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MEDICAL EQUIPMENT (WARD & ICU)
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PROCEDURE

Date Procedure Quantity Order No.

mofm[«x Tup Ling le @ //n\'lzsv@ MA

I
o \

ANY OTHER INFORMATION:

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

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

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

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

.......

...........

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

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

......

..........
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Staff Nurse ¢ Shift / Ward Billing Assistant
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Billing Supervisor
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Rainbow %@% Door No.157 to 160, Anna
Children's -
Hospital :
[ Rainhow

Admission No : 1P18-00036406

|
Admit Date : 10-Jy1-202¢ Admit Time :01:27 PM  UHID : GUC-00034858 .
e ————— II
| Patient Details :

Paticnt Name i Baby MANVIK CHOURARIA

| Guardian ¢ MR BINIT CHOURARIA
Gender . Male
Occupation

Address (H) : 35 KUPPU MUTHU
| TRIPLICANE Chepauk Chennai Tamil Nady

r INDIA
|
' n'nission Details
i [.50;1 Type : DAY CARE Bed No :ER 101
} Room No  : iR 101 Admission Type

rc:ontact Details :

Name © MR BINIT CHOURARIA

i Contact Address . 316 KUPPL MUTHU STREET,

TRIPLICANE Chepauk Chennai Tamil Nadu
INDIA

|
|
J

_ 1l

'._,.d"\-tor Details :
] 9

Doctor Name :Dr. GEETHA JAYAPATHY

f

’ Referral Doctor Cr, Geetha Jayapalhy
|

|

Co-Consultant

e

Payment Detaijls >

,Payment Mode - oash

1Date / Vime - 10/07/12026 13-29

Rainbow Children's Hospital - Guindy

(“*h ADMISSION SHEET
|
Registration Details :

STREET, ELLIS ROAD,

ELLIS ROAD,

T

Printed By:

Salai, Guindy, Guindy ,Chennai ,Tamil Nadu, INDIA 600015, |
TEL NO :044-40122444
WEB : https:l!ra:'nbowhospita!s,jn

N 00w [ III__J

Age AY9M7D [

boB : 03-10-2021 |
Religion

Martial Status |
Phone No © 9840474092 1
E-mail

; R!CI'{A.KHATER@GMAIL.COM

Ward Name 4 DF~EMERGENCY

* First Visit

Relationship : Father

Phaone No
Signature

Specialisation : GENERAL PEDIATRICS |

Phone No

Deposit Amount :0.00

Payor Name : SELFPAY

017420 Page 1 of 2
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: 2 Rainbow Children's Hospital - Guindy |
RaI:anw. 'f@:i@ Daoor No.157 to 160, Anna Salaj, Guindy, Guindy ,Chennai Tamil Nadu, INDIA 600015,
Children's o TEL NO :044-40122444
Hospital

I WEB : https:ﬁrainbowhospr'rals.in

QE&EML%ENLEQR‘MEM

|
Patient Name: Baby MANVIK CHOURARIA Age : 4YIM7D '
IP No: IP18-00036406 Sex: Male I
Consultant: Dr. GEETHA JAYAPATHY

Ward/Bed No: OF-EMERGENCWER 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, minar 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 al| medical records shall be

also consent to the use of health related information/ audiovisuals of the patient for research & training purpose or for
insurance Coverage and while doing so confidentiality of the patient will be Maintained

|
Protected to the full extent of the Law. The undersigned f
at all times and this will not affect the ‘

of the patient. |

In g-iwng My general consent to treatment, | understand that | retain the right to refuse any particular €xaminations, test,
procedure, treatment, therapy or medication recommended or deemed medically necessary by treating doctors. | also |

understand that the practice of medicine s 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 no
destruction or theft of my personal be!ongings. I assume full res

t be responsible for the loss,
from fesponsibility and liability for such personal items and valy

ponsibility for a|| my personal items and release the Hospital I'
ables,

"I am aware that during the patient care it is inevitable that certain re-useable equipment shall be r
and disinfection. | am informed that the hospital assures maximum level of precaution and care |
the equipment and monitors the whole Process as per evidence based guidelines".

|
Note:

i
T We do not allow use of medication brought from outside by the patient.
2 | have received attendant passes as per my room category. | underst

and that | have to return it back at the time of final bij| |
Clearance. In case of failing the Qubmission, | will pay 200/- Rs.
(Ragnivers Signature:.

3 % uide bodk has been given to me and | have been explained about the Hospitals rules and policies.

4 Financial and billing cowmen done to me. |
Signature of Patient/Relagysz—"

ol (;L\mtm
Name: y M} Patient Address:

|
|
l
Rolationship: Fﬂﬂ‘ a2 3/5 KUPPU MUTHU STREET, EL1s |

e-used after sterilization '
n sterilizing and disinfecting |

ROAD, TRIPLICANE Chepauk Chennaij
Date: 101 Ll | 1Yo Time: L' 2 Tamil Nadu INDJA

Wittness Name: ':fmlﬁ*‘&’v

Wittness Signature: /@'

ntod Date s Time - 10/07/2026 13:29 Printed By 017420 Page 2 of 2
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BILLING POLICY

b B_;'_I_I_ing_c_g_qig: - Bed charges wil) be calculated based on 12PMm 0 12PM checkout, Settlement Post 12PM, room rent

YV v

v

v ’va

R T — o A
| Patient Name ww (th_d_\l_p\

} Sellls ltund_q ?-\'amu :I . - [ ReIaIidn :_ R
| Phone Number

%?{fw:rmqufﬁg?{#?‘?lw( B

RCH '(}I)Y"H{h-1-(.'I,INIC?AI,.--126

Will be charged for half day extra & PoOst 6PM, it will be charged for ful| day. Less than 24 hours stay will pe considered
as one day,

Room Rent inclusive of Bed, Nursing, Consultation Charges and all other charges, like Diet. Investigations, [P or OP
Procedures, Equipment, Cross Consultations, Blood/ Blood Produycts, Implants, Ward Consumables, Infection
Preventive Measure Charges, Pharmacy and Consumables wil| 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
Couneil,

As per the G.O.I. cuidelines, we can collect Rs 1,99.999,. only in cash mode. balance patient can pay through

Credit Card/ Debit Card/ NEFT / RTGS / Demand Draft ang Online Payment.

In the event of TPA I 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.

IT" the Surgery/ Procedures performed in cemergency 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 proofis mandatory to submit at the admission,

TPA/Insurance Processing Fee applicable for all Insurance Cases,

Inour hospital there js "No Discounts Policy", Kindly co-operate.

No Duplicate/ Second copy of OP or 1P bill will be issued.

In case the patient s shified from lower category to higher category, all the charges [ike consultant visits,
investigations, operations and procedures cte. from the date of admission will pe charged according to the higher
category,

I"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 oceupancy.,

Room cligibility is purely subject to TPA approval. Proportionate difference of the bij| 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 / [nsurance Company at later stage,

l'or 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 1o us ag per insurance company norms (Depends on the TPA/Insurance Co. T&C),

Ittakes time for cash discharge is 4 minimum 3-4hyrs. and in the case of insurance, it wil| take a minimum 6-7hrs.
Difference, ifany between the final bill amount arid amount permitted / approved by the TPA or total bill amount in case
ofdenial from TPA. has to be paid by the patient,

Two attendants are permitted with patients in Deluxe. Private Rooms and only one s permitted in the rest of the
categories of rooms. No attendant is permitted in ICU's,

All the refunds more than Rs.5.000/- wij| 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 Bil|
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 pe increase more than 10,000/-

&) -
J

I have attended the Financial Counselling desk & understood the expected costs & other conditions applicable. [n this
case. the TPA/Insurance Company rejects the claim for whatsoever feasons at any point of time after discharge, |
Promise 1o settle the claim with the hos pital as per Hospital Cash Tariff.

[ UHID Number . 000 24 £

Name & Signature of Financial Counselor

— —

“Aiiendant Signature
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Rainbow®
Children’s
Hospital

It takes a lot to treat the little.
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PEDIATRIC IN-PATIENT
MEDICAL RECORD

HMo A C.l@“l,l N P

CEp P LERIN

ient Name: GUC-000
Pati me Baby ANV cHoums 95408

444444

UHID ID:

Department:

Consultant;

(PTO)

* Docu. No. : RCH JFRM/ GENERAL / 065




E Patient Sticker T

Pediatric Multiorgan History & Physical Examination

.

Name: - _ Age/Sex
information given by: Relationship
Chief Presenting Complaints & Duration-(Chronologically)
History of present iliness : o
. o
Yo Jeves — Pio _
“T mwx—wztf"'f oo chills ¢ QLFOLL
Lot wvﬂé y-© houas 1
Yo oyalgia
%  Loce Mools x 1 W
&wﬂdimaq{\W,&Mﬁ?‘P&Jt o deyye
Yo ! -l: |7 I 1% U
o ocak, aploke +
5,7’96 ¢ fb-11-T, TEC -(E8O (P.gg LQ-‘?)J RU:—-LQ";»Q %

Zlood Yo > Salmerelle Typht

CRP - 30 SGGT*W{U.

oG6PT - 62

Vi

s ds) WWWR 3 doeg , Do EPORE
v 1

—— | 5




Patient Sticker

Y

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

No PLAD UL adiypirien

. Birth & Neonatal History:

Family Chart
Terwn ) B - 8-7kg) canef no alo
N1 cO admr.)%')tﬁ')
- _—
Birth & Soclo Economic History: Ef’
About Father :
About Mother :

Any additional Information :

Developmental History :

®)
®

Immunization History :

apthropomslry '

Head Circum (cms) (Centile — ) Height (ems): —_______ (Centile) e}

Weight (kgs)&_”g(canme_____)

On Examination :

. ) f&'z— A
Temperature : _ig_.if__ Pulse Rate :J.z._g__ B.P."g SP02 _q_q_/_
Resp.rate and type of breathing : 2 €
Rash —
Lymphadenopathy
Oedema : P

Allergies (if any): 'Amoxzo;c/«ltbﬁ P czfﬁaiexio

(PT.0.)




