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Rainbow Children's Hospital - Guindy

'@

Rainbow

o Door No.157 to 160, Anna Salai, Guindy, Guindy ,Chennai ,Tamil Nadu, INDIA 600015,
Children's ™% TEL NO :044-40122444
Hospital - WEB ; https://irainbowhospitals.in
ADMISSION SHEET
. . . (AR RR L IRRTAT AL TR T (RN 1T
Registration Details :
Admission No : IP18-00036530 Admit Date : 19-Jul-2026 Admit Time :06:47 PM UHID ; GUC-00094060

Patient Details :

Patient Name . Baby J.A RYAN MATHEW Age CIY1TMSED
Guardian o Mr AROCKIA RUBAN DOB : 14-06-2025 01:00 AM
Gender . Male Religion
Occupation : Martial Status
Address (H) . 418, SOUTH ST, SILAKKUVARPATTI. Phone No . 8489200376/ 9488764073
DINDIGUL Siukuvarpatti Madural Tamil Nadu ; ,
INDIA 624215 E-mail - NO@GMAIL.COM
Admission Details :
Bed Type ' DAY CARE Bed No ' ER 101 Ward Name : OF-EMERGENCY
Roeom No - ER 101 Admission Type : First Visit

Contact Details :
Name - Mr AROCKIA RUBAN Relationship  : Father
Contact Address - 4/18, SOUTH ST, SILAKKUVARPATTI, Phone No . [ B489200376

DINDIGUL Siukuvarpatti Madurai Tamil Nadu
INDIA 624215

bt

Signature
~¢tor Details :
Doctor Name Dr. 8. KEERTHIVASAN Specialisation  : PEDIATRIC GASTROENTEROLOGY AND
HEPATOLOGY
Referral Doctor  DEEPAM MEDFIRSTHOAPITAL
{PALLIKARANAL) Phone No
Co-Consultant
Payment Details : Deposit Amount  : 0.00
Payment *Ilode Cash Payor Name . SELFPAY

Frinted Date ' Time 19/07/2076 18 56 Printed By - 021591 Page 1 of 2
|







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:/frainbowhospitals.in

GENERAL CONSENT FOR TREATMENT

Patient Name: Baby J.A RYAN MATHEW Age : 1TY1TM5D
IP No: IP18-00036530 Sex: Male
Consultant: Dr. S. KEERTHIVASAN Ward/Bed No: OF-EMERGENCY/ER 101

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.

I 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
@yance coverage and while doing so confidentiality of the patient will be maintained at all times and this will not affect the
iz 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,

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

.._'rﬂwers Signature: ... ) %' h"‘/

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/Relalive: \J%" *

Relationship 4/18, SOUTH ST, SILAKKUVARPATTI.
M DINDIGUL Siukuvarpatti Madurai Tamil

Date |q lD? !q_p)ﬂ il Time Dé: A;FPM Nadu INDIA 624215
Wittness Name IA ‘?IYWﬁ

e A O—
Wittness Signature :

Mame Mi- HMO’ %ﬂ Patient Address:
ferRer

Prnted Date | Lime  19/07/2026 18 58 Printed By : 021591 Page 2 of 2
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> Billing Cvele: - Bed charges will be calculated based on 12PM 1o 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,

P Room Rent inclusive of Bed. Nursing, Consultation Charges and all odier charges, like Dict. Investigations. 1P or OP
Procedures. iquipment. Cross Consultations. Blood/ Blood Products. Implants. Ward Consumables, Infection
Preventive Measure Charges. Pharmacy and Consumables will be charged extra.

> 3% 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.OL 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,

> Inthe 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.

» I the Surgery Procedures performed in emergency hours (8PM-6AM). Public Holiday and on Sunday will be
Charved 30% extra,

P 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
categary. All charges vary as per Room category. except Pharmacy and consumables.

PPA Insurance Processing Fee applicable for all Insurance Cases,

Inour hospital there is"No Discounts Policy”. Kindlv co-operate.
| 8 3

GD Patient [ Guardian Self’ Attested Government 1D proof’is mandatory 1o submit at the admission.
““
1 4
b

P No Duplicate: Second copy of OP or [P bill will be issued.

P In ocase the patient is shified from lower category 1o higher category, all the charges like consultant visits,
investigations. operations and procedures ete. from the date of admission will be charged according 1o the higher
category.

» 1 the patient is shifted to the ICU. the attendant should vacate the room. If the attender occupies the room, it will be
Charaed 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.
Insuranee Processing Fee. Double Occupancy and Registration Charges. Fte.. credit cannot be  extended. These items are
not payable 1o us as per insurance company norms (Depends on the TPA/Insurance Co, T&C).

