oo (il
DISCHARGE TRACKING SHEET GUC-00094431 1P18-00036661
Baby PRANAV
02.07-2028 1YOM28D (M)
UHID- FLOOR- NAME OF CONSULTANT-  or. KARTHIK NARAYANAN R

0 O

ACTIVITY INTIM | OUT NAME & REMIARKS <To be
E TIME | SIGNATUR filled
E _ by
' Admin
>
Activity Sheet \"’ﬂj" N
update by 3‘ W%
Nursing \Lfﬁrﬁ &
Activity Sheet
update by
Pharmacy







O\

| Rainbow' | @ BirthRight
2 ildren’s
 ACTIVITY RECORD FOR BILLING Hospital BY RANGOW HosPTALS
e - ————— \Naw'-‘v“’“‘
GU': °° gm:: uyai‘o ot DODL: ..cocsisimssasssnissasisissonse

T 31101, o R ——

Date Of AQMISSION: ...ccoversreseressssisssssssss or, “’mﬂi\iﬁﬂ\\\\\\\\\\\\\\\\\\\ v e S — L1117

Bk 1B Mot siommomns W omiisnnas Suggested Billable bed type: . .

WARD TRANSFERS

Date Time ’ From To Signature oI Nurse
gl |2t 0. 4P | g Hpu P
%0 +( 26 IPM HDOo 4 06 j;!o{?(ﬁ,
CROSS CONSULTATION VISIT
Doctor Name Date Order No. Signature
1 b nohinith | Q9] 3]G RES R

(Ao

8 7 /

9.

10.

Docu. No: RCH/ FRM/ GENERAL/ 145




INVESTIGATIONS

Signature

Date Investio= s Order No.
28} [2b e, Bpe, Palisiuny | 2609409y | B
Ammonda, §acfake
- Shor  Serpr,
j.crl?[;&c%m RBA 09421’7? i %T‘ng
QKH&A 1er_pd. \iED QLmLﬂ@l}»/ ) ‘
Vit Bo . '%Dkt:u
2q 1210k RBS 20024 ey s
%l 196 | ppc 2602435 | Slpos

HE




MEDICAL EQUIPMENT (WARD & ICU)

Date‘ Name of Equipment ConT?;Geﬁng Disog_?;:cting Order No Sigature
25 H\B(ﬁ I”]{fud’Dﬂ r?um?p lIDO?)‘" @‘l’&!ﬂ%{(w /7 34%/ :% Eﬁg
.
S
/ﬁ
(




PROCEDURE
Date Procedure Quantity Order No. Signature
16 [Ty nne plewoment] (D) oo | e

2%+ | gCG . | © D6 ‘%@\

291 | Frey .~ | | In2 22 WIXXN.
i |\ plocarcar l 19248931 \) Mo

29/ MET BeA\N jarTu Yy ;Hv@ 18- 010'3# ﬁM/ngws

'EngPE(w;aocm‘ou;%,/ (D (Q——D!/Wﬂé/l, B

q/v\bff% A_Mw 453 = 3

ANY OTHER INFORMATION:

o ol

.............................................................................. il bt

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

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

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

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

-----------

........

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

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

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

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

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

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

Date "?“\4{}“’ Tame@/\.?:fr [ [ ...................................
|
Staff Nurse Shift / Ward Billing Assistant Billing Supervisor




GUC-00094431 1P18-00036661
Baby PRANAV
D?-Ofnzl 1Y°Mz.n M

Dr. KARTHIK NARAYANAN

A

u\‘%

Rainbi .
cglirlldgr‘:’s l .BlrthR|ght

Hos pital BY RAINBOW HOSPITALS

It tvked @ bot to treat the litte Your Right to s Safe Delivery

DISCHARGE TRACKING SHEET
DATE : {3[ lﬂ;@

Name of Consultant : Floor : UHID :
TIME
S.NO Activity N ouT Name & Signature Remarks
~ TIME | TIME
1 | Dr. Announce Time \\’.\r "bf' éﬁ
2 | Arrangement of File by Nurses \’1\ 9’[5 1Z£
YA O30 700"
3 Pharmacy Clearance
4 | Provisional Billing
5 | Audit Check
6 | Final Bill Prepared
~ *
7 | Sentto Insurance & Approval
Received
8 Handing Over & Bill
Clearance
9 | Discharge Summary
10 | Physical Check Out
11 | Activity Sheet updated by
Nursing
12 Activity Sheet updated by
Pharmacy
Doc. No. : RCH/ GDY / FRM / CLINICAL / 288







% . Rainbow Children’s Hospital - Guindy
Rainbow . Door No.157 to 160, Anna Salai, Guindy, Guindy ,Chennai , Tamil Nadu, INDIA 600015.
Children's PR TEL NO :044-40122444
Hospital =™

Rainbaw

WEB : https:/Irainbowhospitals.in

ADMISSION SHEET

Registration Details :

Admission No : IP18-00036661 Admit Date : 28-Jul-2026

Admit Time :09:24 PM

LR AR D TTRR TR A

UHID : GUC-00094431

Patient Details :

Patient Name : Baby PRANAV

Age t1YOM26D
Guardian . PONKAM DEVA DOB : 02-07-2025 01:00 AM
Gender : Male Religion
Occupation Martial Status
Address (H) : NO:1/141, PALAGULTA VIII_LAGE.SATHIYAVEDU Phone No . 9949052867/ 9515429563
b Bradect o omega oot e NogowALcOM
-

Admission Details :

Bed Type : DAY CARE

VILLAGE,SATHIYAVEDU MANDAL,TIRUPATHI
Sattivedu Chittoor Andhra Pradesh INDIA 517588

—

Bed No :ER 103 Ward Name : OF-EMERGENCY
Room No : ER 103 Admission Type : First Visit
Contact Details :
Name : PONKAM DEVA Relationship : Father
Contact Address : NO:1/141,PALAGULTA Phone No . 9949052867

«f

Signature

Ductor Details :

Doctor Name : Dr. KARTHIK NARAYANAN R

Referra! Doctor  : Dr Munisekar Vaishanavi hospital

TIRUPATI.
Co-Consultant

Specialisation

Phone No

: PEDIATRIC INTENSIVE CARE

Payment Details :

Payment Mode : Cash

Deposit Amount

Payor Name

:0.00

. SELFPAY

Printed Date / Time : 28/07/2026 21:27

Printed By : 015040
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A & 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 “™"" WEB : https//rainbowhospitals.in

Rainbaw
NERA E REAT

Patient Name: Baby PRANAV Age : 1YOM26D
IP No: IP18-00036661 Sex: Male
Consultant: Dr. KARTHIK NARAYANAN R Ward/Bed No: OF-EMERGENCY/ER 103

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

ifMyrance coverage and while doing so confidentiality of the patient will be maintained at all times and this will not affect the
care of 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.

"I 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
cl nce. In case of failing the submission, | will pay 200/- Rs.

(Fo civers Signature’c .............. )

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.

Signature of Patient/Relative:

<

S
Name: %,\rw@”\ DQJ

Patient Address:

) . NO:1/141 PALAGULTA VILLAGE,
Relatipnshigy SATHIYAVEDU MANDAL, TIRUPATHI
Date: 2% \»\ \OA, Time: ®3Y24H P~ Sattivedu Chittoor Andhra Pradesh

Q INDIA 517588
Wittness Name:
Wittness Signature: @\\\ E)

Printed Date / Time : 28/07/2026 21:27 Printed By : 015040 Page 2 of 2
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RainbSw. | ‘Birthﬂight‘

Hospital _ e mean ot

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.

59% 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.
In our 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 ICU's.

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

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

| 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. 1
promise to settle the claim with the hospital as per Hospital Cash Tariff.

| Patient Name : UHID Number :
Boly  Prowerr: QA |
Self/Attendant Name<D Relation :

il Pongteam Deow B TaEe—
Self/ Attendant Signature : Name & Signature of Finangjal Counselor
Phone Number :

| < P——\ -

RCH/GDY/FRM/CLINICAL/426
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! Paﬁént Sticker

Pediatric Multiorgan History & Physical Examination

Name: _ Age/Sex

Information given by: Relationship

Chiel Presenting Complaints & Duration (Chronologically)
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Patient Sticker

Past History : (Including detalls of any previous lnva'stlgation or treatment)
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. Birth & Neonatal History: Family Chart
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Birth & Socio Economic History:
About Father :
About Mother :

Any additional Information :

Developmental History : -
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Immunization History :

T I
o J
Anthropometry :
Head Circum (cms) — (Centile — ) Height (cms): —— —— (Centile) ———)
Welght (kgs) 2 ko (Centle — )
On Examination :

1N e H)
Temperature : _‘_'CLdfF_ Pulse Rate : “H: \"k B.P = ! spo2 L 'eo/ URA

Resp.rate and type of breathing : _2 o{ N
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Allergies (if any):
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Patient Sticker

Respiratory System :
Inspection (any s/o distress) :

Air entry & breath sounds : | AYAR j‘@
Any addes sounds : Heae O

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

Cardiovascular System :
Inspection of procordium

Heart Sounds : St @D

Any murmur : Neo hao

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

Per Abdomen :

Inspection ;

Palpation : | <o IH—: Noa {o. o
Ausculation :

Spine ; External Genitelia : .

