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Rainbow Children's Hospital - Guindy

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

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

ADMISSION SHEET

H0IERR T nm

Registration Details :

Admission No : IP18-00036722 Admit Date : 02-Aug-2026 Admit Time :04:24 PM UHID : GUC-00071414

Patient Details

Patient Name
Guardian
Gender
Occupation
Address (H)

Martial Status

CHENNAI Guindy Ind Estate Chennai Tamil

: Baby PRAHLADH A J Age :2Y2M22D
: Mr ABHISHEK S DOB : 11-05-2024
: Male Religion

: NO 121 VELACHERY MAIN ROAD GUINDY Phone No : 8939699954

Nadu INDIA 600032 E-mail : NO@GMAIL.COM
A_.qission Details :
Bed Type : DAY CARE Bed No :ER 102 Ward Name : OF-EMERGENCY

Room No : ER 102 Admission Type : First Visit

Contact Details :

Name : Mr ABHISHEK S Relationship : Father
Contact Address : NO 121 VELACHERY MAIN ROAD GUINDY Phone No . /8939699954
CHENNAI Guindy Ind Estate Chennai Tamil
Nadu INDIA 600032
%/M
Signature
rlih'?tor Details :
Doctor Name : Dr. GANESH R Specialisation : GENERAL PEDIATRICS
Referral Doctor : Dr. Ganesh R Phone No
Co-Consultant
Payment Details : Deposit Amount  : 0.00
Payment Mode : Cash Payor Name . SELFPAY
Printed Date / Time : 02/08/2026 16:24 Printed By : 013782 Page 1 of 2







Y . Rainbow Children's Hospital - Guindy
Rainbow ' Door No.157 to 160, Anna Salai, Guindy, Guindy ,Chennai ,Tamil Nadu, INDIA ,600015.

Children's "% TEL NO :044-40122444
Hospital "R . M“ WEB : https://rainbowhospitals.in
ainbaw
GENERAL CONSENT FOR TREATMENT
Patient Name: Baby PRAHLADH A J Age : 2Y2M22D
IP No: IP18-00036722 Sex: Male
Consultant: Dr. GANESH R Ward/Bed No: 0F-EMERGENCY/ER 102

The undersigned patient and | or responsible relative or person hereby consent to and authorize Rainbow Hospitals doctors
and 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.

| understand that the confidentiality of all medical records shall be protected to the full extent of the Law. The undersigned
also consent to the use of health related information/ audiovisuals of the patient for research & training purpose or for
in;u;ance coverage and while doing so confidentiality of the patient will be maintained at all times and this will not affect the
ce. bf the patient.

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.

“| 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.

(Rgﬂg}'vers Signature:......4........ )

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.

el
Signature of Patient/Relative: N{///V/

Name: MI . QLJVW Patient Address:

b CedRen NO 121 VELACHERY MAIN ROAD
Relationsip: r GUINDY CHENNAI Guindy Ind Estate
oate: | 0] o / il Time: D211 ([Pm Chennai Tamil Nadu INDIA 600032

"

Wittness Name: )A Swanen

Wittness Signature: A .

Printed Date / Time : 02/08/2026 16:24 Printed By : 013782 Page 2 of 2
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BILLING POLICY Lhosk o

> 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.1. 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.

» 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.

» 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.

» 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,
investigations, operations and procedures etc. from the date of admission will be charged according to the higher category.

» If the patient is shifted to the ICU, the attendant should vacate the room. If the attender occupies the room, it will be
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 bill 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
categories of rooms. No attendant is permitted in [CU's.

™ Al the refunds more than Rs.5,000/- will be refunded through NEFT within 7 Bank working days.

P  Patient attendant can collect for Interim/provisional bill of the patient from the billing section on daily basis. Interim Bill
shall be based on the acknowledged services in HIS. Final Bill of the patient may vary from the Interim bill based on
actual update taken on the day of discharge. It is requested that patients/attendants enquire daily about the bill amount
from billing section and pay the outstanding as on that day. You are requested to clear your outstanding amount on daily
basis before 12 PM. Patient bill outstanding should not be increase more than 10,000/-

DECLARATION

I 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. |
promise to settle the claim with the hospital as per Hospital Cash Tariff.

vy

Patient Name : Cﬁ :
Jepy bochladh 6 4 UHIDREE. ) osmpy i
SelffAttendant N 3 ion :
y" endan a.me Relation {:C"I‘Pu./]
/Self/ Attendant Signature : Name & Signature of Financial Counselor
Phone Number : A /

RCH/GDY/FRM/CLINICAL/426
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PEDIATRIC IN-PATIENT
MEDICAL RECORD

GUC-00071414 1P18-00036722
" , Baby PRAHLADH A J
Patient Name: i o ol sy 2vzmazD M)

Dr, GANESH R

UHID 1; — LW

Department:

Consultant:

* Docu. No. : RCH/FRM / GENERAL / 065 ‘ (PT0)




1P18-00036722
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Pediatric Multiorgan History & Physical Examination

Name: i o Age/Sex
Information given by: Relationship
Chief Presenting Complaints & Duration:(Chronologically)
History of present illness :
b\’ws.\ﬁ* 0 e G T o
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GUC-p0071414 IP18-00036722
Baby PRAHLADH A J

11-05-2024 2¥zmzzp (M)
Dr. GANESH R

I T

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

Pde it L1 fbuMitegies - Lty

“-______--—_rd

. Birth & Neonatal History: Family Chart

ISCS(JQ.IS”M} NZXY N NTY oy OEB
-

Birth & Socio Economic History:

About Father : -
r-
About Mother : )

Any additional Information :

Developmental History :

Immunization History :

wpHdd L | TAP (thaduds

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

Weight (kgs) — I3 213 (Centie_____

On Examination : (A J)

Temperature -11_0__&_ Pulse Rala'l [7'0““’" B.P. 77 j 60 SP02 __‘?_P_/_{M\
Resp.rate and type of breathing : : @

Rash @
Lymphadenopathy @
Oedema : )
Allergies (if any): O

(PT.0.)