> Ittakes time for cash discharge isa minimum 3-4hrs. and in the case of insurance. it will take a minimum 6-7hrs,

> Difference. ifany between the final bill amount arid amount permitied approved by the TPA or total bill amount in case
ot denial trom TPAL has to be paid by the paticnt

ﬂ Puwo atiendants are permitted with patients in Deluxe. Private Rooms and only one is permitted in the rest of the
> categaries of rooms. No attendant is permitted in 1CL's,

> Allthe refunds more than Rs.5.000 - will be retunded 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
detual update taken on the day of discharge. 1t 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 1o clear your outstanding amount on daily
basis before 12 PM. Patient bill outstanding should not be increase more than 10,000/~

[ have anended the Financial Counselling desk & understood the expected costs & other conditions applicable. In this
vaaes the TPA Insurance Company rejects the claim for whatsoever reasons at any point of time after discharge, |
promise tosettle the elaim with the hospital as per Hospital Cash Tarif¥,

|
T 1

iu \.‘L N . | [ T
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Sell Atendant

A.I ‘endant Signature % . .
Phone Number : _
e A AR

RCH GDY FRM CLINICAL 126

| Relation - (_}4%

| Name & Signature of Financial Counselor
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e Unique ldentification Authority of india
Government of India

v Zand & srsi/Enrolment No . 204 0/80184/69804

Arockia Ruban Basker Antony (., @r s ehLish

T S s R i)

S/IO: Basker Antany, 4/18. south street. nilakottai
taluk, Silukkuvarpatti, Dindigul,
Tamil Nadu - 624215
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INFORMATION

@ Aadhaar is a proof of identity, not of cit izenship.
4 To establish identity, authenticate online.

4 This is electronically generated letter.

Siqratare Nal Venlng

Digitally signed by IJMUF
ISENTIFICATION AW HORITY OF INDIA
Dale: 2016.03,22 10047 |ST

d Aadhaaris vald throughout the country,
@ Youneed to enrol only once for Addhaar

d Please update your mobile number and e-mail address

Trus will help you to avail various services in future.

......................................... )C_ ..-,.--....--..-.--A_..--"-.-__,.--_,---..---..>€_.
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Arockia Ruban Basker Antony
v weard DOB: 15/05/10973
e | MALE

7625 4075 9221

Jronaan  UNIQUEIDENTIFICATION AUTHORITY OF INDIA

Address:
S/0' Basker Antony, 4/18; south
streel nilakottar taluk,
viraE T g edin e, 4118, Silukkuvarpath. Dindigul
S M B, Tamil Nadu . 624215
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It takes a lot to treat the little.
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GUC-00094060 Fa—

Baby J.A RYAN MATHEW
14-06-2025 1¥Y1MsD ) -
1 Patient STicker \

DISCHARGE PLANNING FORM

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

,;. 2 1. Anticipated Date of T ER——— S

Destination Post Discharge: [ Home
Family Members Notified {Person Contacted)

34
N

O Transfer
Hospital Facility Notified (Person Contacted)

3. Discharge Status: O Self Care [ Family Home Care [ Home Professional Assistance
[J Needs Assistance In: Remarks
O Medication O Yes O No
O Bathing 0 Yes [ No
[0 Eating O Yes O No B
O Walking O Yes O No
O Dressing O Yes O No
[ Toileting O Yes J No

4, Nutritional Plan:
[J Dietary Instruction Discussed with the:
1 Patient O Family Member O Others: ...coveveiieeisiveeenes

5 Discharge Planning Discussed with the:

[ Patient O Family Member I Others: oo

6. Patient/Family Educational Plan:
U Educational Topic/s: e T
[ Patient's Educational Topic/s discussed with the:
[J Patient O Family Member [ Others:
Doctor Signature: ...
DOCLOr NAME: ..o
Date and TIME: ..o,
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Hospital BY RAINBOW HOSPITALS

It okt @ ot 20 trmad the littie Your Right to a Safe Delrary

DRUG CHART

.‘ﬁlanature .

VERIFIED BY : Name ........ocoevvnereens

A
Date of Admission: /‘I]‘Tﬁ@ Drug Allergies: (\”LW any Drug Allergies
& |

FOR THE SAFETY OF THE PATIENT
GENERAL

Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.
DOCTOR -  Please use only approved abbreviations (refer to Hospital's approved list of abbreviations).
- Use approved pharmaceutical names, BLOCK LETTERS, metric dosage. English instructions.
| - Any changes in drug therapy must be ordered by a NEW PRESCRIPTION. Do not alter existing instructions. |
- Discontinue a drug by drawing a line I through it and a similar line through subsequent recording panels. |

- The date and time of stopping the drug along with the doctors name and sign must be mentioned,
- Only one chart should be in use at any one time. When the chart is full, a new supplement can be kept within this

drug sheet folder.