Patient Sticker

Respiratory System :
inspection (any s/o distress) : =
Air entry & breath sounds : Bl A€ +

Any addes sounds : —

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

Cardiovascular Sysiem :

Inspection of procordium : N
Heart Sounds : O, L +
Any murmur : =

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

Per Abdomen :

Inspection : N

Palpation : g%{; , pot depdes, PO OM
Ausculation : BL +

Spine : External Genitelia : .

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

Central Nervous System :

Level of Consciousness : AVPU/GCS score : 15
Cranial Nerves : N
Motor System :
N
Nutriton :
~
Tone: Power

Co-ordinator :

Posture :

Involuntary Movements :

( X




°9

Patient Sticker T

Reflexes :

DTR _ Superficials:
Plantars N

Sensory System : N

Bladder / Bowel :

Clinical Sumn_larv & Diagnostic:

V' U

Typheatd gewes ( cudtuse ve )

Pediatric Multiorgan History & Physical Examination

Preventive aspects of the treatment:

Desired goais of the treatment :

Planned Labs: Planned Management
w8e e
S@EOT 3ny . plriccone
SGPT sfa;{‘ Pa%
’ -
&‘fp Cecotn D&
d
)N
Signature of the Doctor: ... \.J.. =0 7 T Signature of the Consultant: <78~ "...........

Name of the Doctor: ... KeesckRana - &

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

Date & Time: ..[€. #’%""'Efm

Name of the Consultant: .......... 2% A% |

Date & Time: ... ... 4. DS

(PT0.)

]




Patient Sticker |

DISCHARGE PLANNING FORM

NOTE: *Toumpkredbyanpdwwﬂnm (24) hours of admissio.

-

.......

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

Destination Post Discharge: [ Home

Fanﬂywmuoﬂmd(msoncotmmd)
[ Transfer
HospthaeI!yNoﬂﬂod(Pmsmcmacted)
msmsm::: O Self Care [ Family Home Care [ Home Professional Assistance
[ Needs Assistance In: Remarks
O Medication O Yes m ] T ———
[J Bathing [ Yes DINO  eecermmmemsessmsmsensesesssssssssssssanspsssssmnssnse s ssssrasssssscesssssssn s ssss
[0 Eating O Yes EINO sssosmsmseneaosssssssessasacsmssssssmesossnsas s ssmiesssmms ssmss s ssoss s
O Walking [ Yes O No
O Dressing OYes  ONo
O Toileting O Yes O No
Nutritional Plan:
Dmmmmsemmm
O Patient [0 Family Member [ Others:
Discharge Panning Discussed with the:
[ Patient O Family Member 3 OHIEIS: .oevveoneessmseeessssssmmsinssssssssssssssssssssammmmsssssssssessssssasss e
Patient/Family Educational Plan
L T T T —————

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

DOCLOT SIQNALUIE: .....oocvvsrenrssemssmmsssessssssmsssssansssssssess

DOCION NAME: 1ocveieeeuescmmnenmmsasssssamsassmasassissassmssissnsssees

Date ANG TIME: cocvorrrcreeisamsomianarssssmasssssas s ssssasssasss s

3 Others:

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

I ——
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Docu. No. : RCH/FRM / CLINIC e —— Rainbow” @ BirthRight
. e | H )
T DOCTOR'S SHIFT CHANGE HANDOVER FORM e |y P
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Baby MANVIK CHOURARIA
03-10-2021 4YIMBD

Dr. SEETHA JAYAPATHY

IP18-0003640¢
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Rainbow® . _—_
Children’s | @ BirthRight
Hospjta] . BY RAINBOW HOSPITALS
Tt toms 2 ek ko treat the hitle. Your Right 10 & Sate Detivery

PROGRESS NOTES AND DOCTOR'S ORDER

! ?Ttﬁne Progress Notes Doctor's Order
\I a1 S/P) =Dy Ve b I/Mhﬂbm
_/

A Bl 15,00

J
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Patient Sticker

\

Rainbow" A e
Children’s ‘Bn‘tthght
BY RAINSOW HOSPITALS
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PROGRESS NOTES AND DOCTOR'S ORDER

& Time Progress Notes

Doctor's Order

1)o7 26

¢s/_Dr.d.
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A (wlhyye

4o EnPQ,dCf'&VW

- o frver spiker ©
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Hospital

It s a bt 10 treat the btle

PROGRESS NOTES AND DOCTOR'S ORDER
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‘BirthRight‘ |
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Date
& Time Progress Notes Doctor's Order
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Rainbow®

Patient Sticker Children’s . BirthRight"
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PROGRESS NOTES AND DOCTOR'S ORDER
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Patient Sticker

P
Rainbow"® , =
Children’s ‘BII’tthght

\

BY RAINBOW HOSPITALS

10 G 3 ot o et Your Right Lo a Sale Delivery

PROGRESS NOTES AND DOCTOR'S ORDER

Date
& Time

Progress Notes

Doctor's Order

Docu. No. : RCH /FRM / CLINICAL / 088



GUC-00034858

[

4YOMBD

{P18-00036408
Baby MANVIK CHOURARIA
08-10-2021

"

(M)

RESULT SHEET

“Z
Rainbow*
Children's
Hospital

B ka4 lok e bt B e,

® BirthRight
B RANBOW HOSPITALS
Your Right 1o & Safe Delivery

Date

lo /9

Time

S

Hb

[0.5

PCV

21

RBC

b ——

3.92

WBC

T 4ko

N/L

41 /%5

Platelets

1.4714

CRP

ESR

PCT

RBS

Na

K

Cl

Ca/Mg

Phosphate

Urea

Creatinine

ALP

SGPT

SGOT

lo3

T.Bill/Conj

T.Protein

S.Albumin

S.Globulin

A/G Ratio

Uric Acid

S.Amylase

Sr.Lipase

Blood Lactate

S.Cholesterol

PT/INR

APTT

CSF Protein / Sugar

Cells

N/L
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CUE - Alb

CUE - Sugar

CUE - Ketones.

CUE - PUS Cells .

CUE - RBC Cells

CUE

Stool Pus Cell

OVA/ Cyst

Occult Blood

Culture and Sensitivities :

-----------------------------------
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Radiology : USG:
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DRUG CHART
Date of Admission: tuln'é Drug Allergies: F.'TMD?\IULUN;,@,E’P mtt{nrﬁﬁ( a:{yrarug 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 pharmacgytical 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 anynnetine When the chart is full, a new supplement can be kept within this
drug sheet folder.
NURSES -  Nurses must follow strictly the FIVE RIGHTS before administration of medication.

1) Right Patient 2) Right Drug  3) Right Dosage  4) Right Route  5) Right Time
AVOID TAKING VERBAL ORDERS. NO VERBAL ORDERS FOR HIGH RISK/HIGH ALERT MEDICINES
(EXCEPT FIRST DOSE OF EPINEPHRINE DURING CPR). Follow Hospitals's Verbal Order Policy.

S0S / PRN (As Required Medication)
DRUG: {v/p. CﬂDUN DL T&‘}( L\\x n\q
Dose | Route |Frequency {Start Date| Ak 0 \15‘. A
e N R e
Signature- | Valid Period| Pharm. @ 4
?‘“
Additiohal Instructions:
& 77100 ¥
prug: SYP- IBuge o1c Dt
Dose | Route |Frequency |Start Iifatel
syl PO | sos | to]7
ignature | Valid Period| Pharm.
Additional Instructions:
‘ﬁ\ T 7 los TF
T Date
DRUG : e
Dose Route | Frequency |Start Dateq
Doctor’s Signature |Valid Period| Pharm.
[Additional Instructions:
Docu. No. : RCH /FRM / CLINICAL / 118 Page: 1/4 PT0)
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REGULAR PRESCRIPTIONS

l6- @ ‘
Weight. th Ward. ........cooovennee

Datey 4
DRUG: INT. (efTR "“““DN*?'Tigne V\\W 1?\1‘ Y

Dose Route | Frequency |Sta Dalﬁ jﬁé\ a\ \ )
349«5”1:13L W | @ren 2T !/ )
Name & Signature of the Doctor
Starting the Drugs: 2R 882 ’
JURENy
Additional Instructions: \ e (¢
X N | .
W b7 HZ G
Daily Doctor's Endorsement by a Sign l ¢
il -
DRUG: INST + Pan pater %1 \Wprop)
Dose | Route |Frequency Slari]Dateiq-t ;,\’ ey WS 4
Rovg) IV |G| oIT [ o[
Name & Signature gf the Doctor A
Starting the Drugs
12» 882
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

DRUG : Df““

v

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
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Dose Doss Dose Dose ]
DRUG : Ty e ~— T
Route Start Date g Pose i i
Or. Sign. Dr. Sign. Dr. Sign. O, Sign.
J Name & Signature of the Doctor odte s . e
- De. Sign. Or. Sign. Dr Sign. Dr Sign,
:| | Additional Instructions: e - o -
D Sign, Ox. Sign. Dc Sign. Oc Bign.
Date»
N VARIABLE DOSE Tige Ik [ % [
® . fe Start Date - o oo e
é Dr, Sign. Or. Sign. Dr Sign. Or. Sign.
S
“> | Name & Signature of the Doctor Oose Oose Dose Oose
BeSion B Sign. D Sign. o Sin
Additional Instructions: s e e -
Dr. Sign. Dr. Sign. Dr Sign. Or Sign.
STAT / ONCE ONLY DRUGS
) el Dosage & Other
Date Time Medication ekriions Route Signature Nurses
! zp
ES
®:
R
o
s
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: VicwivATION RECONCILIATION FORM
Drug Allergies: .....&DF].Q.@..L.-.k..I.N..,h...C‘Ef..IZ.H..Ei.EEﬁ%.P..N LI Not known any Drug Allergies

(Example: at the time of admission shifting from ICU to Ward, or Ward to ICUs)

Shifting From: ................ - T R Shifted to: ........... s 0
S:No (ezusmgﬁnnﬁﬂ:ggr'r‘w ferrsm) (mg?;ig) (PO, 2%%5 ) | FREauENcy | AT ROSE ’}gﬂ?gﬁﬁg
1] Svr. Ceociny DS 5l PO Qog I:Zrn E{D Do
2 g}f?~¢ArrM—O-%ﬁ1~g~ s ml  pp 8D gc D?D{