Patient Sticker

Respiratory System :

Air entry & breath sounds :

¢

Inspection (any s/o distress) : @
VAL
€!

Any addes sounds :

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

Cardiovascular Sysiem :

Inspection of procordium : @
Heart Sounds : Cad @
Any murmur : y @

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

Per Abdomen :

Inspection : @

Palpation : N INT

Ausculation : & @

Spine : @ External Genitelia : - @

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

Central Nervous System :
Level of consclqusness . AVPU/GCS score : f} UN_[ 1< ’ 19

Cranial Nerves :

Motor System :

Nutriton : @
Ny

3

Co-ordinator :

Posture :

Involuntary Movements :




GUC-00071414 IP18-00036722
——— Baby PRAHLADH A J
11-05-2024 2Yzmz2D m)

L Dr. GANESHR

I

{ Refl

DTR

Plantars

Superficials:

Sensory Sysiem :

e l-l-_".‘-a-—-. =

Bladder / Bowel :

Clinical Summary & Diagnostic: Dw .

Pecidasel

: .m?MH\f”\ J k— JANNS H/UWHW

@ Praventive aspects of the treatmeant:

Pediatric Multiorgan History & Physical Examination

r Desired goals of the treatment :

Planned Labs: Planned Management
£\ :w.c USer DML T .
RP-2 » PAN [Ab~y 7., Kag o
gffn
NPQ A Tia
\’/
™ Qvul A0

Signature of the Doctor: ..

Name of the Doctor: .

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

Date & Time: ........}

Signature of the Consultant: ...X"orree o

Name of the Consultant; ........... ..

0P\ OY\T_

\

Date & Time: ...
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HARGE PLANNING FORM

NOTE: * To be completed byammm (24) hours of admissioa.

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

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

2. Destination Post Discharge: 0 Home
' Family Members Notified (Person Contacted)
O Transfer
Hospital Facillty Notified (Person Contacted)
3 Discharge Status [ Self Care [ Family Home Care [J Home Professional Assistance
(1 Needs Assistance In: Remarks
O Megeaon W8 DN e e
O Bathing 0 Yes O No S s o
[ Eating 0 Yes EINO  commmmenmesimsiremsssssnssssts st s i s s s e
O Walking [ Yes u] | T ——————
O Dressing OYes  ONo e ————————
O Tolleting O Yes O No D eeuse s tdssbasirsitussasanei ssuesates
4 Nutritional Plan:
O Dietary Instruction Discussed with the
[ Patient ] Family Member [ Others: e ————————
5. Discharge Planning Discussed with the: U
O Patient [ Family Member [ OHOIS: ..ccvsosuseesssssansmsssssiinasanssssssestarsssess SEP——

6.  Patient/Family Educational Plan:

03 EQUCAHONE) TOPIC/S: wovovrrnsvenscssersssssnassssmmssssisssst

O Patients Educational Topic/s discussed with the:
[ Family Member

[ Patient

DOCIOF SIQNAIUTE: ......c.cocvmmessamamsmsmmsssssssmsssssssasssseneesss

DOCION NAMIE: covcviorenrserensrensnsstsimsassassmssassassasssenssasess

Date AN0 THTI: 1ovvverericrermmsemsmsamsssssssamssissassansmsuasassess

[0 OtTS: oovoocverccesssmsismsssssssessssssamssbamss st ssssss st sssms s s 2200

—EE
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Patient Sticker
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PROGRESS NOTES AND DOCTOR'S ORDER

Date
& Time

Progress Notes

Doctor's Order

Docu. No. : RCH /FRM / CLINICAL / 088
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Baby PRAHLADH A J

-05-2024 2yYy2mM23D (M) Z .
; Rainbow
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Hospital BY RAINBOW HOSPITALS

I ket & lot b irast B lisa, Your Right 1o a Sade Deb

- RESULT SHEET

Date

s o

Time

Hb

[2:4

PCV

—

3

RBC

L RO

WBC

N/L

(1,640
2\ ]lfbo

Platelets

CRP

2250

ESR

PCT

RBS

Na

K

%%
M2

Cl

IP’)L'I'

| Ca/Mg

[-21

Phosphate Dy,

Urea

e

Creatining

22

ALP

SGPT

SGOT

T.Bill/Con]

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

(PT0)




Date

Time

CUE - Alb

CUE - Sugar

CUE - Ketones.

CUE - PUS Cells .

CUE - RBC Calls

CUE

Stool Pus Csll

QVA / Cyst

Occult Blood

Culture and Sensitivities : ....