<

=

74

m

w
'

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

1) Right Patient  2) Right Drug

= 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.

3) Right Dosage  4) Right Route  5) Right Time

S0S / PRN (As Required Medication)

Date t
i

Dose | Route |Frequency [Start Datel

Doctor's Signature. | Vaiid Period| Pharm.

Additional Instructions:
DRUG : e
Do%e Route | Frequency |Start D
Doctor's Signature |Valid Period] Pharm.
Additional Instructions:
Date}
DRUG : Tim

Dose | Route |Frequency (Start Dat

Doctor's Signature |Valid Period| Pharm.

Addm‘fnai Instructions:

—

Docu. No. : RCH /FRM / CLINICAL / 118

Page: 1/4 (PT.0)




GUC-00084060 1P18-00036530
Baby J.A RYAN MATHEW
14-06-2025 1Y1M50D M)

T

: i=
REGULAR PRESCRIPTIONS Weight. 751‘7)\ Ward. ”

DRUG : INgXPRD JUNIOR SAcHe

Datehiald 1 ool

lowmg | Plo | q12h |19lale

Dose | Ropte [Frequency |Start Date N pL

el

[ Narrfe & Signature of the Doctor
Starting the Drugs:

%3
E

C{Qy/“’,n/m
Additional Instructions:

| T
—

Daily Doctor’s Endorsement by a Sign

DRUG: Y P SUCRF(L-D

asmd el | auh |19hbe

Name & Signature of tHe Doctor

Date
; 191 29\
Dose | Route |Frequency |Start Date - / J
{d I

Starting the D{ugs:
m

Additional Instructions:

Grnﬂ/?wwﬂ>

Daily Doctor’s Endorsement by a Sign ) =
pRUG: NEXREO JuNOR Sad{Daer a
Dose Route | Frequency |Start Dat ) | e
towg] tlo | apuh | 20l0R{FTS
Name & Signature of the Doctor (4
Starting the Drugs:

o
Additional Instructions: '

Daily Doctor's Endorsement by a Sign

DRUG :
:

Dose Route | Frequency |Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign

Page: 2/4



Signature ..........

Weight 'rb'kg&wara bl s
Date> ]
I VARIABLE DOSE Tige F [ [ s [ s [ |
b = Dose ’Duu Dose Dose j
DRUG : O Sign. Or. Sign. Dr. Sign, Dr. Sign. —'
£=
Route Start Date ki e e o
D Sign. Dr. Sign, Dr. Sign. Dr. Sign.
 Name & Signature of the Doctor E"’ o . .
. Dr. Sign. Or. Sign. Or. Sign, Dr. Sign,
Additional Instructions: [ oo e o e
Dt Sign. D Sign, Dc S Oc Bign.
Date»
E [ VARIABLE DOSE 5 [ oo [ e [ Wngs [ Musesi |
DRUG - S Or. Sign. [ SPL Or. Sign, Dr. Sign.
Route Start Date s o P -
Dr. Sign. Or Sign. De Sign. Dr. Sign.
Name & Signature of the Doctor Dase Dow Do fote
Dr. Sign. Dr. Sign. Dr. Sign. De. Sign,
Additional Instructions: Dose o o o
e O, Sign. Dr. Sign. Dc Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
Date Time Medication ”"MWW’"’” Route Signature Nursasj |
|
|
|

Page: 3/4 (PT.0)
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I.V. FLUIDS CHART

Composition of L.v. Fiud
g/kg/min

. tc)

Route

Flow
mVhr

mmWﬂDnM=m




GUC-00094060 1P18-00036530 ' 3 vz
Baby J.A RYAN MATHEW

o EAE T - Ralnbow” | @ girthRight
AR T Hospital | () smmeoestoes
MEDICATION RECONCILIATION FORM
BT 0 T — L o A _ ot 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)

SRIING FIOM: e B T ST R — S ) S—
| ' ON
MEDICATION NAME DOSE ROUTE LAST DOSE
S.No| (GENERIC NAME CAPITAL LETTERS) | (mg, meg) | (PO, NG, SC, IV) FREQUENCY | pave / Time ?gﬂ:?ﬂgg
1 \ Oc [Obnc
~ 2 Oc Ooc
P Oc ooc
4| Oc Ooc
5 gc 0Onc
6 Cic Ooc
7 Oc Ooc
8 Oc @doc
| @
| _
9 gc 0Obnc
|
10 Oc¢ ODe
’l * C- Continue, DC - Discontinue
' MEDICATION HISTORY RECORDED / VERIFIED BY
' . Doctor Name & Signature : Zbﬁk.ﬂvé{“
Date & Time : [ﬂf"[/’zéém;ﬂ’?/
.| Nurse Name & Signature: . s %auu{'ﬁ&—a
| PRES RO o R TN i <51 ) i O——