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

Central Nervous System :
Level of Consclousness : AVPU/GCS score : Al et .

Cranial Nerves :

Motor System :

Nutriton :

Tone: __° A Bower Dbk obsrasol 7 8¢

Co-ordinator :

Posture :

Involuntary Movements :
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pediatric Multiorgan History & Physical Examination
preventive aspects of the treatment: //
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Signature of the Doctor: .
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( Time
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PCV
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RBC

5. 24

WBC

|g. 62
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35| ¢

Platelets

CRP

4.4%

ESR

PCT

RBS

Na

K

4.2

Cl

Ca/Mg

Phosphate [ 1+Co,—
Urea ! :

[ Creatinine

| ALP
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TsaPT

29

SGOT \

29

|1

TBill/Conj

T.Protein

S.Albumin

S.Globulin

A/G Ratlo

Uric Acid

S.Amylase

Sr.Lipase

Blood Lactate

S.Cholesterol

PT/INR

I N B

| APTT

CSF Protein / Sugar

Cells

N/L
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Date

Time

CUE - Alb

CUE - Sugar

CUE - Ketones.

| _CUE - PUS Cells
CUE - RBC Calls
CUE

|_Stool Pus Cel

| OVA/Cyst ' m
Occult Blood «

AMM—OV\\C 2 9
Lac 'F <& [:6 1
Vit o (2500) | 25

Ay f, | 530

Ts 145

T4 £:98

3.08" ]

L L

Culture and Sensitivities : ........ 7 4 51 S

Radiology:  uUsg: .

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

MR
Others (ECG, Contrast Studies etc, )
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VERIFIED BY - Name ... . .

: | Doctor’s Signature- Valid Period

¢ [Doctor's Signaturs |vaid Pericg

Wfﬂond Instructions:

[Additiona] Instructions:

y |
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Rainbow*® .
Cﬁi?dr?:'s ‘BirthRight

Hospjta| BY RAINGOW HOSPITALS

T e 2 824 1o trmad the inmse Your Right to a Sale Delivary

Date of Admission: Q%—f’a Drug Allergies: ................. ..
FOR THE SAFETY OF THE PATIENT

GENERAL -
DOCTOR -

oo AHTI0t knOWN any Drug Allergies

- Use approved pharmacgutical names, BLOCK LETTERS, metric dosage. English instructions.
- Any changes in drug therapy must be ordered by a NEW PRESCRIPTION. Do not alter existing instructions.

drug sheet folder,
NURSES -
1) Right Patient 2) Right Drug

. Nurses must follow strictly the FIVE RIGHTS before administration of medication,
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.

SOS / PRN (As Required Medication)

DRUG : L] ’

Frequency |Start Da

Dose I Route

Pharm.

Additional Instructions:

S

DRUG : [Date V

Dose | Route Frequency [Start p

Pharm.

1

L : |

Dose Route

Date ! ’
Frequency ’Sun Daﬂ

DRUG :
Valid Period| Pharm.

Doctor’s Signature

—

———
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Page: 1/4 (PT0)

E——



SIS W

GUC-00094431 1P18-00036661
Baby PRANAV
02-07-2025 1YOM26D (M)

Vi

REGULAR PRESCRIPTIONS

DRUG:

Dose Route | Frequency |Start Date

Dater
Tie

T

L1

Name & Signature of the Doctor
Starting the Drugs:

Weight. lOXﬁ Ward. H@O

Additional Instructions:

Daily Doctor's Endorsement by a Sign

—

DRUG :

Date}

Dose Route |Frequency |Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

LEally Doctor’s Endorsement by a Sign

rDRUG §

Date

—Dose Route |Frequency [Start Dat

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Date

Dose | Route \Frequency Start Dat

| Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

| Daily Doclor's Endorsement by a Sign

Page: 2/4
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VERIFIED BY : Name ............

Pahen Stickae
weight .. 10.69. wars.... OV
Date»
Dose Dose Dose Dose I
DRUG : Dr. Sign. Dr. Sign. O Sign. Or. Sign.
'| Route Start Date et fross Dose .
O, Sign. Dr, Sign, Dr Sign. Or. Sign.
Name & Signature of the Doctor ol o Bose e
: Or. Sign. O Sign. Dx Sign. Dr. Sgn.
Additional Instructions: - il pm -
Dr. Sign. Dr. Sign, e Sign. Dr Bign.
VARIABLE DOSE =g '
Tige [ mursssio [ Morse 55 | Morsa st | Murse sig
DRUG : Or. Sign. Oc Sign Or Sin, De. Sign.
ei Route Start Date P ot o ol
E Dr. Sign. Dr. Sign. Dr Sign. O, Sign.
= s
“ | Name & Signature of the Doctor e Dose e o
Dr. Sign. De. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: e o o o
Dx. Sign, Dr. Sign. Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
Date Time Medication D"““‘I | "‘I.O"s“” Route | Signature |  Nurses
: J o
: 17 (L CoPYyroUATE  Spmc | v ‘/Lfl/(-— o
o1 \il,% [Dpro__[-25 J | %7
3 Ty MIDAZo LA ! W T
o | bl 1w Py # -
| Twy PROPA FOL P Lv q-i_
9-2hi p' | »
brS . KETA M VB lo v VA N
2 .):Fm it ] " &} )
: - J
L]
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MEDICATION RECONCILIATION FORR

Drug Allergies: ‘J‘L’ ........................................ Not known any Drug Allergies
Medication Reconciliation will be done al the time of admission and also whenever there is change
. in the treating team or shifting from one unit to another unit.
" (Example: at the time of admission shifting from ICU to Ward, or Ward to ICUs)
SRIFtING FIOM: vovvvverercsssersssssieees B2 T L LU - U S R——
. ON
MEDICATION NAME DOSE ROUTE LAST DOSE
SNo| (GENERIC NAME CAPITAL LETTERS) | (mg,meg) | (PO, NG, SC, V) FREQUENCY | nate / Time %ﬂiﬁ:&i
i Oc CODC
1 2 " Oc Ooc
3 \ [Jc ooc
4| \ Oc Ooc
5 \ gdc¢ Obnc
N
6 \ oc ooc
T \ Oc¢ e
S
® | \ Oc¢ Ooe
] ) Y
' 9 ¢ Ooc
10 Jc 4doc

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

Doctor Name & Signature : Du[\(\aﬁpwa /é

Date & Time : 52?\’1 qw/lcc)F M e
Nurse Name & Signature: ......24.1..%) VTR .. ).

Docu. No. : RCH /FRM / GENERAL / 090
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MEDICATION RECONCILIATION FORM
DIUQ ABIGIBS: wovvvvsssssssmsssssess s H(ﬂ ............................. [ Not known 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.
(Example: at the time of admission shifting from ICU to Ward, or Ward to ICUs)

snmmgﬁomeDO Shifted t0: ....vve &fﬁi...ﬁipqxﬂ.ﬁ&q}?) ........