] S Oc ooc

4| \ Oc Ooc
5 \ Oc¢ Ooc

6 \ Oc Ooc

7 \ O¢ Ooc
8 \ Oc Ooc

9 \ Oc¢ Ooc
Y

" e 0o

* C- Continue, DC - Discontinue

MEDICATION HISTORY RECORDED / VERIFIED

Doctor Name & Signature :
Date & Time : for“)%*“"‘}’m

Nurse Name & Signature: M‘“‘ ;

Date & Time : fb/Oéf‘L o

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

[Date:w.".‘(fﬂ....ﬁme:]am APy |

| Doctor / Nurse / Family Concern? ||| |" BEEEE
i 104
103 o
¢ |
102 =
e N
101 |— NC {o T
& N
Temperature 100 X ‘@ Y 7
{DF) 99 ¥, d N\Y \
\
97
96
95
94
780
Heart Rate :gg
(bpm) ks
150 -
and 140 t "1‘ v =
Blood Pressure P2 T Yo ¥
matg r \ A1
: 100 [~ 7Y ‘(@5 /4 b
Note: 90 7
BP does not score gg \.é{ 5
in early 60 \J A ?, '
warning scoring 50 : >
Heart Rate (Number) | { 291 | oV (AOWEI) \C U2PPT
70 '
60
50
Resp. Rate (bpm) 4 o
(Over 1 Minute) * 50 & &> c!F \S7,
20
10
Resp Rate (Number) ™ W, ¢ b P
| Resp | Mod/ Severe ; =
Distress | None /Mild | v - o %
Receiving 0, (I/min)
0, Saturations (%) A% - A¥/ a4+ A€~
" Conscious Normal — y v L \/
Leve Altered =1
GOS* S\ AR T sy AN 16
TOTAL SCORE
Number of shaded boxes $ o = 0 ?
Pain Score D O - &
Observer's Initials H el [ v
Score 1 : Continue normal observation by staff nurse
ACTIONS Score2 _ : Shift in charge nurse to be informed and continue hourly observations
NB: Scores 3 should be | Score 3 : Shift in charge AND ER doctor/Floor Registrar to see and half hourly to hourly Observation to continue.
recorded overleaf Score 4 * Shift in charge AND treating consultant(till 8 PM) or On call night duty consultant to see

Score 5 & 6 : Shift 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 scora, 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 insicker children)

Detailed actions are described according to increasing Early Warning Score.

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

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

Record Details when EARLY WARNING SCORE >3 Record Time of Review and Plan

Date Time Early Warning Score | Date Time Name

If atany time additional help is required, call help —regardless of the Early Warning Score!
Following a Early Warning Score assessment, senior help may be required

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

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

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

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

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

RECOMMENDATION : | need you to ... come to see the child in the next (XX mins) AND |'s there anything | need to
do in the meantime ? (e.g. stop the fluid/ repeat observation)
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(Date : AL Time]
[Doctor 7 Nurse /Famiy Concern?] ||

Early Warning Scoring Chart | o= soremmere e
QL1 ] — g S

104
103 o F i
¥ !\.“'\
102 . A\
\
101 / N = R LAB)
P = hY
Temperature 100 N s —TNNE M e
(F) " g ;
a7 2
o T G X~ A% °f
L r . A T —
o A8 &
L)/
% ¥
95
‘e 8
= 190
Heart Rate :?g
(bpm)
150 [—
and A A\
0 g i 3. 4%
Blood Pressure [ \ - 4 1
(mmiHg) * o (¥/ Felo )
19 0o \00 (v
100 1Y) 7 | Jz I Al A
Note: 80 :-aL ;
BP does not score 8 [f, 1 o
in early 60 _5_];9 174
warning scoring 50 I :
Heart Rate (Number) |\l ’ [ SeBlt Neidlids 2hlm VAW
70
60 :
50 —F
Resp. Rate (bpm) ﬁ'3 _
i h / y 1}
(Over 1 Minute) * 39 | b __ /1
2 = (8
‘ i A T
=i Resp Rate (Number) | 2 | 32hm SPpl v o bl 2,65y
Resp | Mod/ Severe = /
Distress | None /Mild | w7 S v =
Receiving 0, (I/min) &
|0, Saturations (%) d , > Q¢ 7 qq. - ] 19
Conscious | Normal N L~ 7 " v v
Leve| | Altered : . i Sepes
|_Ges? | 3 15118 N Slis
TOTAL SCORE Q
Number of shaded boxes| | © () 1) o
Pain Score o ol ™~ o
Observer’s Initials T A 1
Score 1~ : Continue normal observation by staff nurse l
ACTIONS Score2  : Shiftin charge nurse to be informed and continue hourly observations
NB: Scores 3 should be Score 3 * Shift in charge AND ER doctor/Floor Registrar to see and half hourly to hourly Observation to continue.
fBCOFIGEd.DVEﬂEEf Score 4 : Shiftin 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 s 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

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

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

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

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

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

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

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

RECOMMENDATION : | need you to ... come to see the child in the next (XX mins) AND | s there anything | need to
do in the meantime 2 (e.g. stop the fluid/ repeat observation)
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Early Warning Scoring Chart | we=:cumoens

EARLY WARNING SCORE: CHILDREN’S UNIT

Date : .\2\".00 ... Time: \ | | “l‘!}_ ‘*V\ l ' | l l I ' I I
| Doctor /Wurse TFamiy Concem? | [T 1 1 [ T ] EE RN SRR ESEEE e
104
103
102
‘ 101
'Tuenjperature 100 Tﬂ'T't - o5 =
(FJ 99 & 4-""""-“ . R
(% g MW
- . :
g7 . ]
/m,/u
95
94
190
Heart Rate :gg
(bul|n) e
and e A
b anQ W 100
Blood Pressure i e t 7%
(mmHg) * 110 Al N
=
100 18) N }
Note: = 2 / 8 al, i 4
BP does not score &0
in early 60 5 £
warning scoring 50 & A 5
Heart Rate (Number) AL o ekl | 1 A
| "
| 60
Resp. Rate (bpm) 50 ~
Over 1 Minute) * 30 ¢ h )
(Over 1 Minute) gg & Al 4B) \
10
" i 1 i
Resp Rate (Number) 1))} E’ﬁw x 5;,_&1 2
Resp | Mod/ Severe
Distress | None /Mild | = L > o - Vv -~
Recelving 0, (/min)
0, Saturations (%) 3 @ k /) tao| oot
" Conscious Normal | | FT W I | 1]
Level | Altered T Ssies
GCS * SIS L RIS ey
TOTAL SCORE ) o
Number of shaded boxes| ©Q D! © o ( n
Pain Score C o 2 s TADN) )
Observer's Initials r i &
Score 1 : Continue normal observation by staff nurse
ACTIONS Score2  : Shiftin charge nurse to be informed and continue hourly observations
NB: Scores 3 should be | Score 3 : Shift in charge AND ER doctor/Floor Registrar to see and half hourly to hourly Observation to continue.
recorded overleaf Score 4 : Shift in charge AND treating consultant(till 8 PM) or On call night duty consultant to see
Score 5 & 6 : Shift in charge AND PICU fellow or PICU consultant to be informed.

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

If atany time additional help is required, call help - regardless of the Early Warning Score!
Following a Early Warning Score assessment, senior help may be required

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

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

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

B procedure/ investigation). Child (X)'s condition has changed in the last (XX mins). Their last set of observations

BACK GROUND : Child (X) was admitted on (XX date) with (e.g. respiratory infection). They have had (X operation/

were (XXX). The child’s normal condition is ... (e.9. 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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EARLY WARNING SCORE: CHILDREN'S UNIT
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104
103
102
101
Tgmpera{ure 100
('F) 9
98
97
96
95
” y
-
Heart Rate :!;g
(bpm) 466
150
and 140
Blood Pressure 1o
(mmHg) * 110
100
Note: 90
BP does not score gg f
in early 60
warning scoring 50
Heart Rate (Number) |
[ 7
60
; 50
Resp. Rate (bpm) 40
(Over 1 Minute) * 30
20
() 10
" TResp Rate (Number)
Resp | Mod/ Severe
| Distress ' None / Mild
Receiving O, (I/min)
L_U,‘_SaturatiOHS (%)
' Conscious | Normal
Level | Altered
GCS ™
TOTAL SCORE
Number of shaded boxes
Pain Score
QObserver's Initials
Score 1 " Continue normal observation by staff nurse
ACTIONS Score2 - Shiftin charge nurse to be informed and continue hourly observations
NB: Scores 3 should be Score 3 - Shift in charge AND ER doctor/Floor Registrar to see and half hourly to hourly Observation to continue.
recorded overleaf Score 4 Shift in charge AND treating consultant(till 8 PM) or On call night duty consultant to see
Score 586 ¢ Shift in charge AND PICU fellow or PICU consultant to be informed.

< WB: I GCS is below 12 or the Oxygen requirement is >3 Lit/min. , then irrespective of rest of the score, the Nurse MUST inform the PICU team.
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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 staffare involved with the care of the sickest children.

purpose,

*  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.

* AnyEarly Warning Score of 3 or above should be recorded below with details ofany subsequent action initiated

r Record Details when EARLY WARNING SCORE > 3 I Record Time of Review and Plan

T
)

Time ‘ Early Warning Score , Date Time Name

|
I
| |

* [Ifatanytime additional help is required, call help-regardless of the Early Warning Score!

-

* Followinga 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 3 colleague.

I IDENTITY: | am (name), a nurse on wargd (X). 1'am calling about (child X)

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

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

ASSESSMENT : | think the problem is (XXX) and | have ...(e.g. given 02/ analgesia, stopped the infusion), OR | am
not sure what the problem is byt 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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1. All measurements in ml.