Docu. No. : RCH /FRM / GENERAL / 090
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LI EARLY WARNING SCORE: CHILDREN'S UNIT

A VAVAMRTITN -7 a1 £ VY Y I B A A O R A

EOIDIOITHEEEEEEE s =0  SedalEEsEsEE

s

104

103

102

101

Temperature 100
y NEA LT

»
V'Ll
Bl

(F) ® FER:

97

Heart Rate 180

(bpl‘l’l ’ 170

and

Blood Pressure

(mmHg) * 1o

Note: 80

BP does not score

in early 50

warning scoring 50

Heart/Rate (Number) | 13pltwn| (B2 [t A

70
60
50

Resp. Rate (bpm) 4,

(Over 1 Minute) * 39 ()

£l
x

Resp Rate (Number) Ysf v Golla | 8O

Resp | Mod/ Severe

Distress | None / Mild | +_ T U
Receiving 0, (/min)
0, Saturations (%) £ 937 9 A
Conscious | Normal Rt — |
Level Altered
GCS * (5118 (slis sL 5
TOTAL SCORE
Number of shaded boxes | £ 0
Pain Score 0 b
Observer’s Initials AlLA , E
Store 1 : Continue normal éervation by staff nurse

ACTIONS Score 2 : Shift in 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.
recor 'ed overleaf Score 4 : Shift in charge AND treating consultant(till 8 PM) or On call night duty consultant to see

(T Score 5 & 6 : Shift in charge AND PICU fellow or PICU consultant to be informed.

* NB: If Gds 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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CHILDREN’S OBSERVATION
and EARLY WARNING SCORING TOOL

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.q. 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.q. 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.q. stop the fluid/ repeat observation)
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1. All measurements in mi. |
2. Add up each column Separately. Make additions across the page to obtain 24 hrs. total of intake and output.

A \ Intake Output N
Date | Time | Naure Route NG | Diamhoea | Vomit |Drainaga | Urine TPT*S:“H'-# N,
Mouth [ 1v | Ng
08:00 am
09:00 am
10:00 am
11:00 am
12:00 pm
01:00 pm
Total Intake : Total Output :
02:00 pm
03:00 pm
04:00 pm
05:00 pm .
K] — e —— J)Iﬂtn d <-—-———-———~_.:am.,
. .| 07:00 pm ' o b/ K2
Total intake: a1 Total Qutput : (
08:00pm |y MO | 8
09:00 pm ' v O
10:00pm | p&o | 200 WV T'qQ
11:00 pm - suLl G-
1200am | DB Y IW T8
01:00 am [ 8
TotalIntake : O DRE 4 26 vl Total Output: - O 4 [ oAl
0200am [ DEF KIZUAS)
03:00 am il
04:00 am ) v I
05:00 am [ DRE ' v\ @/
%6202 | \| po ' W
07:00am | a3 PO %%
Total Intake : 0 DB F Total Output: | 4\ pags,
‘I'qllalz‘i hrs. Intake g}DBP «1—;&)\\'41* Total 24 hrs. Qutput &“\—\ wAZA
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INTERDISCIPLINARY PATIENT / FAMILY EDUCAT, ]I N Children's | @ BirthRight
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Bt takes & ot 10 troat the Htie, Taur Right to a Safe Od]v;r_,
Part - |. I&SL ;
Patient's / Learner Language: "’67‘%7 e Palient / Learner Literacy: Read Write Speak Willingness to Leam:  Yés  No Healthcare Literacy:  Yes |  Ng
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 Contral Measures Safety _
4. Informed Consent 8. Diagnostic Test/ Procedures 12. Patient's / Family Rights
2. Treatment and Care 5. Medication / Therapy (safety, effects/ side eftect, interactions) 9. Nutrition / Diet 13. Risk / Safety
Part- 1l
T
F Use codes from the list in part Il
Need Designation /
Date Time Identified Information Taught . I Comments Siu%a!ure
Person Taught Learning Teaching Tools | to overcome Understanding
Barriers barriet/s A
7
2 f“?"“‘ Y 8ol | w o &
1 1 > :} (f: Mt Lo oy ‘ff/{ Q) (e
]
-]
lo-| 3 *:L | vakd | ™
Poled 2 Mo tod

8.