80 (mm?gﬂﬁﬂ%#ﬁﬂ errers) | (mg, moo) (Pu.':l%l,ﬁ. V) \ FREQUENCY Iﬁ:f: ,DT?:E ?‘;"\ﬁgﬂﬂﬂ
1 | ov o
2 \ \ \ Q¢ Oonc
: | o0 o
i | P
5 \ \ E ¢ ODC
6 \ \ \ gc 4aoc
7 ‘ \ \ Ooc 0Obe
8 \ \ Oc Ooc

9 \ \ Oc Ooc

" | | oe mﬂ
_ * C- Continue, DC - Discontinue
MEDICATION HISTORY RECORDED / VERIFIED BY |
Doctor Name & Signature :

Nurse Name & Signature: 7%?}52:
Date & Time: %Q\%\%@Qfm
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RCH/ FRM / CLINICAL / 125 L
|Il||||H|||lM||||I|lI|II||I|I|I Fary Waming Scoring Chart | -

ARLY WARNING SCORE: CHILDREN’S UNIT

[ Date Z}—’ .T..'Timezl Nl W| (PR [ | UEIE | [T 11 rr1f1
Doctor / Nurse / Family Concern? | B e e ] EREEEEEE R
104
103
102
101
Temperature 100
F) " . \
99 L rL, . Cl 0 I ‘?, :'\l L
98 = 2~
4 =
9%
95
I 94
a0
Heart Rate ;rgg i
(bpm) 160 1O AL N
and 150 [RPT = 7 1
140 b 7 \ y 4
Blood Pressure  Log “-:i“ ; 1L 1=
(mmHg) * /:g’ _ YT T LA N TGP S %))
100 TN Y7 B " / o~
Note: 90 ) " . py
BP does not score  2° \é t S
in early ;ﬁ
warning scoring 50 -
Heart Rate (Number)  [|24b] [\ se (Wob on \@bly)
' 70 :
60
} 50
Resp. Rate (bpm) 49
(Over 1 Minute) *  ad O e —
20
10 -
" | ! L l
Resp Rate (Number) | 8 O [ ‘{"' 0 %S
Resp | Mod/ Severe ' |z e
Distress | None / Mild e+ v el =5
Receiving 0, (I/min) =l
0, Saturations (%) agy 30\ i aaY. .
Conscious | Normal - - w | ¥, L/
Level | Altered e b g ‘%1 =
4cs * 9/ € & LS[U \S\ NS
TOTAL SCORE '
Number of shaded boxes | © < © 4
Pain Score O e (Y
Observer's Initials ' ! Y
Score 1 ; Conum]e normal observation by staff nurse °
ACTIONS Score2 - Shiftinjcharge 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 lo continue.
recorded overleaf Score 4 - Shift in charge AND treating consultant(till 8 PM) or On call night duty consultant o 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.

I
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Rainbow* . L
ol Children's | @ BirthRight
Hospital . BY RAINBOW HOSPITALS

I S 0 I st e b Four Right to 3 Safe Dedivary

CHILDREN’S OBSERVATION
and EARLY WARNING SCORING TOOL g

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. - 3
’ Fa

* 6clinical 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 €.9. cyanotic heart disease may require modification to their trigger
thresholds/ action plan-this should follow discussion with senior colleagues.

*  AnyEarly 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 Y Time Name

. o

* Ifatanytimeadditional help s required, call help—regardiess of the Early Warning Score!

R
* 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 toa colleague.
Hu)

| IDENTITY: | am (name), a nurse on ward (X). I'am calling aboat (child X)

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

BACK GROUND : Child (X) was admitted on (XX date) with (e.qg. respiratory infbctionj-. 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 .. (€.. 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 | s there anything | need to
do in the meantime ? (e.g. stop the fluid/ repeat observation)
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Rainbow®
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Hospital e s S Do

jiliiiiilim ~ (CFLuiD CHART )

TVETREL O —

1. All measurements in ml. |

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

\ | -
HEAC Intake Output e
Dite Time &“P.’.Ii'a Route NG | Diarrhoea | Vomit |Drainage | Urine e m
Mouth | LV | NG
08:00 am
09:00 am —
10:00 am 1. i = ) ! . ‘H"(PM
100am| + Y () &
12:00 pm Vi
oto0pm | > [0 (D) O g Ude t%‘jr[m —] | e

Total Intake : Total Output :

02:00 pm lno“ l‘nJ L/n-u ez \ O ?
03:00 pm v 0Ol
0400pm |G | \o 3 O
05:00pm [\ L [ 140 Gesiten Sl %
06:00pm | o0 n | v A

_Joro0pm At \\L | yteo 4 )

TotalIntake: 2\ © Total Qutput : ) kwl&@dpﬂ
0800 pm | Lo O] Sem 1?0 |xa
0:00 pm | AT Do o) P
10:00 pm £ 1B | Deor] o lup
11:00 pm L1 © | K&
12:00am o |{®
01:00 am g TX}’

Total Intake : 21 som\ T oupun: L LM \gen o021
02:00 am A @ Cpr
0300 am | o | %™
04:00 2m © ‘ﬂp'
05:00 am ) (

06:00 am [s) w
07:00 am v o |
Total intake : Total Output : U%’C{\}b Qe
= P -
Total 24 hrs. Intake \ 2o \ \ Total 24 hrs. Output £ {—r‘*{uﬂf)\l—% DM

Docu. No. : RCH /FRM / CLINICAL / 082
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NURSING SHIFT HAND OVER FORM

]
|

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

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

= | Diagnosis: Jeufe eptonico Lor | e colicction| Any Infection: ClYes (o /1 Not Known
= it Yes Specify: ..o ML Lo
E Surgery / Procedure: — Post OP Day: —
112 - 4 :
% Date prl E‘]N %\ A 2 Qp[\ 1 g,o\ g %0 1&"‘"‘7’
‘5’ ﬂﬁijcs?:le%?gdciggdmon to be noted): - Qo\’bﬂ Qo’ﬁe—% I\\{)]‘OC\ rlofh?d . NUtQD‘ ‘
= [ Dt o d [ROQSCE [(Ng1@¥| np0 [Scftdiel | fefjol
Allergy: ol Yes =g O Yes iw'ﬁﬁes NG O Yes ;Mo = Yes Mo |~ Yos oNO|
Ventilation (RA, NP, NIV, VENTI): £ H- p 20 | Rb 2p |0
Tubes/Drains/Catheter: 01 Yes Mo |1 Yes O o | T Yes N0 | T Yes O No{ O Yes Mo | Yes Ao
k= | Vital Signs: Temp: | A&-3F QEE 4% 8 | 989F arvE | q1-84 -
2 Res: | _o2fIr |Quml | Qcblm | 29Hm [ 36 b/~ |20p7
2 sp0: [ at) | 9L | 9oes. | A9/ | a8 | 18 7 -
2 pulse: | 126 b)) eyt | WA | A% brlaad Iau] iools®) ma?
BP: {39/ 67(v) C&u'f-:?ﬂ ad1BFS) Qg la(a nolsg
we: [ 1sfc | 16115 T lve | 1she [ 1shs NS
Fall Risk Score: | 12 ,.g, \ > 1 2 I% 1%
Pain Score: | 0/o | © fCD @\\D ] 0]10 o/ro OULO
Skin Integrity | .2 | 21 A 20 ‘ -
Safety Needs: | Yes =NO| 0 Yes LA | O Yes [ AT0 | O Yes CUNG /Yes 1 No | L¥es = No
Physiotherapy: o — — -~ — =
g Others Specify: |l Yes =A@ | O Yes OO | C Yes () No | Yes C-No | Yes “No |~ Yes CLNe
s Special Diet: il == /: N Soft At |Oppf Al
S |Critical Lab Test / Values: — e P - 2 vV —
E |Other Special Orders / Medications: | Yes =1 | = Yes Mg Yes "G | O Yes TINo |l Yes o |~ Yes = Mot
5 PU Prophylaxis: Yes v | Yes, O o O Yes< No | 0 Yes o | = Yes “Ro | Yes - Mo
DVT Prophylaxis: 1 Yes “UNG| O Yes CUNG | O Yes 400 | 7 Yes o | Yes ¥No | Yes ;NU
ADL (Dependent / Non Dependent): [}, o#e/e7 D0 PRNONy o roodon Deperdor Domondoni/
B il [ 7 '
Post Operative Procedure Special Orders: - — = - - —
\ 1
Handed Over By Name : f %tﬁ@kwm‘ (QJY) Ym‘ldl-k yw‘*‘“"" :);f,onf'\
Signature /1D ; ' 2| Lo | A% QUAI895T
Date: o % ] 99 |136 | 2ebet 120H|Qb
Time: St | oA @ opw. | |-Zop™
Taken Over By Name : J. ) ;gm“ ks L' Ao W\J@L A,Qq
Signature /1D : o\ Ve Doz s’
Date: b | 0011105 | goflab [0\ vk [pelsn-
Time: 080 P o - [@\ 0 128
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Date: Q‘T[E{'r&é’
“ [J Maintain Airway and Oxygenation O Relieve Pain & Discomfort 0 Maintain Fluid Balance %Mﬁﬁnlﬂs{ancﬂ [0 Maintain Good Nutritional Status O Maintain Skin Integrity
4 [J Maintain Personal Hyglene 0 Prevent Infection O Meet Elimination Needs nsure Safety [0 Early Ambulation Reduce Amdaty w&FanilyEducaﬂon
S | O Identity Potential Complicaions 00 Any Others. SPEBty.........ovvvevee e AL S
Time Plan of Care Time implementation Evaluation Re-Assessment ';"g;n’:m:
aprg PSSESS tHhe CR(d Ipro Assogied fro thild ‘
- Monltor  yifad s N e f\r?{ﬂﬁ'_g Cﬁ'\lbl
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@ BirthRight
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Your Right fo 3 Sale Detrvery