Radiology : USG:

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

X-Ray :

ECHO :

CT:

Others (ECG, Contrast Studies etc.,) :
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DOCTOR’S SHIFT CHANGE HANDOVER FORM
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. Handing Receiving
T Diagnosis Clinical Findings Special Concerns / Investigations | Recommendations
SNo | Patient Idenification / Procedure Problems / Abnormal Results / Follow up needed | Over e

———
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< " " Handing Receiving
. Diagnosis Clinical Findings Special Concerns / Investigations Recommendations
S.No Patient Identification / Procedure Problems / Abnormal Results | Follow up needed Over Over

Doclor Doctor




GUC-I}DU?MN 1918-00035?22
Baby PRAHLADH Ay
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it | @ sirorign
I//I//III//I/II/IIIIIII//II/II/III/I 2R | Y reonnu
: DRUG CHART o
Date of Admission; 692/05?/2( Drug Allergies: ~E7Not Rnown any Drug Allergies
TIENT
i ::s::':ﬂl:t all patient details are entered aboye, ONLY A DOCTOR SHA(L WRITE ME_D!CATION ORDERs,
g;gfg:L Please use only approved abbrevfatiofls (refer to Hospitaj's apl‘pmved list of abbreviabonsj.

NURSES . . Nurses mustfoﬂnws&icﬂy

> [Doctars Signature | Valid Periog

_ Mdiﬁdnal Instructions:




)

M

{

ESHR

pr. GAN

Bek.....

Weight. ....13:?4.?.:[ Ward. ...

REGULAR PRESCRIPTIONS

I

{Iuu

DRUG :

gl

e

imels

Frequency |Start patel \» A1

Qe

ature of the Doctor

Date

B
Route

Tv

Dose

13

f the Doctor
f the Doctor .

-

Additional Instructions:
& Signature 0

Starting the Drugs:

& Signature 0
& Signature of the Doctor

Name & Sign

Starting the Drugs:
Starting the Drugs:
Additional Instructions:
Additional Instructions:
Starting the Drugs:
Additional Instructions:

Name

Name
Name




Name & Signature of the Doctor

DRUG

Route

.. Signature

Additio

Date

VER:HED”‘Q : Name

Start Date

Additiona| Instructions:

VARIABLE DOSE

Start Date

Name & Signature of the Doctor

nal Instructions:

Time

Dr. Sign. Or. Sign.
Dose Dose
Dr. Sign, Or. Sign.
Dose Dose
Dx. Sign. De. Sign,
Dose Dose

Dose

Dx. Sign.

Dose

Dr. Sign,

Dose

Dx. Sign,

STAT / ONCE ONLY DRUGS
D‘: sagel &I' Ot;aer Route Signature Nurses
el
Page: 3/4 (PT.0)
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1.V. FLUIDS CHART Weight.

m Time (Hmmuunﬂﬂﬂnimr= Moy wmm etc) Route Sign loppm Slgn Sign

L\Bbﬁ g\”‘ | O."\*]' DS L{W){ l
1\%9«

_,__._-—--'__,_._.—-—-—-— ]

N pas RS \Y zom\\w@
: 1A =%

____————____————-—’/’”-____._—-____—-—______——___._—-— ]

-
|

\
|
|
|
|
|

page: 4/4



GUC-00071414

o TR -
Dr. GANESH R Rainbow® - . -
oy Chiarens | G it
MEDICATION RECONCILIATION FO
DRUGALIBIYIBS. «.iviisvississiianressassssassassississsmesnsssssnmssssossopmsensensensesasens Notfknown any Drug Allergies

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.

SHIfting From: ...occcovesrccerrecnd ER o T CIVR N 1 = 1 < SN
‘ ON
MEDICATION NAME DOSE ROUTE LAST DOSE
SN0\ (GENERIC NAME CAPITAL LETTERS) | (mg, mcg) | (PO, NG, SC, V) | FREQUENCY | pyg mimg | ARMISSION
1 Oc Onc
| \

2 \ Oc Ooc
3 \ Cc Ooc

\ Jc [ncC

5 \ dc Onbnc

COc Obc
7 Oc¢ 0oc
8 ac !'_']DC
‘9 Oc¢ ooc
10 Jc¢ dnc

* C- Continue, DC - Discontinue
MEDICATION HISTORY RECORDED / VERIFIED BY

Doctor Name & Signature : CO‘&“"
Date & Time : 7«[@“5\50‘?4‘{0“”‘
Nurse Name & Signature: &'f/%cdzéﬂyéw?v%/f/‘égpo .
Oato & T :’_/ogr/zéegzxs

Docu. No. : RCH /FRM / GENERAL / 030
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,I I '! “,m m,mm’, ”""""”" No. : RCH/ FRM / CLINICAL / 125 Children’s Observation & Hospital .p:_;_aﬂ_nﬂ HOSPITALS
Early Warning Scoring Chart | o evmeinee TR Oy
\ EARLY WARNING SCORE: CHILDREN’S UNIT
ok el | | [ [Qloin [WOIART Ay [ [ [T [ T[T T[T
(oW FimyConen? [ Y | [ 1 1 T NI LTI L LT LT T T T TTTTITITTLL]
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(Over 1 Minute) * 3 ) 7
. “10 s
Resp Rate (Number) c Jﬁi 2w w g
Resp | Mod/ Severe
Distress | None /Mild | , | / L~ Vil IV
Receiving O, (I/min) )
0, Saturations (%) | oY) AQ Je Dg- /.
Consgious | Normal / " i /1
Levell  Altered § i 1=
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TOTAL SCORE 9 ®
Number of shaded boxes < o 0
Pain Score o 0 ()
Observer's Initials ML —1 1w gpu
Score 1 : Continue normal observatiorty staff nurse ~
ACTIONS Score2  : Shiftin charge nurse to be informed and continue hourly observations
NB: Scores 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 . Shiftin 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,
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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