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

[ - T
TG

Docu. Ne. : RCH /FRM / CLINICAL /

092

Intake Output TR
Date | Time | Nature Route NG | Diahoea | Vomit | Oranage | Urine | spebiss | Sign. -
| Mouth Y N.G
08:00 am
09:00 am_
10:00 am
11:00am
12:00 pm
01:00 pm
Total Intake : - N Output:  ————
02:00 pm 1 N
03:00 pm . [®) M]
04:00 pm Com | o |Ngw
TSI R =g, o L
06:00pm | 11 %:,nq C v | ® ° (\m/f
07:00 pm s V|V
Total Intake : %&0 \eb 00 9wl Total Qutput: & < L,
+08:00 pm it ' \ o q-
0500pm | £y 0 poow [ s & |
10000 | Koy o [Joo el [ o> v | o '
11:00 pm fa o
12:00 am ?} (=] L_
01:00 am D g &
Total Intake : \sorvlt o p 0 m,l Total Output: |\ M € )
02:00 am D 6/ ‘,{,’/'
03:00 am e O | &
0400am| Bo [ oo D <l =
05:00am| [=>X © [V |
06:00am | My () IQ)N\&EL v ! };y_[
[o700am [ Wo gy (30 &2 | | © | %71
Total Intake : D2 o4l Total Output : EcH\ oy @ i
e - : ¥
Total 24 hrs, Intake f ) @) 4' b I’Y\9\ f Total 24 hrs. Output 4; <‘h e
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. |OYes Obo| OYes OKO ohRee)

\yP1r) |OYes ONG| OYes o Obs

OYes CINo | OYes ONo
OYes ONo| OYes ONo

" Patient’s Name: ... s
Rai n bow ® . . . - GUC-00034858 \p48-00036406
Elhildrer}’s .Blrtthght MRD NO:.. SBwCiyio o
0S ita BY RAINBOW HOSPITALS or. GEETHA JAYAPAT
rospital | WSS e (THINMIMAN < ower
FPHLEB'T‘S ASSESSMENT J kCOI'ISlJlltaﬂt ........................................................... J
CANNULA1 CANNULA 2
Date: po| o} Time: 2 %0 O}TV) Date : Time:
Location : QMFCM‘J Location :
Size : % . Size :
Cannula inserted by : &l N ((VJ'MJ Cannula inserted by :
Date | Time |Phlebitis Infiltration Inzlrlvrzl:t??n S/Lgn Date | Time Phlabitis‘lnﬁltration ln:‘etrl\rrsel:t?on Sign
T 104 |20V _(Oves DM Dves | P: o[ YR 10-] 1) aty|Oves @ip| Oves AN M =
DM\ DYes/@fto | OYe$ BNo I : ]y A\ DYes OiorDIYes Ohoj L
0 () |OYes @No|OYesBNO| 1oyl jred : g OYes ONo | OYes ONo )
S I OYes&iNo | OYesTINo| 4}, ¢ A OlYes ONo| OYes ONo
Lo pp_|DYesHiNo | Oves B0 L) OYes ONo| DYes ONo
A\ fn o |Oves 2o | Oves Aoy wes ] OYes ONo| OYes ONo
“opn  |Ovegmo|Oves o0yt P DIYes ONo| ClYes ONo
Oves 2o | Oves 20 hvt | & OYes ONo| OYes ONo
J ves G| Oves Efolmvm | B—T1 OlYes DNo| OYes ONo
Q. q YY) OYes ENo | OYes. Lo @mm,m OYes CNo | OlYes ONo
Y6Arm |OYes OjetTYes Oholoh> S/ D DOYes CNo| DiYes ONo
12p™ |OYes ONG | OYes CNo La,-p-,w'\’ L DlYes ONo| OYes ONo
J %'/_.
qu—
N

L~V | OYes ONG | OYes Do o<\ OYes ONo| OYes ONo
9, p ¢ |OYes ONo | Oves B0 threnw| Ay OYes ONo | OYes CNo
o \opM |Oves @l AT G OYes ONo| OYes ONo
' \nem) |Oves Gflo|OYes Oo| by 1y re OYes ONo| OYes ONo
pa ™ |Dves o Oives Dol g o | OYes CNo| C3Yes ONo
1y o~ |D¥es e OYes Ao [ lp ea V' L OYes CNo| DYes ONo
\9 It 0 i\ |OYes 2o | OYeeBINo o hKai é OYes ONo| OYes CINo
OlYes CbletIVes ENo & A DYes ONo| CiYes ONo
N\ | Oves Ons | Dves Dol { A " | OYes ONo| DYes ONo
O yy\_|DYes Obig]OYes Oo OYes ONo | OYes ONo
14 \OYes @0 OYes ONe| ) sz OYes ONo| OYes ONo
7o |Oves Dot CiVeslONG s DYes ONo| DYes ONo
S\ |Oves ONotOYes Dot th)f OYes ONo| DYes ONo
Cannula removied : OYes ONo, if yes date and time : Cannula removed : [1Yes TNo, if yes date and time :
RX any initiated : OYes CINo OINA If Yes specify- RX any initiated : OYes CINo ONA If Yes specify-
Phlebitis score: Phlebitis score:

NOTE : # To be assessed within 30 minutes of insertion.
% Every 2 hours if on fluid infusion.
% Every 4 hours if only on IV medication.

V.1.P. SCORE (VISUAL INFUSION PHLEBITIS SCORE)........ Next page




(_PHLEBITIS Ass ESSMENT AND MANAGEMENT RECORD )

CANNULA 3 CANNULA 4

Date : Time; Date ; Time:

‘Location ; Location :

Size : Size :

Cannula inserted by : Cannula inserted by :

Date [ Time |Phicbitis [infitration mg::::ﬂin Sign || Date I Time  |Phlebitis Infiltration h:r":’m'?m Sign
OYes ONo | OYes ONo DYes ONo | Oves ONo
OYes ONo | Oves ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
DYes ONo | OYes ONo OYes ONo| OYes oINg
OYes ONo | OYes ONo OYes ONo| OYes CNo
OYes ONo | OYes CINo DYes ONo| OYes ONo
OYes ONo | O0Yes CINo OYes ONo| OYes CINo
DYes DNo | CIYes ONo OYes ONo | OYes ONo
OYes CINo | OYes ONo OYes ONo | CYes ONo
OYes ONo | OYes CNo OYes ONo| OYas CINo,
OYes ONo | OYes 0o OYes ONo| OYes ONo.
OYes ONo [ CiYes CNo OYes ONo| OYes ONo
OYes ONo | OYes CNo OYes ONo| OYes CNo
OYes ONo | O0Yes O OYes ONo| OiYes EINo
OYes ONo | OYes ONo OYes CINo| DYes CINo
OvYes ONo | (ves ONo OYes ONo | OYes ONo
OYes ONo | CIYes o OYes ONo| OYes ONo
OYes ONo | OiYes CNo OYes ONo| OYes ONo
OYes ONo | OYes OONo DYes ONo| OYes O
OVYes ONo | OYes ONo DYes ONo| OYes ONo
OYes ONo | OYes DN OYes ONo| OYes CINo
OYes ONo | CiYes O OYes ONo| OYes ONo
OYes ONo | OYes ONo DYes ONo| OYes ONo
OYes ONo | OYes CNo OYes ONo | OiYes ONo
OYes ONo | OYes ONo OYes ONo| OYes CINo
OYes ONo | OYes CINo OYes ONo| OYes CNo
OYes ONo [ OYes ONo DYes ONo | OiYes CINo

Cannula removed OYes OINo, if yes date and time : Cannula removed : OYes ONo, if yes-date and time

RX any initiated : OYes ONo CINA If Yes specify- RX any initiated : OYes ONo ONA If Yes specify-

Phlebitis score; Phiebitis score:

NOTE : % Tobe assessed withi

Every 2 hours if on fuid infusion,

% Every 4 hours if only

n 30 minutes of insertion,

on IV medication.

f V.I.P. SCORE (VISUAL INFUSION PHLEBITIS SCORE)
0 1 2 3 4 5
IV site appears healthy | ONE of the following Is | TWO of the following is | ALL of the following is | ALL of the following is ALL of the is
evident: evident: svident: evident and extensive: evident and ve:
* Slight pain near V. | % Pain near 1.V, Site # Pain along path of # Pain along path of ¥ Pain along path of
site or slight redness | % Erythema cannula % Erythema | cannula % Erythema | cannula % Erythema
near L.V site # Induration # Induration * Induration # Induration
¥ Palpable venous cord : S or venous cord
RESITE / REMOVE RESITE / REMOVE RESITE / REMOVE INITIATE TRETMENT
B E u CANNULA CONSIDER CANNULA CONSIDER RESITE / REMOVE
C.ESERVE CANNULA | o SERVE CANNULA CANNULA SREAACE A prreibedfy
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PARAMETER

|

!

CRITERIA

DATE

SCORE W\

Age

Lessthan 3 years old

{@#:
A8t
7

T

310 less than 7 years old

wll
9 9

71oless than 13 years old

13 years old and above

Gender

Male

Female

Diagnosis

Neurological Diagnosis

Alterations in Oxygenation (Respiratory Diagnosis,
Dehydration, Anemia, Anorexia Syncope / Dizziness, 6tc.

Psych/ Behavioral Disorders

Other Diagnosis

Cognitive
Impairments

Not aware of Limitations

Forget Limitations

122

Oriented to own ability

A =)

History of Falls or Infant-Toddler Placed in Bed

Environmental
Faclors

Patient uses assistive devices or infant toddler in crib or
Furniture / Lighting (Tripled Room)

Patient Placed in Bed

P

Outpatient Area

Response fo
Surgery / Sedation
Anesthesia

Within 24 hours

Within 48 hours

More than 48 hours/ Nong

Medication
Usage

Sedatives (Excluding ICU patients sedated and paralyzed)

Hypnotics

Barbiturates

Phenothiazines

Antidepressants

Laxatives / Diuretics

Narcotics

One of the Meds listed above

Other Medications / None

1/ 7

Total

KW
/1> A5 L As /14 ]

13:_-)-'

Intervention:

-Fall Risk: Low Humpty Dumpty Score

High Risk Humpty Dumpty Score = 12 or above

Bed in low position

= Y Vol

Call device within reach

~ W

Wheels Locked

Room free of clutter

e
4

Adequate lighting

Wheel chair support

TSR

Other Intervention(s) Specify

\/'
v
T

S ——

7T

Nurse's Name:

N

Signature:

i
K
W :

AN

iif'\’x\i\i

Date:

Time:

““\5 1 @fjr
o
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THE HUMPTY DUMPTY SCALE

PARAMETER

CRITERIA

SCORE

DATE

DATE | DATE

e

Age

Lessthan 3 years old

4

310lessthan 7 years old

71toless than 13 years old

13years old and above

Gender

Male

Female

Diagnosis

Neurological Diagnosis

Alterations in Oxygenation (Respiratory Diagnosis,
Dehydration, Anemia, Anorexia Syncope/ Dizziness, etc.