] Maintain Airway and Oxygenation

[ Relieve Pain & Discomfort

OJ Maintain Fluid Balance

,B{&?m Activity Tolerance

O Maintain Good Nutritional Status

Date: ,2‘5/7'/;-?[

3 Maintain Skin Integrity
O Patient & Family Education

Time Plan of Care Time Implementation Evaluation Re-Assessment 2"&;}:&",‘:

E
& AN
=
= ||f,p/r Wortoy [T vrtel //(Jﬂ//é’/&/ /fé c/ﬁ[ (//of Cood L,Q’?L-? — CUAELR pr7e 7T /ﬁé(
[ ﬂ'/cumzélﬂ" —Z—/O . C/&Gdﬂ ' /%/h u/:w F/C’ 6‘4"‘# £AM o &éﬂe ozf&&_l
//c-/ﬂ'umz /fl?z /7;", 45//?3} M/&a; /f? :
a?/“/’a”
[77¢ oé G c?/[fow
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"y i NURSES NOTES "ot | @pmeemems
A No Known Drug Allergies
T L TRV 1 AT —————
| DﬂTE.’ TIME (ALL ENTRIES MUST BE SIGNED, DATED AND TIMED) SIGNATURE
(Koclouirg Noteg
24 JT[&G Upm | ol g™ @ieciovéol 7‘9\—0»4
' LR, él//o/ Q0K g ﬂoom /w
) yééz AL _5:74-1./;/:0 ([P[_AFD/
asil amrmr/p_@/ T Lre @a,f/g—w

TUVE 8. g/ DAS Aom///r prpbes,

ZAE 8 Notmo | ééef “%E
?7]1\3@ (Pom (754:0 M£aéra/4¢m Q526 QrLes
o ”?eﬂ? aﬁwo e, /\/?:/ tes fe ”%‘Lé‘ﬂ-{_u}
R /ur 2.2 pag Yoo/ Vi y«%w
A 7)%}3 Zﬂrn D-a/j /f/ﬂL/ Qe
sl /p Lo pgﬂ«::f - 9«(/»'75/&)/ — 4%3 "
Horm /’ﬁ(a( foles  fradsy TvE 0-2 S
OACS Anm//A Ar;—//@ cLolol soag
‘(f{:yp, T/ Live ;mn L Rln pffa .
Lorploirds 4
Bom ﬂ(‘?ﬁ— vualal ] 75 gc/- o
rﬁ_&l;gbﬂ“’ fn, ﬁhuﬂ
sk per  Oden B -
/'/,,;-,p = 2E Dl ;ﬁz{gémégéda /,y/'i“,
T 300m | ALild a@M Zar\a&!«‘?’ oy olen fo

__'_________,_.-b-

/‘/9#/01’19 (Z/./c/ 5//(4
g7 7

>
/N

2

v\ i

N
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GUC-00094431
s/ "::m wouun (M) “Z .
g ke Rainbow"®
T Chidrars | S BirthRight
y—??.p.!.t.a..- Your Right Lo a Safe Delivery
THE HUMPTY DUMPTY SCALE 4 . o
! 1 [ DATE_|
PARAMETER CRITERIA SCORE E@Hy SIEITRE ﬁi—%
Less than 3 years old 4 | A A h( B m
- 3tolessthan 7 years old 3 I ) '
7tolessthan 13 years old 2
13 years old and above 1
Gender i 2 1 Z g 59 JHL %
Female 1
Neurological Diagnosis 4
Alterations in Oxygenation (Respiratory Diagnosis, 3
Diagnosis Dehydration, Anemia, Anorexia Syncope / Dizziness, etc.
Psych/Behavioral Disorders 2 O |a. |9 9,
Other Diagnosis 1 | =
n Not aware of Limitations 3
S Cognitive Forget Limitations 2 |2 R
Impairments  Giented to own abilty - 1
History of Falls or Infant-Toddler Placed in Bed 4 i ‘ Y Jf
Patient uses assistive devices or infant toddler in crib or 3
Environmental | Furniture/Lighting (Tripled Room)
Factors Patient Placed in Bed 2 .5 9 v 1Y
Outpatient Area 1 L
Response 10 Within 24 hours 3
Surgery / Sedation| Within 48 hours 2
Anesthesia More than 48 hours/None 1 | £l \ ]
Sedatives (Excluding ICU patients sedated and paralyzed) 3
Hypnotics 3
Barbiturates 3
Medication Phenothiazines 3
Usage Antidepressants 3
|axatives / Diuretics 3
Narcotics 3 [
| n One of the Meds listed above 2 \
Other Medications / None 1 S Y 12
Total 2 [h AL A | /16
Intervention: -Fall Risk: Low Humpty Dumpty Score = 7-11, = High m@m U@u Score 14 2 or above
Bed in low position Z/ M~ il Kl
Call device within reach X 1 X % R X
Wheels Locked 2 EV AN I B
Room free of clutter [ ) e il b
| Adequate lighting w7 ] o | | e § i
Wheel chair support 4~ L pd X
Other Intervention(s) Specify 7~ X 2 o\ X
Nurse's Name: M““ gp A | O :L-K |
: 3 1
Signature: : @G‘ 2 ol ) M%
b | - L l. 2
Date: ,‘23(1 b 90\\11 J 9?\\@ 3011
Time: @”F‘ W}m Jb’?ﬂ ga«~
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Dr. KARTHIK NARAYANAN R

B (]

