« Wheelchair O Yes gue
o Uses furniture for support O Yes No
Gait/Transferring:
« Bedrest / immobile O Yes ZMo
o Weak O Yes 7INo
e |mpaired O Yes No
Mental Status: Forgets limitations O Yes )24{

|F YES FOR ANY CATEGORY = RISK FOR FALLING

Fall Risk Intervention:

O Escort while ambulating

[ Assist Patient

[ Educate patient and family on fall precaut‘.unsfprevenﬁnn

Functional Screening: }ambnormalmes Detected
[J Mobility Problem

[J Walking Problem

[0 Developmental Delay

0 Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

Nutritional Screening: Mrmaﬂﬁes Detected
O Underweight '

[ Overweight

[0 Feeding Problem

] Special diet

1 Special feeding method

Inform consultant for positive criteria

psychological Screening:mmﬁcam Findings

Unusual concerns about patient's psychological Status: CYes OINo

HYesConsultanthtiﬁed: ............................................. (Dateﬂime}: —

gocial History: LwesW\thq-—

S'iblingsinhousehold OYes ONo (ﬁyesHowMany?)“‘“o
Svna L

Time of Initial assessment completed Dy ER NUTSE & corensrssmsssssssssssoss o0

Docu. No. : RCH /FRM / CLINICAL/ 120 (PT.0)




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

| Nursing Notes .
| . ) 4
s

Samples collected by:

Time:
PR
Samples sent by - N (

Medication given in ER:

weer. BP:

Condition of patient at time of shift - out - Details of Shift . out
L et Shift - out from ER to:
RR: " Time of Shift - OUL; o,

Handover given to: 8‘!\1‘-&0’\‘\%\/\-/{
(Nurse's Name)

.................. Temperature 98“(:
Pain Score: ©f 1 ©

Repeat RBS (if applicable); T

Tick as applicable: [ MLC OLAMA UBROUGHT DEAD

. :
Procedures done wit details (if any): 'l\fUYULd.QM—

............................................................................................ QQG‘%@.W@&,()

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

Signature of the Nurse: ...\
Date & Time : ‘l(%@@pm
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PEDIATRIC ED DOCTORS ASSESSMENT (IN-PATIENTS)

O . |
Admitting Doctor : aﬂg ﬂ%m( Date : &&[09(\%%
Type of Admission: CJOPD E’Eﬁ' L LR M gy [C1 L p————
Start Time Of ASSESSMENL. .oeveurcssssssmsssussiss Weight: “k—a
Allergic HISOry: ..o .o e r———————————————— ot i1
Chief ccmmamts Pediatric Assessment Triangle C)
A Appearance - TICLS 24—
FRRTN | wﬂ |
8 O Abnormal
Pallor O
+ wos Cyanosis O
__D + WO0B Mottiing O3
O Normal Bleeding O
O  Gasping/Apnea
Initial Physiological Status: GAStable O Unstable Any urgent interventions needed: I Yes I:M{
Life Threatening O BRI
Non Llfe Tmemninq D - - . e YT Lt CEL L LE R LR L L bl
Significant Past HIStOry: ............ mq.u.m winiezey. 3 DR - 0 - 1 5o
Medication History: No
Relevant Investigations: N

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

Any urgent interventions needed: [ Yes G-N/
It Yes .
LH ...... Any urgent interventions needed Bﬁs ONo
, \ac( S FO R —
D e Gﬁmﬂm ............. b )\ﬂb’o[m ..............................
m uprac g :
Respiratory Noises: [ Stridor zing [ Grunting !\"d”%“&f W‘—E—
Air Entry: %fl AE. @ i g ane
Palpation Findings (If NECESSANY).....c.ovuvvrwsmsssssssssssssssssssssssssssses !3\\4 i bofj:_;;@i ;\ C‘l;fjj_m b.

Docu. No. : RCH /FRM / CLINICAL / 157 (PTO.)




Any urgent Interventions needed: [ Yes 0 ne—|

clrculmun * sssbesrannnaduanns Per]phem! "Sgrg. " Yes

BP: ... mmHg Murmurs: [ Yes E—'{

Central .1 & ..

. LVOE PO s o

Pulse Volume: Poripheral ..t -~
M in Shock: E Compensated .............. e

Hypotensive ................ Any Signs of

Heart Fallure: [ Yes (i

Mutfled Heart Sound: [ Yes .21 No
Engorged Neck Veins: CJ Yes Bﬁ

Q acs: (1% Av;u/,
N 1

Disabily Pupias:[:;p""s:"mm -Ritponsie IfYes -

Active Seizures: (7 Yes D’l( Sugars. .................

SIONS Of NEUTDIOQIGAl COMDIOMISE ..o o
|~
Exposure [ Any trgént tlons . OYes El-m/
AnyRash: OYes [No, - i Vs
If yes describe the rash e, N K e R sy
Active bleed .................. AT s HsnemsL s
Lacerations (3 Abrasions (] bruises (] B T
, Describe: =
Final Physiological Status: ‘Bﬁspimiory Distress 01 Respiratory Failure OJ Respiratory Arrest
O Shock- Compensated (] Hypotensive O
0, Cardiopulmonary Arrest O Hemodynamically Stable
Secondary Assessment:  Head to toe examination with postive findings: .... OF v Dne =&
Labs Planned: ..............c.oooovoroe Treatment Planned: ..
.............. A dﬁu@ JATS Pas G?»MT Sanl

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

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

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

Need for Oxygen: [J Yes Bﬁ

ifyes LowFlow High Flow CJ PPV

Final Diagnosis with possible Differential Diagnosis (i necessary):

Acitr Pﬂarmln&bw of. nerse

Assessment done by :
Name of the Doctor: m@"f LAVANA

Signature: :
Date & Time: Dl{.og, 026 .5 ".lufFM

Sr. Doctor on Duty (f necessary)
Name of the Sr. Doctor:

Signature;
Date & Time;
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Docu. No. : RCH /FRM / CLINICAL / 185
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PATIENT TRANSFER-'FOBM

- GUC-BODT‘\OW |P1!-00035123
aby YAZHINLT
16-03-202 avamso  © Date & Time of Admission
or. KARTH! K HAFA\'MAN- R

(A

mber of gpeets in Clinical File

<
-- oﬁdared Transfer

|
| |
1 . /
1 I\ A~ S‘ME’ [‘!)
Patie
Date & Time of Patient Received : o J . ;
U
‘.] if the transter order time & Completion time is more than 30 minutes, plea 3
‘l ] Unavailable Bed [T Nurse not Available h""ﬂ mep,
| _ ‘ tioneg beloy,
D - | ﬂ' o .:
| ocu. No. : RCH /FRM / CLINICAL / 102 "ol ey Not
li eﬂdy

il -



Lr

- .
o L] o