Psych /Behavioral Disorders

Other Diagnosis

Cognitive
Impairments

Not aware of Limitations

Forget Limitations

Oriented to own abllity

History of Falls or Infant-Toddler Placed in Bed

Environmental
Factors

Patient uses assistive devices or infant toddler in crib or
Furniture / Lighting (Tripled Room)

Patient Placed in Bed

Qutpatient Area

Response to
Surgery / Sedation
Anesthesia

Within 24 hours

Within 48 hours

More than 48 hours/ None

Medication
Usage

Sedatives (Excluding ICU patients sedated and paralyzed)

Hypnotics

Barbiturates

Phenothiazines

Antidepressants

Laxatives/ Diuretics

Narcotics

One of the Meds listed above

Other Medications / None

2
1
2
1
4
3
2
1
3
2
1
4
3
2
1
3
2
1
3
3
3
3
3
3
3
2
1

Total

Intervention:

Fall Risk: Low Humpty Dumpty Score = 7-11,

Hig

h Risk Humpty Dumpty Score = 12 or above

Bedinlow position

Call device within reach

Wheels Locked

Room free of clutter

Adequate lighting

Wheel chair support

Other Intervention(s) Specify

Nurse's Name:

Signature:

[ S—

Date:

Time:

Docu. No. : RCH /FRM / CLINIGAL / 005
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1. Completely immobile: 2. Very limited: 3. Slightly limited: 4. No limitations:
Mobility Does not make even slight changes | Makes occasional slight changes in Makes frequent through slight Makes major and frequent changes in
in body or extremnity position body or extremity position but unable changes in body or extremity position position without assistance. 4_, q Z‘
without assistance. to completely turn self independently. independently. \ "—l )
2. Chairfost : 3. Walks occaslonally: 4. All patlents foo young fo ambulate; : |
SalE Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
tivit: ' .
:,c pnyﬂeaﬂeig-.? ::.onsi‘::'a:s:u'bed non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice a \;
and/or must be assisted into chair or assistance. Spends majority of each day and inside room at least once every A‘
: wheelchair." shift in bed or chair. 2 hours during walking hours. *
1. Completely limited: 2. Very limited: 3, Slightly limited: 4. No impairment:
Unresponsive (does not moan, flinch |  responds to only painful stimuli, cannot |  Responds to verbal commands, but Responds to verbal commands.
. or grasp) to painful stimuli due to communicate discomfort except by cannot always communicate discomfort |  Has no sensory deficit that would limit
Sensory Perceplion diminished level of consciousness of moaning or restlessness; OR, has or need to be turned; OR, has some ability ta feel or communicate pain or

sadation, OR, limited ability to feel
pain over most of the body surface.

sensory impairment that limits the
ability to feel pain or discomfort over
half of body.

sensory impairment that limits ability
1o feel pain, or discomfort in one or
two extremities.

discomfort.

>
._-—"b

Moisture Degree
to which
skin is exposed
{o moisture

1. Constantly maist:

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

2. Very moish:

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

3. Occoslonally moist:
Skin is occasionally moist, requiring
linen change every 12 hours.

4. Rarely moist:

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

Nutritional Usual
food intake pattern

NPO/or maintained on clear liquids,
or IVs for more than 5 days OR
alburmin < 2.5 mg/dl OR never eats
a complete meal. Rarely eats more
than half of any food offered.
Protein intake includes only 2

Is on liquid diet or tube feedings/TPN,
which provides inadequate calories and
minerals for age OR albumin < 3 mg/d|
OR rarely eats a complete meal and
generally eats only about half of any
food offered. Protein intake includes

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

Is on a normal diet providing adequate
calories for age. For example, gals
maost of every meal. Never refuses a
meal. Usually eats a total of 4 or more
sarvings of mean and dairy products.
Occasionally eats between meals.

position changes.

5 2 seconds; serum pH is < 7.40.

2 seconds; serum pH is normal.

servings or meat or dairy products only 3 servings of meat or dairy but will usually take a supplement it Does not require supplementation.

per day. Takes fluids poorly. praducts per day. Occasionally will offered.

Does not take a liquid dietary take a dietary supplement.

supplement.

1. Extremely compromised: 2. Compromised: 3. Adequate: 4. Excellent:

Hypotensive (MAP < 50 mm Hg: Normotensive oxygen saturation may Normotensive oxygen saturation may 5 ? .
ﬁsg::y::ﬁ?é?‘n & < 40 in a newborn) or the patient be < 95%: hemoglobin may be be < 85%; hemoglobin may be N‘gs“;"‘_‘e“sw;‘:‘ﬂ#e“ 5;}“""3“

does not physiologically tolerate < 10 mg/dt; capillary refill may be < 10 mo/dy; capillary refill may be > » normal hgb; capiiary (¢

< 2 seconds.

FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potentlal problem: 4. No opparent problem:
Friction . Occurs when Spasticity, contracture, itching, or Requires moderate to maximum Moves freely or requires minimum Able to completely lift patient during
Skin moves against agitation leads to almost constant assistance in moving. Complete lifting assistance. During a move, skin position change, moves in bed and in
support surfaces thrashing and friction. without sliding against sheets is probably slides to some extent against chair independently and has sufficient L\
shear Occurs when impossible. Frequently slides down in sheets, chair, restraints, or other muscle strength to life up completely L[’ \T
skin and adjacent bony bed or chair, requiring frequent devices. Maintains relative good position|  during move. Maintains good pasition
surface slide across repositioning with maximum sssistance.|  in chair or bed most of the time but in bed or chair at all times.”
one another occasionally slides down.
1. Very Poor: 2. Inodequate: 3 4, Excellent:

Severe Risk - lessthan9 | High Risk : 10-12 |

Docu. No. : RCH /FRM / CLINICAL / 119

Moderate Risk : 13-14

| Mild Risk : 15-1 8 | NotatRisk: 19-23

TOTAL SCORE

Evaluator's Name
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Support Surfaces

Risk Score Category Action (Please Note: Only required for children who are deemed at risk due
to altered mohility, consider occupation therapy referral for advice
© Regular Turning Schedule _
: ® Enable as much activity as possible High density foam mattress
15-18 At Risk © Protect the heels Gel pads for high-risk areas
® Use pressure redistribution surfaces -
® Mangge moisture, friction and shear A’.‘“’“““"g pressure matiress overlay
© Advance to a higher level of risk if other major risk
factors are present
High density foam mattress
© Use the Same Protocol as for “At Risk” Patients N
13-14 Moderate Risk . Gel pads for high-risk areas
o | o )
® Position patient at 30 degree lateral incline using foam wedges Aftermating pressure matiress ove flay
® Follow the same protocol as for “Moderate Risk” Patients High density foam mattress
10-12 High Risk ® In addition to regular turning schedule Gel pads for high-risk areas
© Make small shifts in their position frequently Alternating pressure mattress overlay
® Use same protocol as for “High Risk” Patients High density foam mattress
Less than 9 Severe Risk ® Add a pressure redistribution surface for patients with Gel pads for high-risk areas

Severe pain or with additional risk factors.

Alternating pressure mattress overlay
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~_, .mobile: 2. Very limited: [ 3. stightly limited: 4. No limitations:
] Does not make even slight changes |  Makes occasional slight changes in Makes frequent through slight Makes major and frequent changes in
in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. 4 L“
without assistance. to completely turn self independently. | _independently | S|
2. Chalrfast : ~ 3. Wolks occosionally: 4. All patients foo young to ambulate; |
e . Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
fﬁgimﬁ Em';:;:‘:ub ed non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice a
and/or must be assisted into chair or assistance. Spends majority of each day and inside room at least once every [1
‘ wheelchalr.” shift in bed ar chair. 2 hours during walking hours. -
1. Completely limited: 2. Very limited: 3. slightiy limited: 4. No Impalrmeni:
Unresponsive (does not moan, flinch responds to only painful stimuli, cannot Responds to verbal commands, but Responds to verbal commands.
or grasp) to painful stimuli due to communicate discomfort except by cannot always communicate discomfort Has no sensory deficit that would limit
Sensory Perception diminished level of consciousness or |  moaning or restiessness; OR, has or need to be turned; OR, has some ability to feel or communicate pain of (];
sedation, OR, limited ability to feel sensory impairment that limits the sensory impairment that limits ability discomfort.
pain over most of the body surface. ahility to feel pain or discomfort over to feel pain, or discomfort in one of
haif of body. two extremities.
Moisture Degree 1. Constantly maist: 2. Very moist: 3. Occaslonally moist: 4, Rarely moisi:
to which Skin is kept moist almost constantly Skin is often, but not always, moist. Skin is occasionally moist, requiring Skin is usually dry, routine diaper
ckin is &x by perspiration, urine, drainage, elc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing
posed b
t0 moisture Dampness is detected every time 8 hours. gvery 24 hours.
patient is moved or tumed. : l/| | ]
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potentlal problem: 4. No apporent problem: |
Friction . Occurs when _ Spasticity, contracture, itching, o Requires moderate to maximum Moves freely or requires minimum Able to completely lift patient during
Skin moves against agitation leads to almost constant assistance in moving. Complete lifting assistance. Quring a move, skin position change, moves in bed and in
support surfaces thrashing and friction. without sliding against sheets is probably slides to some extent against chair independently and has sufficient
Shear Occurs when impassible. Frequently slides down in sheets, chair, restraints, or other muscle strength to life up completely k/
skin and adjacent bony bed or chair, requiring frequent devices. Maintains reiative good position during move. Maintains good position ?
surface slide across repositioning with maximum assistance.|  in chair or bed most of the time but in bed or chair at all times.”
one another occasionally slides down. r
1. Very Poor: 2. Inadequate: 3. Adequote: 4, Excellent:
NPO/or maintained on clear liguids, Is on liquid diet or tube feedings/TPN, Is on tube feedings or TPN, which Is on a normal diet providing adequate
or IVs for more than 5 days OR which provides inadequate calories and | provide adequate calories and minerals calories for age. For example, eats
albumin < 2.5 mg/dl OR never eats rminerals for age OR albumin < 3 mg/d! for age OR eats over hall of most meals. most of every meal. Never refuses a
Nutritional Usual a complete meal. Rarely eats more OR rarely eats a complete meal and Eats a total of 4 servings of protein meal. Usually eats a total of 4 or more
food intake pattern than half of any food offered. generally eats only about hall of any (meat, dairy products) each day. servings of mean and dairy products.
Protein intake includes only 2 food offered. Protein intake includes Occasionally will refuse a meal, QOccasionally eats between meals.
servings or meat or dairy products only 3 servings of meat or dairy but will usually take a supplement it Does not require supplementation.
per day. Takes fluids poorly. products per day. Occasionally will offered.
Does not take a liquid dietary take a dietary supplement.
supplement.
1. Extremely compramised: 2. Compromised: 3. Adequate: 4. Excellent
T - Hypotensive (MAP < 50 mm Hg; Narmotensive oxygen saturation may Normotensive oxygen saturation may : A
lssou:y::n:ﬁs::‘n & <40 in a newborn) or the patient be < 95%; hemaoglobin may be be < 95%; hemoglobin may be Normotensive, axygen 5?"““'::‘““‘
does not physiologically tolerate < 10 mg/di: capillary refill may be <10 mg/dt; capillary refill may be > 35"'- normal hg; capillary 7
: position changes. 5 2 seconds: serum pH Is < 7.40. 2 seconds; serum pH is normal. <2 seconds.
- sy . — 4 TOTAL SCORE '2
Severe Risk : lessthan9 | High Risk: 10-12 | Moderate Risk : 13-14 | Mild Risk:15-18 | Not at Risk: 19-23 & —--—% Q)T
Evaluator's Nome (941/'1 @:‘_