“

. No.: FFHW/BRD-Q/NSG/04

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

- BRADEN 'Q" SCALE

Children’s @ BirthRight . [ 7. I —
Hospital Srdnte nss (for Paediatric use) Y M) € N
o B LT 2o 2]
1, Completely Immoblie: 2 Very limitad: 3, Shghtly limited: 4, No limitations:
A Does not make aven siight changes Makes occasional sBight changes in Makes frequent through slight Makes major and frequent changes in w ‘A»-
Mabiy in body or extremity position | bacy or sty poshion but usable | - changes n body or exremily poson | - positon whhout ssistance. J‘ J
without assistance. to campletely tum self independently. independently. :
2, Chalrfast: u.l.-nooﬂno._ﬂw N w’i%ggti
Ability 10 walk severely limiled or Walks occasionaly during vralks frequently:
“Activity The dogree | 1, Bedtast: A o annot bear own weight |  vary shortdistances, with or wihout | Walks otside he room 3t east e ] % _
of physical activity Confined to bed andlor must be 2ssisted into chairor | assistance. Spends majority of each day and Insida room at least ance every
wheelchair." . shift In bed or chair. 2 hours during walking hours.
2, Vary Bmitod: 2 SHghtly Bmited:
1, Completaly Himifec: tinct | 783900 to only palaful stimul, cannot Responds o verbal commands, but 4 Mo impairment:
Unresponsive (does nol moar, communicate discomfori except by cannot always communicale discomfort Responds to verbal commands. @ .
Sensory Perception of grasp) to painful stimull due lo moaning or restiessnass; OR, has or need to be tmed; OR, has some Has no sensory deficit that would fimit . J‘
diminished lovoof consciousness or | - Tl MU Gt the | sensory impairment that s ablty | - abity 0 feef or communlcate ain o .
sedation, OR, fimited abifty lo feel ability to feal pain or discomfort over 1o feel pain, or discornfort In one of discomfort.
pain over most of the body surface. hal of body. two exdremites.
1. Constantly moist: - 4, Rarely moist
Moisture Degree g 2. Very moist: st
el W.__s_wuu__sau e soage_etc, | Skin's ofun,butnot shvays, most. S5 s accasonaly mois Qg - kb ﬂ.ﬂﬁ?ﬁhgg 5
skin Is £@osed Dampness Is detected every time w__._._.““h__n be changed al leastevery | pineq change every 12 hours. iy o4 Howes FJ. L
fo moisture patient is moved or tumed. ? ) |
FRICTION-SHEAR 2. Problem: 3, Potential problem: e
Friction Occurs when Requires moderate to maximum Moves freely of requires minimum Huﬂu_ﬁu_nﬂwﬂ“ﬂ -
Skin moves against 1. Significant problem: assistance in moving. Complete lifting assistance. During 2 move, skin position change, maves in bed and i
support surfaces Spasticity, contracture, itehing, or without sliding against shests is probably shdes to some extent against chalr Independently and has sufficient
Shear Occurs when agitation lsads to almosl constant impossible. Frequently slides down in sheets, chair, restraints, or other B muscla sirength to §fe up comphetely
sidn and adjacent bony | thrashing and (riction, bed or chalr, requiring frequent devices. Maintains relative good position) g, o0 move. Malntains good position {
surface siide across repositioning with maximum assisténce.| In ¢hair or bed most of the time but in bed or chair at all times.”
one another occasionally sfides down, 3
1. Very Poor 2. Inadequate: .
WPO/or maintained on ciear HQuids. | 1 gn iquid diet or twbe feedings/TPN, | - AGeTEEE 4. Excebent
or IVs for mors than 5 days OR which provides inadequate _u_ﬂ;z ang | 18 ontuba fesdings or TPN, which Is on a normal diet providing adequate
aibumin < 2.5 mg/dl OR never eats minerals for 2ge OR albumin < 3 m/d! provide adequale calories and minerals | cooriag for age. For example, eats &
Nutritional Usual a complete meal, Rarely eats more OR rarely sats 2 complets meal and for age OR eats over half of mostmeals.| o0 o ovar meal. Never refuses 2 w / ..’
food intake pattern than halt of any food offered. generally eats only about half of any Eals a fotat ot 4 servings of protein meal. Usually eaty a lotal of 4 or more
Protein intake includes only 2 food offered. Protein Intake includes (meal, dairy products) each day. servings of mean and dairy products.
servings of meat or dairy products only 3 servings of meat or dairy Occasionally will refuse 2 meal, Occasionally eats between meals.
per day. Takes fluids poorly. products per day. Occasionally wil but will usually taka a supplement il Does not require supplementation.
Does not take a liquid dietary take 3 dietary supplement. offered.
_ supplement.
_ 1. Extremely compromised: 2. Compromised: 3. Adequate: e
Hypotensive (MAP < 50 mm Hg; Normatensive cxygen saturation may Mormolensive oxygen saturation may > . ) )
q.u..m_u Perygion$ < 40 in a newborn) or the patien! be < 35%; hemoglobin may be be < 95%: hemoglobin may be zﬁ._“_wﬂﬂ._ﬂé%ﬂuﬁhﬁMu \_ Y
ygenation does not physiolagically tolerate < 10 mg/dk; capillary refill may be < 10 mg/d¥; capillary rafill may be “ 2 u__a. nds gb; cap %
position changes. > 2 seconds; sarum pH is < 7.40. 2 seconds; serum pH is normal. - 4
TOTAL SCORE |2 Fla
. ) (b Rick - 8- id Risk - 17- isk - 22- .
Highest Risk : 7 | High Risk : 8-16 | Mild Risk:17-21 | No Risk:22-28 S ek ator's Nesrie 3 \@d\vf lﬁn
20 ( _ -
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INTERDISCIPLINARY PATIENT / FAMILY EDUCATION RECORD

N\

==

Rainbow®
Children’s

Hospital

Tt takes 2 4ok 1o freat the WRoe.

BY RAINBOW HDSPH’NTE
\Tour Right to a Safe Detivery

Part - | = { :
Patient's / Learner Language: q OUY"‘] Patient / Learner Literacy: Read Write Speak Willingness to Learn: ~ Yes  No Healthcare Literacy: ~ Yes|  No
Identified Education Needs: 10. Fall Risk Education
1. Plan 6. Discharge Medication 11. Safe use of Medical Equipment / Implantable Devices
Diagnosis 3. Pain Management 7. Infection Control Measures Safety o
,/Tl'e/- 4. Informed Consent 8. Diagnostic Test/ Procedures 12. Patient's / Family Rights
2, Moatment and Care 5. Medication / Therapy (safety, effects/ side effect, interactions) 9. Nutrtion / Diet 13. Risk/ Safety
Part- 1l
:
Use codes from the list in part Ill ; ;
Designation
Date Time Ide":ieilqmd Information Taught - e Comments Signature
Persan Taught €aming | Teaching Tools | to overcome | Understandin
J . Barriers i barrier/s .
et CQ"PUM r about 4estouns 2 & ool | RO Vo belia J oLj
e
20} | 1P | 2 o oths | "seaen et | 07
DR » Losne
Part - lll: CODES
Who was taught: PT: Patient F: Father M: Mother §: Spouse Sn: Son D: Daughter C: Caregiver 0: Other (SPACITY) ...ccvvrvrrmrmesssssssssreesssarsrasssmes s
Learning Barriers: )
1. No Learning 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 14, Ohers (SPECHY -.ococrmrrmmemiessemimimmn s
3. Emotional Barriers 6. Desire / Motivate to Learn 9. Cultural Differences 12. Impaired Vision/ or Hearing
Teaching Tools Used: A:  Audio D: Demonstration V: Video 0: Oral P: Printed
Mechanism/s to overcome barrier/s:
1. None 3. Reassurance & Support 5. Respect values & beliefs F. OUNBE, SPBEHY coovvrvvossceesmmsemssnsssssssssssrsss s s
2. Obtain translator 4. Teach Family / Others 6. Respect Cultural / Religion Preference
Understanding: 1. Verbalizes Understanding 2. Demonstrates Understanding 3. Needs Review

Doc No. : RCH/ FRM / CLINICAL / 187
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Rainbow*
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Hospital

NURSING INITIAL ASSESSMENT FOR PICU

Date of Admission; .2 % }‘I l@ S

Sourceof Admission: CJOPD DIWard Z1 Gther: .......... =&/ Wff/ ..............................................................................

Reason for AGMISSION: ........AC 6 RS r)rc,cwz #

AGMISSION DIAGOSIS: ... A et ? o cz.@r..c.cai...?'ﬂ
Accompanied By: ,E?ﬁ@rent O Guardian [J OtherName:...
Primary Language: &1 Télugu OlEnglish  CIHindi

THIK NARAYANAN R

T

@ BirthRight

BY RAINBOW HOSPITALS
Your Right to 3 Saly Delivery

--------

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

||||||

{3 Other Specify ...
Doyou require aninterpreter? ClYes £TNd

Allergies: O Yes Eﬂ [ Medications
ifyes, identify..........

[0 Blood Transfusion D Food:  DUOthed: ...

Source of Information : ‘E’ﬁnﬂy O P znt [ Others, Specify .......

Past Medical History Past Surgical History Last Hospital Admission

SIGNIFICANT
HISTORY

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

Has the child or close family member had recent contact with a communicable disease? [Yes =g
If yes please list, Mu
Was the child's birth normal? CINo  IfNo,please describe problems: ......ccvisimmnimsesmeaens

Ye
|-

Are the child's immunization up to date? /ﬂs O No

oooooo

Taking Medications? CYes —ENb
If yes, Fill the reconciliation form

Medicine broughttothe hospital? [ Yes _EINob

CURRENT
MEDICATIONS

Observations:

| R—— LS Head Circumference (< 2 years):

LT T 7 R o BP:.. ??/ o Af{')
//Q Specify Site: Alrl .... (Follow Pain Assessment Sheet & Document)

Pain Score: ....%.
Fall Risk Assessment: [ Yes ,Eﬂ T 3 R (Document in the Humpty Dumpty Sheet)
Risk of Pressure Sore (Braden Q Score .......... P d ) (Document in the Braden Q Assessment Sheet)

Weight: .. I?//J ....... Le: «

Temp.: aAL-2 ‘:

Docu. No. : RCH/FRM / CLINICAL / 122 (PT.0)




L Patient Sticker 7 ;

Behavioural Status on Admission :

O Sleeping O Crying OCim O mstresseumonsoiata g ﬁzowsy

FUNCTIONAL SCREENING: Ifa patient needs assistanc‘b with any dfthe following inform consultant

O3 Mobility problem O Walking Problem : Pz g @Abnormamyoetected

O Developmental Delay O Musculoskeletal Congenital Abnormality -
Inform consultant for positive criteria
NUTRITIONAL SCREENING:

O Underweight O Overweight O Special Feeding Method

O Feeding Problem O Special diet 2 Ng/Abnormality Detected

Inform consultant for positive criteria

Psychological Screening: /ﬂfq%iun'rﬁcantﬁndings
Unusual conzerns about patient's Psychological Status: O Yes {@

Orientation has been given regarding the follow:ng aspects:

I0'Band in situ
side safety explained

[3/PICU Routine: Doctor's rounds/Medication time
Visiting policy explained

If Yes Consultant Notified: .................... k[LQ.( crsveennnns (DALE/TIME): ...
Social History: Lives With............ fj
Siblings in household EIYes ,D—Nﬁ ( Hyes HowMany?) .................... moesatasdanias iekeninsssiiasinssasshisiissivsisbraiienmsanesnsanssnvassonsets

Orientation given to: (Elfa?miiy O Others specify .................... ’\(U-* .............