ﬂffauj) ggw maumm

) o

|

Part - lll: CODES ;
Who was taught: PT: Patient F: Father Zzﬁﬁner S: Spouse Sn: Son D: Daughter C: Caregiver el o —————
Learning Barriers: ;
0 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. Others (Specity ..........cooooroooovvoeee
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 Elr"( Oral P.  Prinfed
Mechanism/s to overcome barrier/s:
1. None 3. Reassurance & Support 5. Respect values & beliefs (SR L2
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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Nursing General Admission Assessment Form For Pediatrics

Diagnosis: F oex v Lbuldou o

Arrival Time: ... &OMA.... Mode of Arrival: ...

Allergy / Adverse Reaction ............
T . .

LR T T P T S P,

allosyie. . seahion...

wﬁlﬂ'\ -
m ....... Admitting From: R CJOPD [ Direct

Body Weight: :F‘(? Kg
HBIGNE .ovvuiicrsinniniiese £M

Past Medical History: Obtained From [J Patient U’gmiiy Member O Medical Record [ Other (specify) .....................
Past Medlcal History Past Surglcal History Previous Hospital Admission

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

Hasthe child orclose family member had recent contact with a communicable disease? CYes [CHIG

Ifyespleaselist, ...

Wasthe child's birth normal? C¥¥6s I No 1f NO, please deSCribe PrOBIBMS: ...........cveeivereeeerreesssies oo eoeoeeeoeeeeeoeoeeeoeses oo

Arethe child'siImmunization upto date? CIVe€ I No

Current Medication: = fone

Observations: Welght:...ﬂ'..'..l.?...

Temp.: e 5 g S

Pain SCOME: vuvvuversvveene SPECIY SIte: vvvvvvnnenne..

[ Yes, If Yes, fill reconciliation form

Length: ..o
HRe b Bolkdm

Lol

Head Circumference (< 2yars): ..o,
RR: ﬁsz—':dM

e (FOlOW Pain Assessment Sheet & Document)

Fall Risk Assessment: CIYes [)\¥G~ T eR— ) (Document in the Humpty Dumpty Sheet)
Risk of Pressure Sore (Braden Q Score 93) (Document in the Braden Q Assessment Sheet)

Pain Screening: O Yes I}NﬁYes. Pain Score: .....2 L& Pain Tool Used: CIN Pass &flACC O Wong Baker

_—

Character of Pain .........ccocevvnnn.

FUNGTIONAL SCREENING:
CJ MoLulity Problem
7 Developmental Delay

LOCRHON v.vvvvvoreeeesrrer

1" No Abnormalities Detected
O Walking Problem

FrBQUENCY veovvvveemrerresrsesronee

17T S

03 Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

NUTRITIONAL SCREENING:
O Underweight
O Feeding Problem

0 Abnormalities Detected
O Overweight
O Special diet

Inform consultant for positive criteria

Docu. No. : RCH /FRM / CLINICAL / 145

O Special Feeding Method
J No Abnormality Detected

(RT.0)




Psychological Screening: LYo Significant Findings
Unusual concerns about patient's Psychological Status: OvYes O[30

1 Yes Consultant Notifled: ... (Date/Time): .....ceousivesseene
O T T TN c0=t't VY. S——
Siblingsinhousehold EX¥es %0 (ifyesHowMany?) N ¥ 17 Qenlant....

Allinformation Obtained From [ Patient  [-Mother [ Father [ Other Family Member

Orlentation has been given regarding the following aspecis:

Call Bell in Reach : Eves O No Waste Disposal Explained: [3Yes CINo
Infusion Pump : D/Yas/l] No Hand hygiene Explained: OVes O No [ Others

Patient Rights & Responsibiliies:  /Xes  CINo
Information given 1o ........ M0.dsx

P
<

Nurse's Name?..\[aé@&ﬂw ..... pate: .03 l?ﬂﬂ’ Time: . . Lsr gna;urw
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BED SIDE CHECK LIST FOR NURSES

Date:

PR

5
ge

Doctor's Orders

;

Carried out or not

T

Bed Side

Structured Handover done

IV Site

Central Lines

Arterial Lines

Feeding Catheter

Urinary Catheter

Skin Care

Eye Care

Mouth Care

Sterillum Bottle, Stethoscope

Suction Bottle (Should be clean & empty)

Intubation Tray

Emergency Tray

g.uaded Syringes with Midazolam
 Vecuronium and Flush)

Ampoules of Adrenaline

Ventilator Tubing, (Any Water, Blood)

= | R AK%’% X s D& 1% R A5 \

Humidification

Check all Infusion
(Labelling,Correct Preparation)

AN A AXRERI A A S %

Chest Physio & Neb

A LA S

b

A
=

Handed Over By Name :

N
&

Ve

7 %{

Signature : g_ﬂ\ﬁ( QW i
A
Date & Time: ~ QPW
. Bdf: it
Hand Over Taken By Name : (
Signature : ba
Date & Time: 92491

Doc. No. : RCH/ FRM / GENERAL / 088
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FEUIATRIC ED DOCTORS ASSESSMENT (IN-PATIENTS)

Admitting Doctor ; %tﬂ(ﬁl&.‘%mw ................ Date : , ‘?’1{26 .................