Docu. No. : RCH /FRM / CLINICAL / 119
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Support Surfaces

Risk Score Category Action (Please Note: Only required for children who are deemed at risk due
to altered mobility, consider occupation therapy referral for advice
© Regular Tuming Schedule : -
_ @ Enable as much activity as possible High density foam matress
15-18 At Risk ©  Protect the heels Gel pads for high-risk areas
© Use pressure redistribution surfaces Aternat .
© Manage moisture, friction and shear ating pressure mattress overlay
© Advance to a higher level of risk if other major risk
factors are present
High density foam mattress
@ Use the Same Protocol as for “At Risk” Patients .
13-14 Moderate Risk Gel pads for high-risk areas
® Position patient at 30 degree lateral incline using foam wedges .
Alternating pressure mattress overlay
@ Follow the same protocol as for “Maderate Risk” Patients High density foam mattress
10-12 High Risk © In addition to regular turning schedule Gel pads for high-risk areas
®  Make small shifts in their position frequently Alternating pressure mattress overlay
© Use same protocol as for “High Risk” Patients High density foam mattress
Less than 9 Severe Risk © Add a pressure redistribution surface for patients with Gel pads for high-risk areas

severe pain or with additional risk factors.

Alternating pressure mattress overlay
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TI :;‘;mm’cnoum'ﬂ“m«w Rainbﬁw' ® n: y o 2R,
0-t02021 g s } e e ’ Children’s BirthRight
Vil PAIN ASSESSMENT FORM y vospial_ | @ zzzrzzes
My L | sl S ——
B . Modifying | Patient / Fami .
Date Time “‘E; ,‘1'6} Location Duration Acuity Character ;L“rr:g . Ednu:aied Iy Intervention Sign
\ 0[ O Continuous | [ Acute [ Shap O Dull 0O Increasing | O Yes f\\?l W
\,0\:{' a“:n\ 10 = 1 Intermittent | [ Chronic O3 Aching [ Burning | [0 Decreasing | £ No
O Continuous | O Acute [J Sharp O Dull 0O Increasing | O Yes N ( Fh
0 T;i ]g} % E""‘ 01 \ﬁ - O Intermittent | CJ Chronic [ Aching [ Burning | [J Decreasing | [ No /M ;
O Continuous | OJ Acute [ Sharp O Dull [ Increasing | O Yes 5)
ot - - o o)
\\\:}b\: am — O Intermittent | C3 Chronic [JAching {3 Burning | O Decreasing | 1 No =4
O Continuous | O Acute [ Sharp OO Dull O Increasing | O Yes r\[P; e
l Bk BC‘-”\ 0’ o = O Intermittent | OJ Chronic O Aching [ Buming | OJ Decreasing | ETNo
- MY
3 O Continuous | CAcute | OShap  ODul | O Increasing | 3 Yes ) "
\t '- -.vffu pP\M D( VE R O Intermittent | CJ Chronic [ Aching [ Burning | OJ Decreasing | L1 No Yo
o I O Continuous | O Acute 0O Sharp [ Dull O Increasing | O Yes Hi s
w\° A [o|w | - O Intermittent | O Chronic | CJAching [ Buming | [J Decreasing | O No ! 55
-~ O Continuous | I Acute [ Sharp O3 Dull O Increasing | O Yes i\
m’\/\ L:} . - 1\1 + [l W& -
v A ol O Intermitient | O Ctronic | CJ/Aching 01 Buring | OO Decreasing | O No st
O Continuous | O Acute 0 Sharp 1 Dull O Increasing | O Yes N P/ Nﬁ'ﬁﬂ
\Q\ﬁ} 3 um 0/lo | — | O inemitent | CChonic | DAching 0 Buming | O Decreasing | O No (o™
O Continuous | I Acute [ Sharp O Dull O Increasing | O Yes | l‘] ] (Q *{ﬂ}t;
\ Z\'A‘ Zﬁl\/\ o) l w!| — 3 Intermittent | 3 Chronic CJAching [ Burming | [J Decreasing | [ No E‘iﬁg
o O Continuous | [ Acute [ Sharp O3 Dull O Increasing | [ Yes A!n\ \ -
2 \([ t@? s O I (P O Intermittent | O Chronic [ Aching [J Burning | [J Decreasing | ‘] No 3 _
?mmmm%smmm i jent with severe pain:
'al ﬁﬁﬂwﬁZﬁshhﬁZ!Mmﬂ.pﬁ) andﬁoum
¢} Prior to pain pain-refieving intervention. d) Within 30 - 60 minutes after pain relief intervention.
Docu.No: RCH /FRM / CLINICAL / 152 (PT.0)
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PAIN ASSESSMENT T0OLD)

/

ﬂ)ﬂﬂggnﬂ?ﬁm:;ﬂqg

SCORING ;
CATEGORY ,
i ) Occasional Grimace of Frown, Frequent to constant frown,
Face No Particuar expression or smile withdraw, Disorlcnted Quivering chin, clenched jaw
‘Legs Normal Position or Relaxed Uneasy, restless, tense Kicking, or legs brawn up
La normal position, i ifting back and
Activy e L - Arched, rigit, or Jerking
Cry No Cry (A oraskeep) Moans or whimpers occasional Crying steadily, screams of sobs,
Reassured by occasional touching,
Consofabiity - | Contuat, relaxed aaa_w 01 being talked to, Difficut to consale or comfort
- Neonatai Pain, Agitation and Sedation Scale (upto 1 Month)
S Paimidi Sedation Kormas Paia / Apitation
Criteria
-2 4 (]
Crying No Cry with painfil | Moans or cries Appropriate crying Notf Imitable or crying at | High-piiched or silent-
Irritability stimut minimally with painful] initable Jgg continuous cry
simufi Inconsolabie
Behavior State | Noarousaltoany | Arouses minimaly to Appropriats for Restiess, squirming | Arching, kicking constantly awake
| stimui stimul gestational age Awakens frequently { or
No sponizanecus Littie spontaneous Arouses minimalty / no
. movement movement (noi sedated)
- | Facial Mouth is fax Minimal expression | Relaxed Appropriste | Any pain expression Any pain expression
Expressien No expression with stimi intermitient continual
Edremities | No grasp refiex Weskgrasprefiex | Relaxed hands and | Intermittent Continual clenchéd
Tone Flaceid tone decreased muscle | feet dlenched toes, fists an.eg
tone Nermal Tone or finger splay
Body is not tense E&wsﬁ
ital Signs HR | No variabifity with | Less than 10% Within baseline or | Increase 10-20% | increase greater than 20% from
RR, B 820, | stimy variability from normal for from baseline basefine, Sa0, less than or
Hypoventiation o | baseine with simuli | gestational age Sa0, 76-85% with | equalto 75% with stimulation -
apnea stimutation - quick { slow recovery Out of sync or
recovery fighting ventilator
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* \ \“\ “\\“\“\“\\\\ \\\“ Hospltal BY RAINBOW HOSPITALS
i takens & 10 o et tha We. Your Right to a Sale Delivery
" Nursing General Admission Assessment Form For Pediatrics
Diagnosis: Tt L‘Qw"’" . \/\,,
Arrival Time: ... O o2 Y Mode of Arrival: 0 V.. Admitting From: \EI/EBAJDPD O Direct
Allergy / Adverse Reaction ... Body Weight: Ib% Kg
P}T‘\D?\\M Ui‘n ‘3‘ HBIGE: +.vevvveseveveernes cm
Ceph ..... @Kl'l .......................
past Medical History: Obtained From [ Patient D’ﬁy Member 1 Medical Record [ Other (SPBCHY) +oovverranernernenss
Past Medical History  Past Surgical History Previous Hospital Admission
Family HISTOrY: ..o ——CL
My

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

Has the child or close family member had recent contact with acommunicable disease? g,va/ﬁ No
If yes pleaselist, ..
Was the child's birth nonnal?@es/ CINo  IfNo, pleasa describe problams