Name of Person Orientation was givento: .................... '\h O’H’\ﬂ)]

Orientation not given Heafon 1 ..................... L — 7

Nurse Name: . ke Nurse Signature: .......... e Ta—
Date &Time: .. .,282..../36\ é (//:2

DISCHARGE PLAN

Source of Information: - [1-Faffily O Friend

Will patient require transportation arrangements to go home: OY¥es ONo
Will Physiotherapy require athome: ClYes = [©Ho '

Is home medical equipment anticipated: OYes QNo—

Is home oxygen therapy anticipated: [ Yes 0

Are dressing needs at home anticipated: OYes ONo— B

Any other needs anticipated: [J Yes CIND  HYSSPECITY ..........ieeeeereeeessseemssseessssssess e esenessesons

Discharge Medications: = 0 No
Details: ...
T N

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

‘"-'".“":"“""“”"56_"".:: . . . | L | “ d
Nurse Name: g J\‘lel‘\(\l@u ..... i N umesmmm:...........wﬁs'
Date & Time: &%lj}&%@\\ ?Tq '




|p18-00036667

;‘-:%E‘E‘E‘“f:“'m;::&:‘: .
i | g

EMERGENCY ROOM TRIAGE FORM W - loka,

Patient's Name : ..... P%M\/ ............................................. Age: k\( Gander.\z‘ﬁ O Female
Date: é\%{f{‘ S Yine of Al . R O O.T0).
Allergies; 40 O Yes [ Food [ Medications 1 Blood Transfusion [ Other (SPECITY): w.uveureemansissssssmmsmmminssssssssesn [ Not known
Source of Information ﬁmnﬁs WO ) PR ——EE R
Moda of Arrival : bulatory & [ Wheslchair O Ambulance Q\% g OO0
ST L e Grl2 .. RR: g@ sp0; ... 80
Chist Complaints: A0, Mooty » \
Q) Q [ :
INITIAL PHYSIOLOGICAL CATEGORIZATION ~J INITIAL PHYSIOLOGICAL STATUS
Appearance Work of Breathing O Stable
O Nogmal A P'I‘ﬁrmal + O Increased /E/U‘nstable'
ek Looking Circulation / Colour O Decreased [ Gasping/ Apnea M — Life - Threatening
Normal (3 Abnormal [ Bleeding “0 Life ~Threatening
Triage Classification CTAS
| O Level1: Resuscitation O Immediate
[1 Level2: EMERGENT : Life or limb threatening O <15min
[0 Level 3: URGENT: Significant iliness / injury with potential to become fife or limb threatening O 30min
O Level4: LESSURGENT : Significant iness but not life threatening 260 min
O Level5: NON — URGENT : May receive care when convenient _ 0O 120 min

NOTE : All immunocompromised 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/ Guardci’an
*_GTAS - Canadian Triage and Aculty Scale ' : Triage Completion Time : ... 2> YYAY)

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 the two
1. Have'you had fever (elevated temperature) in the past 2~ [J¥es following criteria:
weeks [ Any patient with Fever / Rash / Vesicies / Discharge from Eyes
2. Have you had cough or a rash in the past 2 weeks O Yesw and Cough
> ; [ Any patient with fever and respiratory symptoms who answered
S I;?: ;g:;]zhfvglltsurtnass of breath or dificulty breathing in_ L] ¥es D)"/_ “YES" to any of the questions on epidemiologic risk factors in

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

symptoms: [ Not applicable PARTD. ACTION/ INTERVENTION: (for positive suspected
1. Have you travelled outside the INDIA? or had close [JYes Pn(' communicable disease trfage screening)
contact with someone who has recently travelled outside

O Patients should be immediately isolated in a negative pressure
the INDIA, in the past two weeks? room or a single room (as appropriate) for pending evaluation.

I YOE, SI0 LOCBON: wocerrrrsssemtssmssissmssmsnspesarasso [0 The patlent should be given a surgical mask immediately, if not
2. Are your parents / close contacts at home is/a healthcare [ Yas/(}ﬂu’— already wearing one.

worker? {please encircle the choices} (e.g., nurse, ‘
physician, ancillary services personnel, allled heaith [ Both patient and triage statf should perform hand hygiene.
services personnel, hospital volunteer, or laboratory [ The staff should use PPE (as appropriate).
worker, others) who has had a recent exposure 1o an

individual with a highly communicable disease of

unexplained, severe febrile respiratory or rash disease? 3 ,
Name of Triage NUrse : .......ccne s Signature of Triage Nurse : ....... \(h%@\{ ;

D0 AN oo 0lgNAITE OF HIAPE INBISG « wonsrenreenessssinaasssranasiospantsanannstosiasts

s 28 @ 21500

Docu. No. : RCH /FRM / CLINICAL / 085
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A ~  Baby PRANAV Z .
fﬂ[ gy el Rainbow’ | @ pirihRight
D Sl 11 TEETEE Hospital _ | () zasonosmes
NURSING INITIAL ASSESSMENT IN EMERGENCY ROOM
Date : .2-5. ’7[‘2»‘3 ............. Time of arrival : &’RP"\ ......
Chief Complaints: CJﬂ/“m w0 RAU.... A o T
Height - ... Weight: ...\ 0‘&%‘ BMI: ... ... Head Circumference (<2 Years) ......... B i
Allergies: OYes DG O Medications O Blood Transfusion 03 F00d T OthEr: cocvevveeceessnrssssnessssesss
Y08  TOBMMIY (. icrioioneiatodinhasbessesssiminmsebasebbanamnsiosiitsoses B L N Pt R
Pain Screening: O Yas{moq If Yes, Pain Score: ................. Pain Tool Used: OONPass O FLACC O Wong Baker
2 [ Chatattor s iiathiiais DI LOCUON cocuiciicacnacnsiannsin O Frequenty .......cocoemmsnennnens O Duration .......ccoewereeneanees
RISK FOR FALL: Functional Screening: Mnormalﬂies Detected
tick below fall risk intervention directly 0 Walking Problem
[ If Patient is > 6 years O Developmental Delay
Assess the below parameters . .
History of Falling: within past 3 months O Yes '(D—NCI’ 0 Musculoskelotal Congenital Abnormalty
Ambulatory Alds: ' inform consultant for positive criteria
* Wheelchair - O Yes éﬂ/-o
* Uses furniture for support [ Yes No
Galt/Transferring:
: 3:;;?’ mobie g :es ‘?{ﬁa Nutritional Screening: eDTtJTbnunnali‘ties Detected
i = 5 O Underweight
* Impaired O Yes EI./N} e
Mental Status: Forgets limitations OYes EMNo W0
) O Feeding Problem
IF YES FOR ANY CATEGORY = RISK FOR FALLING [ Special diet
Fall Risk Intervention: O Specialfeeding method
[C Escort while ambulating
[0 Assist Patient Inform consultant for positive criteria
O Educate patient and family on fall precautions/prevention

Psychological Screening: Fﬂ{mnrftcant Findings
Unusual concerns about patient's Psychological Status: [(JYes [CINo

If Yes Consultant Notifled: .................ccccoeecreeneciecerenene (DAB/TIME): covnnicniiinrncieniinmisnrisssisesnins

Social History: Lives With ” T nisssaensshtnssnsepesnianeek RS e
Siblfngs inhousehold CJYes [JNo (ifyesHowMany?)...... ,.; kA msings

Time of Initial assessment completed by ER Nurse : Lo

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




Time Nursing Notes
10PMi- P} come o ER T_ Oprplainy o
(athe oo o 4, v Aobivity Sindo MONTUNG