Ifatany 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.

| 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.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 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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(_FLUID CHART )

1. All measurements in mi. -

2. Add up each column separately. Make additions across the page to obtain 24 hrs. fotal of intake and output.

Intake

Output

R

Date Time of Fluid

Route

NG

IV Site
Diarthoea | Vomit |Drainage | Urine | Phiebitis

Sign. -
Nt

Mouth

v

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 | —

on 19&07'" 7R

05:00 pm

06:00 pm

N
4
| 07:00pm | LUK,

Total Output: [+ O —

Total Intake : 1, ]
08:00pm | $n

09:00 pm

10:00 pm | ALE LR

11:00 pm

12:00 am

01:00 am

7 | e

Total Intake :  I¢»

Total Output : >4 N

02:00 am

=

03:00 am

04:00 am

\/-

05:00 an

06:00 am

07:00am | P [kl foo™~]

ge)
©
L—10

-

Total Output: D AP~

Total Intake : [t)o»q}
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It takes a lot to trest the itle, Your Right to a Safe Delivery Age :........ x0OMOF
L PHLEBITIS ASSESSMENT j @sultant L T j
CANNULA 1 CANNULA 2
Date: ©2 J’/? 4 Time: @ L‘rgo))w Date : Time:
Location :/ /1) oyl 0p o / Location :
Size : ) 4 Size :
Cannula?nsart?d by: ¢ / H /4 (Cf%afc, /m-r Cannula inserted by :
Date | Time |Phlebitis [Infiltration Im’e‘fv’::]"tg, n| Sign || Date | Time |Phiebitis [infiitration ntasing | Sign
g ) l 3 OYes 0o | OYes 2o OYes ONo [ OYes ONo
b DOYes Qg OYes QNG| w OYes ONo | CYes ONo
OYes Ao | Oes oo [ObRove 200 A OYes ONo | OYes ONo
or |aves o OYes DOieTOL2eA, | ove— OYes ONo| OYes ONo
4 Pia|OYes 2% | Oves Gots Obsopar | (oo~ DYes ONo| Oves ONo
OYes-EiNo | OYes-EINo L OYes ONo| OYes ONo
A |OYes Ovo | OvesEo tles Wy OYes ONo | OYes ONo
M An~[DOYesBNo | OYes-ENo 1) G0 (R~ 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 [ OOYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes CINo
OYes ONo | OYes ONo OYes ONo | OYes ONo
DYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo [ OYes ONo OYes ONo| OYes ONo
OYes ONo [ OYes ONo OYes ONo | OYes ONo
DYes ONo | OYes ONo OYes ONo | OYes CONo
OYes ONo | OYes ONo OYes ONo | OYes Ileo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | CYes ONo 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 ONo | OYes ONo OYes ONo | OYes ONo
Cannula removed : OYes ONo, if yes date and time : Cannula removed : DYes TNo, if yes date and time
RX any initiated : CYes ONo CINA If Yes specify- RX any initiated : OYes CINo CINA [f 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.LP. SCORE (VISUAL INFUSION PHLEBITIS SCORE)........ Next page




—

(PHLEBITIS ASSESSMENT AND MANAGEMENT RECORD

Date:
-Location :
Size :

CANNULA 3

Time:

Cannula inserted by :

Dale:
Location :
Size:

CANNULA 4

Time:

Cannula inserted by :

Date | Time

Phlebitis

Infiltration

Nursing

Intervention Sign

Date fl'lme

Phlebitis |Infiltration

Nursing

Intervention Sign

OYes ONo

OYes ONo

OYes CNo | OYes ONo

OYes ONo | OYes CINo

ClYes 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 CNo| OYes ONo

OYes CINo | OYes ONo

OYes ONo| OYes ONo

OYes ONo | OYes ONo

DOYes ONo | CiYes ONo

OYes CNo | OYes ONo

[CiYes ONo | ClYes ONo

OYes ONo | OYes ONo

OYes ONo | ClYes ONo

OYes ONo | OYes ONo

OYes ONo| OYes ONo

CYes CINo | OYes ONo

ClYes ONo| OYes ONo

OYes ONo

OYes ONo

CYes ONo | ClYes ONo

OYes (ONo | OYes ONo

[Yes ONo | OYes ENo

OYes ONo | OYes ONo

OYes ClNo | OYes ONo

OYes ONo | OYes ONo

OYes OiNo| OYes ONo

OYes ONo | OYes ONo

OYes ONo| OYes ONo

OYes ONo | OYes ONo

DYes ONo| OYes ONo

OYes ONo | OYes ONo

OYes ONo| OYes ONo

| OYes ONo | OYes ClNo

OYes ONo| OYes ONo

OYes ONo | OYes ONo

O'Yes ONo| OYes ONo

OYes ONo | CYes ONo

DYes ONo| OYes ONo

DOYes 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

[Yes ONo | OYes CNo

[OYes ONo | OYes CiNo

DYes CINo | ClYes CINo

Phlebitis score:

Cannula removed : CIYes ONo, if yes date and time :
RX any initiated : OYes CNo ONA If Yes specify-

Cannula removed : OYes CINo, if yes-date and time
RX any initiated : IYes CONo CINA If Yes specify-

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.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 following is
evident: evident: evident: evident and extensive: evident and extensive:
# Slight pain near LV. | % Pain near LV. Sits # Pain along path of # Pain along path of # Pain along path of
site or slight redness | # Erythema cannula % Erythema | cannula # Erythema cannula % Erythema
near LV site # Induration # Induration # Induration : mmvmous o

# Palpable venous cord * Pyroxia
RESITE / REMOVE RESITE / REMOVE INITIATE TRETMENT
LOBSERVE CANNULA | OBSERVE CANNULA RESITE / REMOVE CANNULA CONSIDER CANNULA CONSIDER RESITE / REMOVE
CANNULA TREATMENT TREATMENT CANNULA )
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Nursing General Admission Assessment Form For Pediatrics

——— 99,78 o=y ovgy

Diagnosis: f}ceﬁ e!cu'blﬂ ‘”3"“’#“ Dl ==

ArrwaiTime:‘....H_r..S?{?n-.t Mode of Arrival: ... N QKT Admitting From: gﬁzz CJOPD [ Direct
Bo

Allergy / AQVErse REACHON ........cc.rvvveverersscnreesseosssessosssooos oo dy Weight: !39&] ... Kg
............................................................ N‘L/ Height: ........coceovevne CM

Past Medical History: Obtained From [J Patient DWMember O Medical Record O Other (Specify) .....................

Past Medical History Past Surgical History Previous Hospital Admission
s NIy NI
N
Family History: e N S o S STHE S e wn s emma s e i e s b S S
NI

Has the child or close family member had recent contact with a communicable disease? [ Yes W
ITYES BIEBSEISE, ..ttt et

Are the child's immunization up to date? E’@ O No
Current Medication: D)G}a O Yes, If Yes, fill reconciliation form

Observations:  Weight: lg’ . *;U Length: ... Head Circumference (< 2 years): .......... B R
B t 2 2hln A1) el b
Temp.: o 1 B HR: ..o M2 AN RR AL 2Pna. L0 b O W £ =1 R -1
~ Pain Score: ...Q.’Jp“.. ..... Specify Site: ......... SO | s (Follow Pain Assessment Sheet & Document)
Fall Risk Assessment: es/ ONo  Score; l’ .................... (Document in the Humpty Dumpty Sheet)
Risk of Pressure Sore (Braden Q Score ........ 09\2 ................... ) (Document in the Braden Q Assessment Sheet)

Pain Screening: [J Yes D.Hﬂ If Yes, Pain Score: ................ Pain Tool Used: [N Pass O FLACC [OWong Baker

Character of Pain ...................... Location ............cceeen. FrOQUBICY .:vvcivinsnisaniaiaii Duration .....cc.ccovvrvnnnnnn.

I Mobility Problem 3 Walking Problem

FUNCTIONAL SCREENING: [ ,Nt?bnormaiities Detected
] Developmental Delay O Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

NUTRITIONAL SCREENING: D/@bnormalities Detected
O Underweight O Overweight ] Special Feeding Method
<O Feeding Problem I Special diet I No Abnormality Detected

Inform consultant for positive criteria

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




Psychological Screening: D@Significantﬁndings
Unusual concerns about patient's Psychological Status:  [1Yes Eﬂ%

—_

If Yes Consultant Notified: ....................

ississsisvisisicsss (DEIOTTIMB) copmmserssmsssessssistsiiissuisaisinmis
S0Cial HIStOrY: LIVESWI ....vccorrsc PRI s bisss sttt s
Siblingsinhousehold CJ Yes mﬂo o o R ———— e

] Other Family Member

Alliformation ObtainedFrom 1 Patient  Cidbtner I Father

Orientation has been given regarding the following aspects:

Call Bell in Reach : Drﬂs O No Waste Disposal Explained: D& ONo

Infusion Pump : ;l)l’é O No Hand hygiene Explained: m O No [ Others

Patient Rights & Hesponsibil’rt‘s;s:A /Ejﬁ ONo

Information Given 10 ..........o...ees. JH“@ ................................

NUTSE'S NAME: ..ccvcevvcvere (- G«*—‘?m’\&ﬂnl?" Date: &‘3‘94:

vevene TIME: 57’%

S
Signaturaﬂ/



s . . ' 722
) ) GuUC-00071414 1P18-00036

PRAHLADH A J
?:I;!ﬁ 2024 2yamzz2D (M)

INTERDISCIPLINARY PATIENT / FAMILY EDUCATION RECORD “TITTAMINNI iethRighe

L 4 MM.IMW’

Part - I. @ Q /
Patients / Learner Language: ..........\ QLYMA.\..... Patient / Learner Literacy: |M!..’W.‘._?Sped/ Wilingness to Leam: ~ Yes™ No  Healthcare Literacy:  Yes] M