Arethe child's lmmumzation upto date? IE!/ea/D No
current Medication: @No/ O Yes, If Yes, fill reconciliation form

Observations Weight: .. l s S P Length: ... .. HeadCircumference (<2 years): ...
Temp.: \@B E‘ ol Q.'U Qt{h’\/ BP: ........ l I‘J"D .
Pain SCOMB! wvveersernirssnes Specify Site: ... 0 .................................. (Follow Pain Assessment Sheet & Document)
Fall Risk Assessment: E‘V/ ONo  Scoe @ ... (Document In the Humpty Dumpty Sheet)
Risk of Pressure Sore (Braden Q Score .. ,Q';;’ ) (Documsm in the Braden Q Assessment Sheet)
Pain Screening: EUa/ﬁNo If Yes, Pain Score: .. 2. U/ Pain Tool Used: OOIN Pawc JWong Baker
Character of Pain .......smees: LOCAHON ..oovrenrurmrnssmasuns "o FIBQUBNCY woovvvivrmmvisrenns o DUrLION ...e.vrverrrrrsessesesens
FUNcTiUNAL SCREENING: o Abnormalities Detected

[ Molility Problem O Walking Problem

7 Developmental Delay [ Musculoskeletal Congenital Abnormality

inform consuitant for positive criteria

MUTRITIONAL SCREENING: No Abnormalities Detected

O Underweight O Overweight 0 Special Feeding Method
O Feeding Problem [ Special diet O No Abnormality Detected

inform consultant for positive criteria

Docu. No. : RCH /FRM / CLINICAL / 145 (PT0)




Psychological Smanlnuﬁu@mcant Findings

Unusual concerns about pafient's Psychological Status Q,Yes’“ CINo

If Yes Consultant Notified: ... D7 600tk ... (Date/Time): (of‘:r&.,
Social History: Lives With ... PM 1.7 -

Siblings in household@)d( OINo (ifyesHow Many?} l B.MO f&/ #e

AllInformation Obtained From * [] Patient \[I-Mothier [ Father [ Other Family Member

Orientation has been given regarding the following aspects:

Call Bell in Reach: Clfes O No Waste Disposal Explained: Clyes CINo |
Infusion Pump : es No Hand hygiene Explained: p)‘o(l:l No [ Others

Patient Rights & Responsibiites: _E¥Ves [INo
Information givento .............. Mo ""HM/\

ﬁ‘& > s
et Datte; 1‘0]:"0‘* Time: '30 Signature \j

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

Nurse's Name: % ; *£
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INTERDISCIPLINARY PATIENT / FAMILY EDUCATION RECORD Bt ] KCH‘:‘;‘;".."‘WM SirthRight
[ THA MY”ATHY 8o (M) ¥ RAINBOW HOSPITALS
ﬂ I//W/MMI our Righ 10 & Sate Delivery

Part - . . lf,ﬂﬂﬂ[ﬂ .

Patient's / Learner Language: %ﬁ/?lc?f'& Patient / Learner Literacy: /Hﬁ Wiite— Speak  Willingness to Learn:  Yes i Nbaw.. @ 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

4. Informed Consent 8. Diagnostic Test/ Procedures 12. P?til‘-.‘nfs;" Family Rights

2. ‘Treatment and Care 5. Medication / Therapy (safety, effects/ side effect, inferactions) 8. Nulrition / Diet 13. Risk/ Safety

Part- I
Use codes from the list in part Il
Need ; Designation /
Date Time - Information Taught Comments ;
identified . - A e I‘tﬂechanism)‘s iiorsiondia Signature
‘erson Tau . eaching Tools | to overcome nderstandi
’ Barriers ? barrier/s .

Ot agm | & | *omalion aliout feurfon

tonde! Procpam:

o o G madnndy pésaoral /’?\W‘f&u

g o land alsrocd
\2) M
g Bam || M

Blohlgan | « Madrady bh Q?wm“"

Part - Ill: CODES

wwﬂmmmm’“‘~

<y
b | ousy UJMJM o= fk&ﬁ;’&
ho o| Vashd| 04352 lindorstn | ~ Wé}
Bt

13— "

kL

Nom - (@A}d%%w'_u(ﬂpum —

Who was taught: PT: Patient F: Father M: Mather S: Spouse Sn: Son D: Daughter C: Caregiver 0: Other (Specify)
Learning Barriers: )

1. No Learning Barriers 4. Language Barrier 7. Impaired Thought Process/Cagnitive limitations 10. Financial Difficulties 13. Cultural/Religion Practice
2. Physical Impairment 5. Educational Level 8. Responsibilities at Home 11. Beliefs and Values 14. Others (Specify ........

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. Naone 3. Reassurance & Support 5. Respect values & beliefs 7. COther, Specity ...

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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21 Rainbow
Or. i3ggT, 4YamMap

YAPATHY ) Children’s 'BirthRighf

s Hospital | (@ ueseenieis
__D SIDE CHECK LIST FOR NURSES

[ Date: N\ \\\":\ \&\’._‘ \fb\'}
Doctor's Orders \/ i i |
Carried out or not ~A \L \2< ?(
Bed Side
Structured Handover done === b2 ™
IV Site WVl e .
Central Lines ¢ N N K
Arterial Lines ~ N ,<\ x
Feeding Catheter N4 ')Q K R
Urinary Catheter 72 7( ')( 7o
Skin Care S i \A L
Eye Care * - & <
Mouth Care N ‘f\ W K
Sterillum Bottle, Stethoscope < -{ W ’ﬁ
Suction Bottle (Should be clean & empty) | ~¢ e \.,t ~
Intubation Tray ~>£ X L 5{

Emergency Tray

Loaded Syringes with Midazolam

gleammmadri) Y| R | | L
Ventilator Tubing, (Any Water, Blood) ~ «,Q N o
Humidification SC X i ;C

. y e

?{]:lf;ilﬁiyrggrsrﬂ Preparation) |V |~ | «
Chest Physio & Neb <~ X | R | %
Handed Qver By Name : b 'A A ‘\g\gﬁ“‘ Q. > 55\- g&"‘
Signature : x\};\ W Vé% e E
Date & Time: \ 0‘\‘}( \\\.jf \g\q \D)\?\
Hand Over Taken By Nare )&%% %};5{
Signature : YU (%‘J\: .

Date & Time: - \0}‘?( \\\X ‘\%"\_P?J i

Doc. No. : RCH/ FRM / GENERAL / 088
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Rainbow® . _—
Children’s @ B'rtat‘wno's?«h:
i N Hi A
PATIENT TRANSFFR FORM Hospital | @it
GUC-00034858 IP1B-00036406 '
Baby MANVIK CHOURARIA
ua—w -2021 4Y9MTD (M)
GEETHA JAYAPATHY Date & Time of Admission Date & Time of Transfer Order
UM \o 0% to| o
k= Lk g 250 [AYV
Treating Consultant Name Transfer Ordered bb Reason for Transfer
,a,u\ff’{\.w‘f !
From Unit To Unit Information to Attendant
B Sto e~ w0
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
A clinical documents. If any handed
@ ol over to attendant - o
Yes[] No [}
It yes, what ?
Medications / Consumables / Surgicals / Hand over
Sl.No. ltem Name Quantity

1. 0/ D4 xpored

EW

=
ﬁ,
m—

3| e e et AQ !
4. > (J i ol
5.

Shifting Summary / Notes Written by Doctor :

Yes[] No[]

‘Tﬁpﬁg&d c{)w

Name & Signature of Person who is Transierﬁ'ng

ﬁﬁw Mo

me-of Person Ordered Transfer

%

Patient & Clinical Records Received by :
Sl
. e
or-

Date & Time of Patient Received :

\MV:& ');'&0‘/ ‘

If the transfer order time & Complet

"] Unavailable Bed

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

(] Nurse not Available

ion time is more than 30 minutes, please tick the reason mentioned below :

("] Available Bed not ready
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| ga-10-2021 4YOM?D ) : . .
| Children’s .Bll‘tthght

AR Hospital _ | (@ eimmessies
PEDIATRIC ED DOCTORS ASSESSMENT (IN-PATIENTS)

Admitting Doctor : ...... Re. Geetha . Date : -'o]*ffb—e
Type of Admission:EﬁJ’PD CJER I Referral (if referral, DOCIOr'S NAME: w.ocoviimmssssussessmsssssmssssssssssssssssisss sy
Start Time of Assessment. ............ ‘30 ‘ T' .. .. Y2 Weight: ’69
Allergic History: ...... - T%.%€ P‘Ja .................................................................................................................................................
Chief Complaints: .. - Pediatric Assessment Triangle
Y. f)ms : J) (KT A ApPearance - TICLS ...oooccomivursssssmssissnsssores
- [ Bﬂrmm
Breathing O Abnormal
~ Pallor O
) O +woB Cyanosis CJ
g/&WOB Mottling O
Normal Bleeding CJ
O Gasping/ Apnea
Initial Physiological Status: Stable O Unstable Any urgent interventions needed: [ Yes Dh‘(
‘: Life Threatening [ B8 coscossssssisissasrumsssemrpamsnmsrssssiA RIS 38
Non Life Threatening O
LT s T —————TR
VIEIGEHON HISEOPY? +t.vercsesosssessseseecessssss s e 482050 A
L T ——CEE
)
m Primary Assessment Os
Airway o Any urgent interventions needed:  Yes Ao

pen

Q O Maintainable I YBS 1oioveisiiereenerasmrissrresessmsaasass s

OJ Not Maintainable

< ?Brealhing 52 . /
=2 | I Sp0, on Fi0, ........ q q/' Any urgent interventions needed:  Yes ““No
n
11U L EPPR I YES oot seeseeeees s sss e s
Retractions: [J Suprasternal OICR O SCR
O Sternal O Supraclavicular O] Nasal By e
Regpiramry Noises'_ D Stridnr D Wheezing D Grummg ............................................................................
RTIITNIE . oA C s o s S
Palpation Findings (If NECESSArY)....ccmimmmmmisenners T

Docu, No. ; RCH /FRM / CLINICAL / 157 (PT.0)
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Q HR: . 128

Circulation

B s meemerens mmHg
Pulse Volume: [

If in Shock:

Central ... 2.}
Peripheral Q""
[ Compensated ..............