- A S o)e

4 \3eeovnd oW

—BER fbw

L es80d 'ﬁ%_ O

d 4

N

W‘H‘d - Dy ,'(MHUK

-Fﬁ

A"r'UL QL@’YL’L

/d' %mﬁ[o.—

-"p“— Shlted 4o DU 4aw Leothevs wal

U
Samples collected by: Time: |
Q- /
Samples sent by : Lonamn Time: 10-15PM
Medication given in ER:
%?n%/ Medication Route Dosage & Instructions Dgigr?r g‘i'arrf?l
— =
0
N
B
/

/

e

Condition of patient at time of shift - out : Details of Shift - out
.l)?“ = BP @\{,61 O{':g 43R Shift - out from ER to: . Q‘DU
GCS:.. f 51 15 Temperature L@'Q.GJ(: e of St ot %Q/ Nf O@;{ O P m
Pl Soores G{I O I(-INat?gc;\:sefN%een) to: ... L0 U, 8.%.\(\
Repeat RBS (if applicablg). ................ oo F S s S
Tick as applicable: 0O MLC OLAMA  OBROUGHT DEAD
Procedures done with details (if any): ................. LV h%f dﬂ%

Name of the Nurse :

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

vae e ime: .. Q. Bl .. @ (8- 19PN

Signature of the Nurse : .......
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::-:‘;-;';J::AV 1 YDM:B D (M) Rain;%w@ .
Dr. KARTHIK NARAYANAN R . , . oht
i Chire | it

PEDIATRIC ED DOCTORS ASSESSMENT (IN-PATIENTS)

ADMILtNG DOCLOT : 1.covvvieinmensssemmssssssssssssssssssissssissssssssseesnss DAE & vomorerrnreenessrisviniinsisrisnssaih
Type of Admission: CJOPD CJER  CJReferral (if referral, DOCIOr'S NAME: wuvcuvucvsessssmmmnssssmessssssssmsssssssmsssssssssss s e
Start Time Of ASSESSMENT: ..o WeIGhL: .ceoencimmnsinricasenss
T e O —
ChIBE COMPIAINS: +.vvvvvversesvissseesivssesssssmessssssssssssessssssssssnse Pediatric Assessment Triangle
A Appearance - TICLS ..o
ﬁ [ Normal
B C Circulation {
’ [ Abnormal
Breathin
g Pallor O
O +wos Cyanosis O
O vwos Mottling [J
O  Normal Bleeding O
_J O Gasping /Apnea
Initial Physiological Status: O3 Stable O Unstable Any urgent interventions needed: CJ'Yes [JNo
Life Threatening [ MPVBS s csmsavesasmammpssssessymanpemsssmmrerdb AR A T
Non Life Threatening [J
SIGNIIGANTE PASY HISIOTY: ¢errsvesersesessssssesssses st 1
VMBAIGAHION HISEOTY: . vveouesesersusssessssssesssessasssssbebbinsesessssssssssissasmassssssssesssssss s8R s cemenssann st S TEEES
REIBVAN IMVESHQAHIONS: . .vvvvoeesssssesssesiinsssssssossesssssssssssssn 4L S
~

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

Primary Assessment E OB

Airway

[ Open
Q O Maintainable HEYBS 1oiviicivrrmmserrrrnressnsrsrs e s ssbaaiaas s s as s aat s s siraans

] 1

[ Not Maintainable

< ' yﬂrealhing
BAter .\onssanareimisisisiaiiis 07110 1) 0 F—— Any urgent interventions needed:  Yes No
ROYHAME: oo BV s scaemsmspsvmessmesmpspepss SO HEEER
Retractions: O Suprasternal OICR O SCR
O Stomal | L1 Supraclavicular D Nagal Flaing """
Respiramry Noises: D S’[ridor D WhEEZing D Grunting ...........................................................................
Air Entry: ......................................................................................................................................................
Palpation Findings (If NECESSATY)......ccovmiiuuresrneess T T L
Docu. No. : RCH /FRM / CLINICAL / 157 (PT.0.)




O HR: Central ............... Any urgent interventions needed: [J Yes ONo |-
Circulation o Peripheral............ EYES oo
B csuemniig, mmHg L b
Pulse Volume: E Cez?tral """""""""""" LIV SPAIN: vicossiisiionson.  romemsssmssunsssstimsises st
Peripheral ................. ECG
If m ShOCR' [Compansated T . " ............................................................................................................
Hypotensive ............ Any Signs of
Heart Failure: (JYes 0 No
Muffled Heart Sound: [ Yes [J No
Engorged Neck Veins: CIYes [ No
O GCS: oo AVPU: oo Any urgent interventions needed: ~ Yes  No
Disability  Pypils: [ Responsive O Non-Responsive [] YO iiticisciinivis memmmmmmsemstansmmmmsss e spsssssssiai i
Size E Right ..........
O o Shiisssiiumsesressesss s ses s S S
Acﬁve Seizures: D Yes D NG Sugars- ............................................................................................. ‘
Signs of Neurological COMPIOMISE .vvovvvivnicirinrsiiins ovevessisssssssssssssssssssssmssssesssees s
Exposure TP dotivissiinnnmmennernens
P Q P Any urgent interventions needed: [ Yes [JNo
Any Rash: OYes [JNo,
; L (S
If yes describe the rash ...
ACHVE DIBE ......ooocervevoree oo
LacErations D Abras[ons D bruises D .............................................................................
kel S N ————— R

Final Physiological Status: [J Respiratory Distress O Respiratory Failure [OJ Respiratory Arrest

O Shock -  Compensated Hypotensive [

O Cardiopulmonary Arrest O Hemodynamically Stable
Secondary Assessment:  Head to toe examination with positive AINGINGS: .vevoorvvcsrceesssesises e eeeesssesessessssssssssesssssssesse ‘
Labs Planned: ...................ccccoooooovvoiiooosoom Treatment Planned: .................cooovorvomvvvooo

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

Need for Oxygen: OYes [J No ifyes Low Flow O
Final Diagnosis with possible Differential Diagnosis (If necessary):

Assessment done by
Name of the Doctor:

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

HighFlow D PPV I

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

..................................................
........................................................................
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PATIENT TRANSFER FORM Hospie R
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[ :;_';’;:';:: M ivommo  w Date & Time of Admission Date & Time of Transfer Order
Dr. KARTHIK NARAYANAN R O
1V A oglleb &g 2up~ | 2811]26 ©\0, Uohin
Treating Consultant Name Transfer Ordered by Reason for Transfer
) : erJ/'
O . haﬁm}“ Qn‘ MamanMCm' : FU_Zquw }\’Iaﬂcﬁ,em
From Unit To Unit Information to Attendant
Yes No[]
o Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
clinical documents. If any handed
over to attendant
@ WJiL Yes [ No[]
If yes, what ?
Medications / Consumables / Surgicals / Hand over
Sl.No. ltem Name Quantity
% DNEFEO k. —— ©
2 Tobeaflpw —O
3. -
4,
N 5.
Shifting Summary / Notes Written by Doctor : Yegg/ No[] =

% A A?'\LM?J\E’*‘

\

Name & Signature of Person whao is Transferring

%V\ (5m~r\~

D

Name of Person Ordered Transfer

B MQMMMO ]

Patient & Clinical Records Received by : 7\
o -
AT

g):z‘ <SS

Date & Time of Patient Received: 921 b

* o .ﬁ’oFY"‘ :

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

(] Unavailable Bed

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

[ ] Nurse not Available

[ ] Available Bed not ready







GUC-00094431 1P18-00036661 :
Baby PRANAV Ref. No. : F/ PICU /CON /ADM /15

02-07-2025 1Y0OM26D (M)

o Wil - | CONSENTFORADMISSION
Wit | Fospial | | CARE UNIT (PICU)

| &QIQ:'L S8 W 77 | e S/0 MI/ MS .ececrerreenene .
hereby deslare that our patient Mr. / IS ooveeomensmsarsassssssessssisssssasssssissanssansisassanstsaossas who is related to me as
s Is getting admitted in the Pediatric_Intensive Care Unit (PICU) of Rainbow Children’s
R 111111 IR/ ¢ 3 S—
The doctors have explained to me in a language understood by me that my child has following health related
ISSUBS © vuveveseersersresassesssssessssssssnsenssssssassismesasassassssssssssssiasasss

g | | - s— .........
The doctors have clearly explained to me that my PAtENt M/ MS. wocouunrriamensssernsssssmsssssssssssssssssssssssnssssnssenes

during his / her stay in the PICU may undergo various medical and surgical procedures like airway
management, mechanical ventilation, central line insertion, PICC Line and arterial line placements, chestdrain,
or peritoneal drain insertion efc.

| have been told by the doctors that while performing such procedures | will be informed and a separate consent
for this procedure shall be taken. However, in case of any life threatening emergency if the time is not available
for taking informed consent it is implied that | give consent for various invasive procedure to save the life of my
child.

| understand thata sick child in PICU has life threatening medical conditions.

| understand that when a child is sick in the PICU with multiple medical and surgical procedures performed
upon him/her, there are inherent risks due to these high risk procedures, and high risk medications, in the form
of infections, bleeding, air leaks, skin and other tissue damage etc.

| give my consent to the team of doctors to go ahead and admit the child Mr. 7 13—

- o in the PICU fully understanding the associated risks involved from various

procedures, high risk medications and infections in the PICU and treat him /her with all necessary means.