Type of Admission; JOPD [OJER Dﬁéﬂ;rral (if referral, Doctor's Name: @CLF@“" .......... BB N i aaiie

Start Time of Assessment: GQ—@ W Weight: 7 é ﬁf(«f

B e
Chief COMPIAINtS: ............ooooveveevevoeeeeeeeeoeoooooooo Pediatic Assessment Triangle

ﬂ QE_{,EC&M_Q—:}(O 1 A Appearance -TicLs .

. bfb{ﬂétj :
O Normal
j "U{‘ 5/’ «| B C Circulation —[
J Abnormal

Breathing

Pallor O

U +wos Cyanosis O

O vwos Mottling O
"0 Normal Bleeding [J

O  Gasping / Apnea

Initial Physiological Status: 7 O Stable O Unstable Any urgent interventions needed: [JYes CJ No
Life Threatening [ If Yes
Non Life Threatening O

Significant Past R
B

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

Primary Assessment E OE
] C
i Any urgent interventions needed Yes *To
Airway =-Open yurg
[J Maintainable B VB s e A ot mecetmen s enac
D NOt Malntalnabie ................................................................ M
( 7Breathing e/
Rate: %/M"\u& Sp0, on FQ, ........ & 1. .... Any urgent interventions needed: ~ Yes  No
Rhythm: ... j VR s s sresmmmemsssoacses
Retractions: OJ Suprasternal OICR O SCR
O Sternal - O Supraclavicular O Nasal Flaring e s
Respiramry Nofsezd[] Stridor OO Wheezing B Grunting ...........................................................................
Air Entry: 9 £ T T
PAIPEtON FINAINGS (1f NBCESSANY).c.coucsiusicscssnivsivsinsivsesimnnys 3558555 E5R k8 mmmmn s oeemesnee s

Docu. No. : RCH /FRM / CLINICAL / 157 (PT.0.)




el
OBt v L Any urgent interventions needed: [ Yes ENo s
O wr luolett o [ yle__gv yur

Circulation Peripheral .......

BP: e mmHg ‘ Murmurs: C1Yes  DIND oottt s

Central .......J. . .
Pulse Volume: } g | LIVEr SPan. e
L l:szripheral ...... 7‘1\1{1 ..... ECG:

Compensated .......ccc....

HypOLENSIVE «...voveeveovene Any Signs of
Heart Failure: O Yes O No

If in Shock: |:

Muffled Heart Sound: O Yes [J No
Engorged Neck Veins: O Yes [ No

Q 6cs: . Islef..  AvPU: M Any urgent interventions needed:  Yes  No
Pupils: E Responsive [0 Non-Responsive O

Size [ Right ...co...
Leﬁ N " i o R

Active Seizures: O Yes [INo  Sugars: ...

Disability I M ———

Signs of Neurological COMPIOMISE ..cuuvuemmersrmisersssansenes

Exposure Temp.: ....4.. 71 ﬁgaf' :
P Q it Any urgent interventions needed: I Yes B0
Any Rash: ClYes [INo,

If yes describe the Fash ...
ACHVE DIBEA ..ovveceeriiireresemciemcmiserasssss s s e
Lacerations (J Abrasions (J bruises O

1R T P ——— L T

DESCTIDR, 111vsveeesrssssssibessbonsesiasss s s ssaasasasentesasiss

Final Physiological Status: O Respiratory Distress [ Respiratory Failure O Respiratory Arrest
O Shock- Compensated 0 Hypotensive O

0 Cardiopulmonary Arrest =-fHlemodynamically Stable
Secondary Assessment:  Head to toe examination With POSIIVE fININGS: ..c.urreeumsrmsmmmimmesissssssssssssssssmmmmmsssss st

LabS PlANNL: ....ooooveeiecr st esissssssssssssasasss s sasarsssssess Treatment PIANNEE: .......coomrememnissimsnisisssissmssn s
B .. | N