Identified Education Needs: ) 10. Fall Risk Education
; f3 Plan 6. Discharge Medication 11. Safe use of Madical 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-li
Use codes from the Hist I part Ill
Date Ting [ Meed Information Taught Comments | Dgsignation /
Person Taught Learning Teaching Tools ll!:.:vh::m Understanding
Barriers barrier/s
e
Lawao) aboud- NFQ Chectus ?l,( £, .
St [Mes | 0" Pcdg T [ lowef | v T |G/l
f ~

Part - lil: CODES

A
Who was taught: PT: Patient F: Father Mﬁmer S: Spouse Sn: Son D: Daughter C: Caregiver 0: Other (Specify)
Learning Barriers: ~
1. No Lpnlng Barriers 4. Language Barrier 7. Impaired Thought Process/Cognitive limitations 10. Financial Difficulties 13. Cultural/Religion Practice
2. Physical impairment 5. Educational Level 8. Responsibilities at Home 11. Beliefs and Values e (Specify
3. Emctional Bamiers 6. Desire / Motivate to Learn 9. Cultural Differences 12. Impaired Vision/ or Hearing
Teaching Tools Used:  A: Audio D:  Demonstration V: Video 8O P:  Printed
to overcome barrier/s: - “/
- 3. Reassurance & Support 5. Respect valugs & beliefs ) 7. Other, Specify
2 translator 4. Teach Family / Others 6. Respact Cultural / Religion Preference
Undefstanding: 1~ Vrbalizes Understanding 2. Demonstrates Understanding 3. Needs Review

Doc No. : RCH/ FRM / GLINIOAJ 187
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EMERGENCY ROOM TRIAGE FORM H-12.2

Patient's Name : ........ PM\T\.\O\&— ' . Age: . 2Y.3M Gender\ZXfizle [ Female
Date: ... Mﬁgc ............. Time of Arrival : ...... gQ?D?W\

GUC-00071414
Baby PRAHLADH A J
11082024 2v2M220

Allcrqlu:/DN'(El Yes [ Food [3J Medications [J Blood Transfusion [ Other (SPECHY): .....o.oovvveeeeererseesesssessessessnsesnen [ Not known
Source of Information : aﬂﬁr&ﬂts T T T
Made of Artival: BT Ambulatory [ Wheelchair ulance

Initial Vital Signs: Tampggg GF PR: \OQ, BP!) 60 S %3

Chisf Complaints: AQ.Q.LCI.Q—NM lw SR SMP (B@-{"ﬁ-{ "?‘\'f\ﬂ- @ 2 HOR{\

INITIAL PHYSIOLOGICAL CATEGORIZATION INITIAL HYSIOLDGIEAL STATUS
Appearance Work of Byeathing ,B'ﬁ%
[B’fnnnal A /ﬂdl O Increased O Unstable :
O sick Looking Circulation / Colour O Decreased  [J Gasping/ Apnea O Not - Life - Threatsning
/mal 0] Abnormal [ Bleeding O Lite ~Tiveatening
Triage Classification CTAS
[0 Level1: Resuscitation O Immediate
[0 Level2: EMERGENT : Life or limb threatening O <15min
[J  Level 3: URGENT : Significant illness / injury with potential to become life or limb threatening O 30min
O] Level4: LESSURGENT : Significant iliness but not life threatening ,ﬂo min
00 Level5: NON — URGENT : May receive care when convenient 120 min
NOTE : All immunocompromised children and preterm babies to be considered Level 2. \_/ /]’ M ’V—V

All Children less than 2 years age with high fever to be considered Level 3.
T TR . Lo Signature of Parent, Guargian

*_ CTAS - Canadian Triage and Aculty Scale ‘ Triage Completion Time : Qmﬂ

Communicable Disease Triage Screcning

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 tha two
1. | Have'you had fever (elevated temperature) in the past 2 DYeS{E/N: following criteria:
weeks [0 Any patient with Fever / Rash / Vesicles / Discharge from Eyes
2. Have you had cough or a rash in the past 2 weeks (3 Yes 2TNo ad Cogh
; - O Any patient with fever and respiratory symptoms who answered
3 '::: ::;uzh:g::snrmass of breath or difficulty breathing In ] Yes E{U- “YES" to any of the questions on epidemiologic risk factors in

"PART B" of the triage screening above.
PART B. For patients reporting fever and respiratory/rash

symptoms: (] Not applicabie PART D. ACTION / INTERVENTION: (for positive suspected
1. Have you travelled outside the INDIA? or had close O Yes/x;\.\(' communicable disease triage screening)
contact with someone who has recently travelied outside . > .
the INDIA, In the past two weeks? [0 Patients should be immediately isolated in a negative pressure

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

The patient should be given a surglcal mask immediately, if not
already wearing one.