The doctors have explained to me in the language best understood tome.

Patient Attendant : Witness :

Signature : ,Pﬂ}mshm ................................. Signature : ?  Pave.

Name : ....cc.... ANOSHIED Naiiio : P DWA. )
Relationship with Patient: e NQ TR Date & Time\: ‘)81 7 J A @,1 30pM
Date & Time : 2—?,5}\% ..... QgL |

Doctor (who is taking the consent) :

Signature : C,,,Acrh ........................................
NERE sl s ST DBV . e eonsonpnssiiissiishiisssasiniy

Date & Time : 2517100890340

CIN : U85110 TG1998 PTC029914 www.rainbowhospitals.in
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Baby 1:;:“ cyomze0 ™ Rainbow | @ BirthRight
ngl.-_“ RTHIK NARAYANAN & Children’s BY I::NBDW Holsgrm.s
Ty sl | @

ADMISSION CRITERIA - PICU

Admission / Transfer from:
&Eﬁergency O Outpatient (OPD) O Ward O Operation Theater 11151+ 1 A S T—

oad

oo

ogooooon

OO0 OO Oooo o ooooo

Tick (v') any of the following criteria requiring admission / transfer to PICU

All patients requiring mechanical ventilation;
Patients withimpending respiratory failure;

O Upperairway obstruction;

O Lowerairway obstruction;

O Alveolar disease; and

O Unstable airway;
All Paediatric patients after successful resuscitation;

Comatose Patients;
O Meningitis, encephalits; O Hepatic encephalopathy; O cerebralmalaria;
O Headinjury; O Poisonings; and [J Status epilepticus;

All types of shock/hemodynamic instability:

O Septic shock;

O Hypovolemic shock; (Bleeding emergencies such as gastrointestinal bleeding, bleeding diathesis, disseminated
intravascular coagulation; Cardiogenic shock; myocarditis, cardiomyopathy, congenital heart disease; Neurogenic shock;
and Multiple trauma;

Cardiac arrhythmias after consulting with the treating consultant

Hypertensive Emergencies;

Severe acid base disorders;

Severe electrolyte abnormalities;

Diabetic ketoacidosis (Ph<7.2, altered sensorium, hyperglycemia)

Acute renal failure; Patients requiring acute hemodialysis, hemofilteration and peritoneal dialysis,
Post-Operative Patients;

O Requiring ventilation;

O Unstable patients; and

[0 Post-operative patients after open heart surgery, neurosurgery, thoracic surgery and other patients after major general
surgery with potential for respiratory/haemodynamic instability;

Patients requiring nitric oxide therapy;

Malignant hyperpyrexia;

Acute hepatic failure

Severe dehydration with mental status change;

Asthma requiring hourly nebulization/getting tired with increasing oxygen requirement/mental status change.

“UNSTABLE" PATIENT IS DEFINED AS

HR < 50 or > 160 per minute or more than upper normal limit according to age. BP<90 systolic and < 50 diastolic an or
requiring ionotropic support. Arrhythmia or risk of sudden arrhythmia.

Signs of peripheral poor perfusion or suspicion of any type of shock.

Capillary recall time > 4seconds.

Children Blood pressure (Syst.) < [70 + (2x age "Years'].

Respiratory failure or high risk of failure or airway obstruction:

Respiration rate < 5 per minute below the normal or > 10-15 per minute above the normal range for age.

02 Saturation <90 % or need for 02 >4 Litres per minute by normal face mask. Abnormal ABG: PH < 7.25, Pa02 < 60 torr,
PaC02 > 50 torr. ;

Distress and risk of exhaustion

Change of level of consciousness: GCS < 13.

Persistent oliguria with acidosis.

Signature of the Doctor: (c;(,}'\_ .................... Name of the Doctor: ..... C prP"’K ...... Date & Time: .2ﬁ 7{‘411 .......

Docu. No. : RCH /FRM / CLINICAL / 204
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| Patient Sticker

Hospital BY RAINBOW HOSPITALS

It takes a ot to treat the ieme. Yaur Right ta a Safe Delivary

DISCHARGE CRITERIA - PICU

Discharge to:
O HDU / Step down ICU O Ward O Outside Facility O Others: ..o

Tick (v') any of the following criteria requiring discharge / transfer from PICU

O Stable hemodynamic parameters.

O Stable respiratory status (patient extubated with stable arterial blood gases) and airway patency at least for 24
hours with no respiratory distress needing continuous monitoring.

O Minimal oxygen requirements that do not exceed patient care unit guidelines. _

O Intravenous inotropic support, vasodilators, and antiarrhythmic drugs are no longer required or, when applicable, low <
doses of these medications can be administered safely in otherwise stable patients in a designated patient care unit.

0O Cardiac dysrhythmias are controlled.

O Neurologic stability with control of seizures.

O Removal of all hemodynamic monitoring catheters.

O Routine peritoneal or hemodialysis with iesolution of critical illness not exceeding general patient care unit
guidelines.

O Patients with mature artificial airways (tracheostomies) who no longer require excessive suctioning.

Signature of the DOCtOr: ........ovovvvvev,
Name 0f the DOCOr & .vvvv.vvveeveeeeeeecieseeeeesee oo

B

Docu. No. : RCH /FRM / CLINICAL / 204
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g;g_mw 1yomzsD (M) | Fé%l?c?%wf . Blrtthght

o frerta MYMN N = : ren s SPITALS
1 A A Hospital _ | ()eonermes

BED SIPE CH&CK%IST FOR Nyl'.l_RSES

Date: |98\1® Q,o\\a &‘\\'}"’ o\t | el F
Doctor's Orders ‘{Qb \lo,% 4¢5 | yig )f%
Garried out or not ‘ \(95 G0 |ye f\[o,g Catoind |
Bed Side
Structured Handover done ol il L | # |
IV Site T AR s
Central Lines Bl K R L ¥
o Arterial Lines P X | f X »®
’ Feeding Catheter x| X ¥ L X
Urinary Catheter oL e & e ¥
Skin Care 7| | v | e
Eye Care L wd e Ul
Mouth Care 7 w2 | 7Y | v
Sterillum Bottle, Stethoscope < " / \// v
Suction Bottle (Should be clean & empty) 2 U4 / v > sl
Intubation Tray X % | ¢ %
Eﬂn&gﬁgﬁ&&n ggfr-::ag}és with Midazolam M | 7L .
o | nposae o el K ol A
Ventilator Tubing, (Any Water, Blood) | % A L 5.4
Humidification X X |t L X
?&e;;lgglrggrsri;}; Preparation) T N / v v©
Chest Physio & Neb 5, 0 i ¢ & 4 b4
Handed Over By Name : (;;\J/‘“ ;Y‘;\y{"l = s %@‘ﬁ \f—-«""”
Signature : ([ | <D W‘ i 4\%
Date & Time: 9%:' ¥9f,!)91\3\ o %x\i%% T
Hand Over Taken By Name : 15?,3{7 . | M}: ?fw il
Signature : Uv; : Ws&'/ﬁ(
Date & Time: %;r@q;l P &

Doc. No. : RCH/ FRM / GENERAL / 088







v e )

20

GUC-00094431

IP18-00036661

............... -~ Baby PRANAV

2z

Rainbow® @&

_______________ O KARTH KA Children’s BirthRight
T lll Hospital | () memmosm:
RBS CHART

Date Time RBS (mg/d! ) IVF % ! Signature

AL g.300M | Ng — |

p?q‘/u] ga”’\ %M/J/ Tl /E O ¢r DA ’

99 /£ L/ pro AR rron( /1

go [ Lo g 3 m:ny_

ﬁ

Docu. No. : RCH /FRM / CLINICAL / 185