Need for Oxygen: OYes [INo ifyes Low FlowOJ High Flow O ppv O
Final Diagnosis with possible Differential DIaQnOSIS (If NECESSAIY): ..covvrvrressummsrerssssssssssmmsssssssstssssissmss s

Assessment done by . Sr. Doctor on Duty (If necessary)
Name of the Doctor: }‘b"“ﬂ"ﬂ’ Name 0f the ST DOCIOF: +.coureererrvrrmessmsiserssssssssessassssisosee

Signature: W

SIGNAIUIE: .ovvrvermsinamssessmmmsssssssssssssmasissssssssinssssssssssassissens
Date & Time: {‘1[1’%6‘50(”" T .
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EMERGENCY ROOM TRIAGE FORM . Wt - 1.6y

Patlent’s Name : L2, .. A0, MK OUsO Gender: ExMale [ Female
oe:. [ Q\e. . U Time otArrIval:..@..’..i'r'.?..’E’..m .....
Allergies: DNe~TYes OFood O Medications [ Blood Transfusion [ Other (Specify): [ Not known

Source of Information: _E3Parents [ Others (Specity)

Mods of Arival: [ Ambulatory O Wheelchair
Inlual Vital §igns: Tamp:e.j...‘.r..?gr EP.: U'(Dd\w P: F a %'t‘ Sp0,: QO(/‘ ve .
chiet Complaints: ...C O XC (z olondal e 2. Bubti bc,{E[Qxaf &S SPm
—
INITIAL PHYSIOLOGICAL CATEGORIZATION ‘/ggm PHYSIOLOGICAL STATUS

Appeara . Work of Breathing Stable
M{T:: DAlormal - O Increased O Unstable :

O Sick Looking - Circulation / Colour CJ Decreased  [J Gasping/ Apnea Ot - Life - Threatening
Mal O Abnormal O Bleeding

O Lite = Threatening

Triage Classification CTAs
[0 Level1: Resuscitation O Immediate
O Level2: EMERGENT: Life or limb threatening O <15min
O Level3: URGENT : Significant illness / injury with potential to become life or limb threatening 0O 30min
O Level4: LESS URGENT : Significant iness but not life threatening _3-760 min
D Level 5: NON - URGENT: May receive care when convenient _ 0O 120min
NOTE: Al Immunocompromised children and preterm babies to be considered Level 2.
All'Children | 2 high f id; ! .
1N (Children less than years age with high fever to be considered Level 3 Signature of Parent Glanyian
* CTAS - Canadlan Triage and Acuity Scale : Triage Completion Time : &l’“—’-'la
Communicable Disease Triage Screening
PART A. The following questions should be asked to all PART C. A positive communicable disease triage screening s
patients al the initial screening: considered for any patient who meets ons of the two
1. Have'you had fever (elevated temperature) in the past2  [YeseHG following criteria:
weeks O Any patient with Fever / Rash / Vesicles / Discharge from Eyes
2. Have you had cough or a rash in the past 2 weeks OYes S50 and Cough
) L O Any patient with fever and respiratory symptoms who answered
S Tha: ;:;uzh:gilormess of breath or difficulty breathing in - 3 ¥es Q_ﬂn “YES" to any of the questions on epidemiclogic risk factors In

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

fymptoms: - (] Not applicable PART D. ACTION / INTERVENTION: (for positive suspected
1. Have you travalled outside the INDIA? or had close [JYes [Je— communicable disease triage screening)
contact with someone who has recently travelled outside - . i
the INDIA, In the past two weeks? [ Patients should be Immediately Isolated In a negative pressure

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

The patient should be glven a surgical mask immediately, if not
2. Are your parents / close contacts at home is/a healthcare [ Yes O] Ne—

O

already wearing one,
worker? {please encircle the choices} (e.g., nurse, — staff should perform hand hygiene.
phjslcian, ancillary services personnel, allied health g Both patient an triage staff should perform yorena

services personnel, hospital volunteer, or laboratory The staff should use PPE (as appropriate).
worker, others) who has had a recent exposure to an
individual with a highly communicable disease or

unexplained, severe febrile tory or rash disease? @
Name of Triage Nurse : §z"j°‘b’b ' Signature of Triage Nurse : @U‘la

Date & Time : l"(]T)Qﬁ@&:&eppfn O >*F T
Doty No. : RCH /FAM J CLINICAL / 085

If yes, State LOCAHON: ........co.voovosveosos
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NURSING INITIAL ASSESSMENT IN EMERGENCY ROOM