Both patient and triage staff should perform hand hygiene.
The staff should use PPE (as appropriate). '

If yes, Stats LOCAHON: ...ceovvreererssaessiressmneressnssssssssssssssssans

2. Are your parents / close contacts at home is/a healthcare [J Yes 1;1."0/
worker? {please encircle the choices} (e.g., nurse,
physician, ancillary services personnel, allled health
services personnel, hospital volunteer, or laboratory
worker, others) who has had a recent exposure to an
Individual with a highly communicable disease or S~
unexplained, severe febrile respiratory or rash disease?

oo O

Name of Triage Nurse : . % NN v Signature of Triage NUFSe : ....... oo o Ao

Date & Time :. \,?{ 26 @ 2.308M

Docu. No. : RCH /FRM / CLINICAL / 085
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NURSING INITIAL ASSESSMENT IN EMERGENCY ROOM

Date : £ / ox'4 /.,2,5 ...... Time of artival s .. 2., 25277 . /1;%;‘9“ e2 AP
Chief Complaints: H/O /‘/ﬂ‘f clemtal. Jﬁ}%/crw{D OF.P s
Hoight e Weight : }3 9!57 BMI S cavisinae Head Circumference (<2 years) ...
Aliergies: [ Yes O Medications [0 Blood Transfusion O Food O Other: .. N f L
If yes , identify ... N’L-"’

Pain Screening: O Yes/DNﬁ If Yes, Pain Score: . 0 / (O Pain Tool Used: CIN Pass /D—FjACG O Wong Baker

—

O Character .........ccooveeveen. . CILOCALON coooorovvrevveers O FTEQUENCY wovvvcrveeercssiases 1 DUTELION ocvvveiveiaiiaias
RISK FOR FALL: Functional Screening:}],mmbnormalities Detected
/E’Watiﬁm Is < 6 years O] Mobilty Problem
tick below fall risk intervention directly ] Walking Problem
[ If Patient is > 6 years O Developmental Delay
Rsgess.Uip below parmmslers [J  Musculoskeletal Congenital Abnormalit
History of Falling: within past 3 months O Yes /E'No/’ d
Ambulatory Aids: Inform consultant for positive criteria
* Wheelchair O Yes TN A
Wi on — O] Yes T T0o
Gait/Transferring:
* Bedrest/immabile O Yes Lo Nutritional Screening: 'ijo Abnormalities Detected
" e L) Yes . 0 Underweight
* Impaired O Yes —&TNo O o gt
Mental Status: Forgets limitations O Yes £TNo VEWelg
O Feeding Problem
IF YES FOR ANY CATEGORY = RISK FOR FALLING O Special diet

Fall Risk Intervention:

A Escort while ambulating
T Assist Patient Inform consultant for positive criteria

,EI/ Educate patient and family on fall precautions/prevention

O  Special feeding method

Psychological Screening: 0 Significant Findings
Unusual concerns about patient's Psychological Status: [ Yes . E3N@

It Yes Consultant Notified: .............. NI e DAETIR): oo
Social History: LivesWith.............../ syer1 74

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

Siblingsinhousehold CJYes TINO  (ifYBSHOWMANY?) ..cvvviiineivinvmmiiimsmimassinsssesrisessesssssssssssssssssssssessenes
L
Time of Initial assessment completed by ER NUTSE : .............. [QLenl ..

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




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

Time Nursing Notes

%\f’% Tlce p} reeme Tov Cl o /. Aeciclents] 7)9/}{%32»
A'] of Qvp. CEfy e @a'?Ao/Jm Coter/r /’W?/‘/Lu«u—’
4 Rewicled . Of //7 ook /)eﬁlﬂagc <7 vy Lo

pr Ganets - JPNice Fre Al - X e
Reec ) plooc)  Srrople _Kfcir f Lo Lo

Pt LA Lo ewrmd) - PG - dbta

Samples collected by: Time:
e gL

Samples sent by : Time:

Medication given in ER:

%ﬁi/ Medication Route Dosage & Instructions Dgi‘g‘?' glléf%
\ P4
T\
/ L
/
Condition of patient at time of shift - out : Details of Shift - out
D 0G0, BP: ‘]‘T"’Q CFT. &.22€C | shift - out from ER to: . (go‘o
. m . L .
RR: Koﬁé SPO, : ng/ ............... e
ofl ..., Temperature : ....5A47 ) /
} v } Handover given to: .. "’
Pain Score: .....R.[LV (Nurse’s Name)
Repeat RBS (if applicable): ...........coovvveroomreecererrerene.

Tick as applicable: O MLC OLAMA OBROUGHT DEAD
Procedures done with details (if any): .. ‘ZL//D/C’{/WMO/(‘,{?M /”l@)ﬂ"/‘*“"
e .. 2.4 L R ———————

Name of the Nurse : (‘( oy /4{ 4 % oo kI 4 K Slgnature of the Nurse : (qﬂ@%ﬂw‘
Date & Time : 2/00”/25@726/"0 |
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PEDIATRIC ED DOCTORS ASSESSMENT (IN-PATIENTS)

Z
Rainbow* e
Children’s ® BirthRight
Hospital BY RAINBOW HOSPITALS
Tt et 0 10 st the e Your Right 1o & Sale Delivery