Hypotensive ................

Central ‘{3
Peripherakl_. s, ...

Any urgent interventions needed: O Yes B’m:
If Yes b b bt r ettt
Murmurs: OYes 0o
Liver Span: ...
Any Signs of

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

Heart Failure: 0] Yes E’ﬁ
Muffled Heart Sound: [J Yes EH({J

Engorged Neck Veins: [J Yes = fo

Q GCS: 'sr’f" AVPU: A

Disability  pupils: [ giezzp"“s';?gi ﬁfi?‘r_l;ﬂespanswe O
l: Left..2. 1T

Active Seizures: [J Yes Bﬁo Sugars: ...............
Signs of Neurological COMPIOMISE ..o

ExposureQ Temp: .. 98:8°F
Any Rash: [ Yes M
If yes describe the rash
Active bleed ...................

Lacerations [ Abrasions [J bruises O
Describe: ..ol

Yes "No/

Any urgent interventions needed:

Any urgent interventions needed: [ Yes I‘:Iﬁ
YRS ittt arenmssmsssinss

Final Physiological Status: [ Respiratory Distress
O Shock -  Compensated [J
O Cardiopulmonary Arrest

2 Respiratory Failure OJ Respiratory Arrest

Hypotensive [J
Hemodynamically Stable

Head to toe examination with positive findings: .

Secondary Assessment:

Labs Planned:; ...

o Reoide | anede

Troatment PIARNBM! ... st oy

by -!
L R AL L LR T T T T ey

Need for Oxygen: [J Yes E”mn, if yes  Low Flow O High Flow OJ PPV O
Final Diagnosis with possible Differential Diagnosis (If necessary):

Assessment done b
d Kecatfoumo «

Name of the Doctor: ..p....

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

Signature: ................ Signature;

Date & Time: .............. 1 " 1- Date & Time:
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NURSING INITIAL ASSESSMENT IN EMERGENCY ROOM

Height: ........ e WEI ht% 1| — —  Head Circumference (<2 YBarS) .........ccmsssesessssssssssssssn
ns O Blood Transfusion 0 Food D Oher .oemensesemmnnieninse
If yes , identify L AMOXLCLLLLN... . CRRE o =1 L e —

Allergies:

Pain Screening: O Yes ff Yes, Pain Score: ©).122.... Pain Tool Used: CIN Pass .Q,Ehkt,c/ ] Wong Baker
D) ChAraCter ..o mereeece 01 LOCAHION wovrecrverrrinrrrs [ FIBQUEACY vt O3 DUBHON covevvreressssscscens
RISK FR FALL: Functional Scuenmn:(uumormasmes Detected
If patient is < 6 years O Mobility Proble |
tick below fall risk intervention directly O] Walking Problem
e e oy v 1 -DeveopmenaDeky
History of Falling: within past 3 months O Yes 'Jzﬁw O Musculoskeletal Congenial Abnormally
Ambulatory Aids: | inform consultant for positive criterla
e Wheelchair - O Yes /B%
* Uses furniture for support O Yes D‘ﬂg
Gait/Transferring:
: ie:a[:s” immobile g:ﬂs ;ﬂo Nutritional SGNGHIWnomaltﬁas Detected
. v /Bﬁ " [0 Underweight
 |mpaired OYes O o ot
Mental Status: Forgets limitations O Yes No VErWeig
[0 Feeding Problem
IF YES FOR ANY CATEGORY = RISK FOR FALLING O Specialdiet

Fall Rigktntervention: :
4@):“ e gk [  Specialfeeding method
sist Patient Inform consultant for positive criterta
E

ducate patient and family on fall precautions/prevention

Psychological Screening: [J No Significant Findings
Unusual concerns about patient's Psychological Status: OYves [ONo

It Yes Consultant Notifled: ...........coooermmmmsnnisninscssfhes [(FCTAL ) H——————E
Social History: Lives With. AT . ceensnsessssissssssnsanshisasrssasisssssns
SiblingslnhouseholdDANo yasHowMany?) OL fcsniiidians

Time of Initial assessment completed by ER Nurse : A% fﬁm’\

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




Time ) s Nursing Notes
s DM‘/M ~ — r/{n I g Cod
o ({//Jl tHo [ewt R 1o C-‘L@‘*at’]f pvonicford
1 parsy u»‘,l'a/f M W\c&?fﬁ/ -
L [hflva fm«% 2y A P2 o f

s - Adood /"fm’ﬁ/& colle

Sed and

L

%(P#e A Ao

Ceoend, pt

LA

Dot c iy ,

0{[}4»3\ Yo

Samples collected by:
& v o

Samples sent by :

Medication given in ER:

\ " L]
£ Time/ 9//”/‘\'
Time;

Date . Doctor | Nurse
'nme! Medication Route Dosage & Instructions Sign | Sign 1
=
M
i
//
..-l/
Condition of patient at time of shift - out : Details of Shift - out
HR]'LQTT'W\ BP: .l 13[ f::'CFrn A‘ ] B Shift - out from ER to: .. &”1’0
RR: b q ’3/.. 8PO, ¢ A ¥ 7 t. Time of Shift- out: . Q 20 Jarr\
| & l
= 5 Ternperature & Handover given to: . d N MM
Pain Score: ... ®.( % r _ (Nurse's Name)
Repeat RBS (f applcable). ....... k9.4, LA *
Tick as applicable: O MLC OLAMA

Procedures done with details (if any): ........

Name of the Nurse : M ........................................

Date & Time : .19, o%/% i L‘*D)h’h

OBROUGHT DEAD

auroly - 224

Signature of the Nurse : ..
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ke Hospital BY RAINBOW HOSPITALS
Tt takes 8 ot to treat the ke Your Right 1o a Safe Delivery

e ERGENCY ROOM TRIAGE FORM udp (4 8H.
Petiet’s Nu*rMﬁ"g'TMPfNV]sk - e Ageqa’qM GBHWGFEFHEW

Pate 2 ... lQ\QE} ;s Me of Arrival ! rq,& CEP HQLEXlN
Algrgies: (O No [ faod EAedications O gio0d Transtusion (3 Other (Specify): ﬁ.M.DX.f...CJ..‘L.:.E..I.'.N,z.. [ Not known

o

Sourse of nformation | Wnts (] Others (Specify)
ot of Grrival - [T} Agliiatory [ Wheelchair [] Ambulance
Initial Vila! Signs:  Temp: 'DD‘“ ‘F PR T'Lf["Y) BP: “?k\g 931” Sp0,: qat‘] A
Chiel Complaints: uwssmss T H”f@ F\OM P W ,{15 p—————————
e {NITIAL PHYSIDLOGICAL CATEGORIZATION INITIAL PHY: OLOGICAL STATUS
\ }pnearance Work oL Breathing }fﬁ(ﬁﬁﬁ)—?
2 Normal A /ﬁtl‘:‘ O Increased O Unstable :
O SickLmokiM . C[E‘uiaﬂun{ Colour [ Decreased [ Gasping/ Apnea O Not-="Tife - Threatening
| PThormal L= pbnormal [ Bleeding 3 Life ~Threatening
iﬂﬁ'__*—_"_,__.__“'"--::' ; |
| Tiiage Classification \ CTAS J |
| @ Level1: Resuscitation (0 Immediate i J |
x_!_“s Level 2: E!\*IEHGEl\lj_':'L_iTe_or imb threatening ' O <15min ! J
0 Leveld! URGENT ; Significant illness / injury with potential to become lite or limb threatening o 3 min }
LE} Layeld: LESS URGENT: Significant illness but not life threatening 60 min
t [j teval5: NON - URGENT ; May receive sare when convenient “ O 120min
NOTE . Al immuiwcumpromised children and preterm babies to be considered Level 2. @'c f\j (‘ﬁ w
| All Chiidren less than 2 years 208 with high fever 1o be considered Level 3. —ngnatura  Parent/ Guardian
* (TAS - Canadian Triage and Acuity Scale Triage Completion Time Q.’Y);.JD.

Communicable Disease Triage Screening

PAKT A, The fofiowing guastions should be asked to all PART C. A positive communicahle disease triage screening Is
_ patients at the initial screening: considered for any patient who meets one of the two
f'n 1. Have you had fever (gievated wmperature) in the past 2 DYM following criteria:
: wigeKs - ] Any patient with Fever / Rash / Vesicles / Discharge from Eyes
o Hava you fiad cough ora rash In the past 2 weeks DYB}Z{ and Cough
3. Have you had shortness of ore ath or difficulty breathing in T Y%)Zl{ B AQE? E:s r:n\';'g; Iﬁ:eéua;ﬁig%ipg:tggdgnm?gﬁsgg ?aacqgmfd
& SR
the past 2 weeks «pART B" of the triage screening above.
PARY B. For patients reporting fever and respiratory/rash
symptoms: [~ Not applicable PART D, ACTION/ INTERVENTION: (for positive suspected
1. Have you travelled outsice tne INDIA? or had close [ Yes (] communicable disease triage screening)
fgnﬁgﬁr'tﬁ tsnumaor:e{ wh‘a hays.':ecantly traveiled outside [] Patients should pe immediately isolated in negative pressure
g INDIA, In e past tWo WeBKS! oom or a single room (as appropriate) for pending evaluation.
If yes, State Location: [0 The patient should be given @ surgical mask immediately, if not
2. Ace your parents / Ciose contacts at home is/a healthcare CYes O already wearing one.
worker? {please encircle te choices} (e.g., NUrse, ent and 1 s
physician, ancillary services personnel, allied health O Both patent a d triage staf should perform hand hygiene.
services personnel, hospital voluntser, o lahoratory [ The staff should use PPE (as appropriate).

worker, others) who has had a recent exposure to an
irdividual with a highly communilcable disease or
unexplained, severe fabrile respiratory or rash diseasa?

Name of Triage Nures : %E\J:bu ....... W : Signature of Triage Nurse : M ..............
Date & Timg : lb[o ..... et IS 1:,'1::(—f,rm
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RBS CHART

Date Time RBS (mg/dl ) IVF % Signature

tolod 2™ e — ; o

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