Date : lﬂf'fbﬁ Time of arrival : Q’QQPW
G Tl
Chief Complaints: .C.’.O......ClC&LLfQﬂ:!ﬁLL...J.KU.QSb&Q..QTE...MQO...@:@?.—@GBS:
Height : .......7~...... Weight: T: 0.9, BMI: weneTrineennnne. HEAd Circumference (<2 years) ...vvvevvvovevvooeo,
Mlergles: OYes Ol No~ OMedications O Blood Transfusion O Food DIOther: .. eeeoeeeeesseeennn,
HYBS  IBBMHLY oottt
Pain Screening: 0 Yes LMo~ If Yes, Pain Score: ............ Pain Tool Used: O N Pass‘l:'l)urec 0 Wong Baker
0 Character ..........~......... O Location ... O Frequency ....... e, O DUFation ..ceevnnonnn
(i
RISK FOR FALL: Functional Screening: _El/wAnnormamias Detected
If patient is < 6 years O] Mobility Prablem '
tick blelow fall risk intervention directly 1 Walking Problem
= :s:ﬁi,mu:z ;s:a::fammrs O - Developmental Delay |
History of Falling: within past 3months ~ [Jves*FINo |  Musculoskeletal Congenital Abnormality |
Ambulatory Alds: | Inform consuitant for positive criteria
* Wheelchair OYes [Oo
® Uses furniture for support OYes o
Gait/Transferring:
* Bedrest/ immobile OYes ETfo Nutritional Screening: [ No Abnormalties Detected
¢ Weak OYes Bfo O Underweight —
* Impaired OYes OHXo O Overweiat
Mental Status: Forgets limitations 0O Yes Ey‘lo verwelg
O  Feeding Problem
~ IF YES FOR ANY CATEGORY = RISK FOR FALLING O Specialdiet
Fall Rigk Intervention:
O Escort while ambulating L)' Specialfeeding method
[J Assist Patient Inform consultant for positive criteria
O3 Educate patient and family on fall precautions/prevention

Psychological Scmanlnwnﬁ'Slgniﬁcant Findings
Unusual concemns about patient's Psychological Status: [ Yes _Bo '
ItYes Consultant Notified: ................. 7., (Date/Time): ............. S rmermmseonr

Soclal History: Lives With
Siblings inhousehold []Yes _CXNo (ifyes How Many?)......... AN

Time of Initial assessment completed by ER Nurse : .......0~ 2 OP‘{) :
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Nursing Notes
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Samples collected by:T Time: . ’ 2
Samples sent by : Time:
Medication given in ER:
%ar;%/ Medication Route Dosage & Instructions D‘S)ﬁ:gr gi'g:ﬁ
T
Condition of patient at time of shift - out : Details of Shift - out
HR{;j—D’blﬂn BP: v OFTAZSOC | hift - out from ER o ..... rO—”
26k : i
RR: \§( SPO, : qqom‘g( T——— 4 20 PGD
CS:......w\.[S........ Temperature : .3 IL A K.
. e Handover given to L.S ..’. ..... R J.’.[QQ&J’ACI
Pain Score: D (Nurse's Name)
Repeat RBS (if applicable): ......... L
Tick as applicable: O MLC OLAMA  OBROUGHT DEAD

Procedures done with details (if any): .

I\UL

Name of the Nurse : .kt SV Hbf“\g‘

Date & Time : [C(h 36@6'—‘201)”\

Signature of the Nurse : téif-'
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RBS CHART
Date Time RBS (mg/dl ) IVF % Signature
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Rainbow*® : . o g
Children’s | @ BirthRight
i BY RAINBOW HOSPITALS
PATIENT TRANSFER FORM Hospual R
_GUC-BGBW IP18-00036530
?131'3:::“" ENse Date & Time of Admission Date & Time of Transfer Order
. KEERTHIVASAN i b_b ‘ ‘ .
IHIHIII NI (&7 be @ 62anpeol tqla b g © 425 oper
Treating Consuitant Name Transfer Ordered by Reason for Transfer
&) _
6. kearttigon Ef— —g unthea MODuagern
From Unit To Unit Information to Attendant
= 5 il Yes[1 — No[J
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
clinical documents. If any handed
over to attendant
lo/ L B N
If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. Item Name Quantity
1.
il 3 —— MU <
3. -
4,
o
Shifting Summary / Notes Written by Doctor: ~ Yes[d—  No I -
Foreign body ‘fvyju%'?
: [
Name & Signatlire df Person who is Transferring Name of Person Ordered Transfer
(R [
Lo //JW/
Patient & Clinical Records Received by : >\
% AW 50 -
Date & Time of Patient Received : \O\\}\)b C 220 \)“)\ '

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

[ ] Unavailable Bed
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[_] Nurse not Available

[_] Available Bed not ready