AUMIING DOCLOL. & w.isiiiisnvsinnismsismmsisnis i massmispicisiissas 071 T
Type of Admission: JOPD [CIER O Referral (if referral, DOCIOr'S NAME: ......ccccuvieviiiniimiimisssisis s ssssassssessasass
Start Time of ASSESSMENT: ...oo.vveevininnrnirinsnnns WEIGHE: .ovversersecerseesnrnseene
PRBIONG: BIBHOEYS cosicuiiivsinamunviissinimmnssisvansioss aves 360 i s bsoaava ok b PRSP RTESS R e b
ChIE COMPIAINES: ..o | | PG ASSESSMEN Triangle
A Appearance - TICLS .......ccicmimeemmssiuimsisiseninns
O Normal
B C Circulation -[
O Abnormal
Browting Palor O
0O ¢wos Cyanosis O
o + W0B Motting OJ
O Normal Bleeding O
O  Gasping / Apnea
*
Initial Physiological Status:  [J Stable [ Unstable Any urgent interventions needed: [JYes [J No
Life Threatening O If Yes .
Non L"e Thrmmm D -------------------------------------------------------------
SIONITICE DR EREIOND: oot it i s e o AR SR ooV A T A SH SO A SRR ion s
IMOCAUONBIBIONN, s uivimisiiivioviomsses owiisicivomsnis s s ook s A NS s S A SR TR s AR i s M AR O
REIGVAIT IMVESHOAUONS: 11iseresrerisssrarssrsersrenssnssssissorssssensensns sessssssas bossssnassrsssnbssssnsssossiansotasssnssssnindssssssiasssndionssnstonsensisssssns
A
Primary Assessment ; Q'
1] [ "
ent interventions needed: [JYes CINo
Airway Open Any urg
Q 0 Maintainable BNOS i AR TR
D Nm Ma]malnabia -----------------------------------------------------------------------------
Breathing
2 E3]110 T 1 o R—— Any urgent interventions needed: [ Yes [JNo
Rhythm: .. [ YBS oo
Retractmns EI Supraslernal OICR [J 8CR
[ Stemal O Supraclavicular 13 Nasal Flaring
Respiratory Noises: [J Stridor [0 Wheezing DIGrunting oo
B BNV o
Palpation Findings (If necessary)..............c.cc.c....
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HR: e oy [ e Ay SRk iyuions npedac:. Cl %10
Circulation Pe""m‘ If Yes '
B sssiscisciniss mmHg Murmurs: COYes OINo ;
I sosiiismeiasinis >

Pulse Volume: | Soe Liver Span:

Peripheral ..........c.c.c..... ECG:

Compensated .............. :

i
Hinthook - [ o Any Signs of
Heart Fallure: O Yes 1 No

Muffled Heart Sound: (0 Yes [ No
Engorged Neck Veins: OJ Yes [J No

Signs of Neurological compromise

Q 01 R AVPU: i Any urgent interventions needed: [JYes [JNo
Disablly  pupis: [H"s‘“’“s‘“m Non-fésponsive I Yes '
S E ngm .......... |
Active Seizures: CIYeS [CINO  SUQAIS: ..ooveerer 500memsssm s ass s s sissessssassasessssass

Exposure 11 T — Anry trgiik intafventions éeded: TIWs O3 N
Any Rash: ClYes [No,
If yes describe the rash 1hes
Active bleed ................. T e e
Lacerations O Abrasions [J bruises e
. DBBOMDE. ...occoesininimmisnssmisssssmssicisssoissmsaonsiitiiniossisasass Snesssesnénostereusorsiostosessaseisisseiioosareusertibubesabinisiossosessss
Final Physiological Status: [ Respiratory Distress [ Respiratory Failure [ Respiratory Arrést

O Shock- Compensatedd  Hypotensive OJ
3, Cardiopulmonary Arrest 0 Hemodynamically Stable

Secondary Assessment:  Head to toe examination with POSHIVE fINAINGS: ..........cc.eemveeerueessmrssiesssscssssssssssnsnssessissssssssssressanssses
LADS PIMINBE: .....ooioiiiiiniicivisiiininiinm sitssxsassssmnonens Treatment Planned:

Need for Oxygen: OlYes [ No if yes Low Flow High Flow O PPV O

Final Diagnosis with possible Differential Diagnosis (if necessary):
Assessment done by Sr. Doctor on Duty (If necessary)
Name 0f the DOCLON: ........c.ovecriienieiireisissssnessesenes Narmid of the SE DOBIOE «.iuivivcsinsissssssissssissansiisstssasss
SIABHITES oo icvissiammmmsiinismmsssis it sastebassaiiss Signature:

Date & TIME: ...ovevererrerererererersrsrereresessesessemsassnansnes Date & Time:
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Rai b:-' ® .
R an's | @ BirthRight

" Hospital | @
RBS CHART
Date Time RBS (mg/dl ) IVF % Signature
ol]ﬂ’!b W%C})«/} "("lm‘)\d — LS__\’\
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Rainbow' | @ BirthRight
PATIENT TRANCEER ~=3y] Hospital | @i
e v
W ni:::‘sn pehen Date & Time of Admission Date & Time of Transfer Order
T I
Treating Consultant Name Transfer Ordered by Reason for Transfer

h
¥ o

it D@WW

.7wmzmm7/w

From Unit

(o

To Unit

606

Information to Attendant
Yes No ]

Number of Sheets in Clinical File

Number of Imaging Films

Personal belongings including
clinical documents. If any handed

over to attendant -
@ — Yes/D‘; No [
If yés, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. ftemn Name Quantity

1.

2.

3. :

4,

5.

Shifting Summary / Notes Written by Doctor :

Yes[] No [}

Name & Signature of Person who is Transferring

b 228 Ol

Name of Person Ordered Transfer

Patient & Clinical Records Received by

555

Date & Time of Patient Received .

U 2\gho®@

A4S opar

If the transfer order time & Completion time is more than 30 minutes,

("] Unavailable Bed

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

] Nurse not Available

please tick the reason mentioned below :

] Available Bed not ready







