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PATIENT DISCHARGE INTIMATION
FROM NURSING STATION

CLEARANCE FOR DRUGS AND DISPOSABLES BILLING
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Certified thatin respect of the above patient:
O a Thereareno drugs for return
) b. Emergency cupboardissues have peen replenished
{1 c. Nopending indents are there againstabove patient
0] d. Checkedthe bed side cupboard of the bed

o Checkedbythepatient'sMotherfFatheriniheroom

A
(»)

Patient Authorised Sign Nurse Sign Pharmacy Sign

[V (: RS Date: t%\‘&[t&b Date: \C\\? .

THMIE: 4 ecvmnemmssermnsness Time: ...... CL ............. THTIE: ©oveermrmressseanseses
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Dr. PADMAPRIYA EKAMBARAM

(DR oeteof ischarge e I s

Room / Bed No: WAP: .ooveeeecesmmsssssasnes Suggested Billable RV

WARD TRANSFERS

R ———EE

Date of AdmisSion: .........-

— e —————

Date Time From To Signature of Nurse
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CROSS CONSULTATION VISIT
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MEDICAL EQUIPMENT (WARD & ICU)

Date Name of Equipment Cor}ril:;ﬁng Drscgﬁ:mzctfng Order No. Signature
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PROCEDURE

Date Procedure Quantity Order No. Signature
T Tv  Plagovasnk (D H- 28900 %"\
‘ 5
/
ANY OTHER INFORMATION:
................................................................................ bk
-T
Time: W PrEPAred BY: ......omummssmsesssssssssissssssisssssssssssssssssssssussssssnssinns
Shift / Ward Billing Assistant Billing Supervisor
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INTIME | OUT ’
L TIME

Arrangement of File
by Nursing

Preparation of
Discharge Summary
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Finalization of
discharge summary

Transfer of file from
Ward to Billing Dept

’ Bill Processing
I Audit Clearance

Billing Clearance

|

[ Physical Clearance

|
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Rainbow

Door No.157 to 180, Anna Salai, Guindy, Guindy ,Chennai , Tamil

Rainbow Children's Hospital - Guindy

Nadu, INDIA ,600015.
TEL NO :044-40122444
WEB : https://rainbowhospitals.in

ADMISSION SHEET

Registration Details :

LRI LN T TR

Aumission Details :

Admission No : IP18-00036505 Admit Date : 17-Jul-2026 Admit Time :03:06 PM UHID : GUC-00093994

Patient Details :

Patient Name . Baby P.LITHVIK VARUN Age 4Y1MTMI16D

Guardian © Mr PREMKUMAR DOB 1 01-08-2021

Gender ¢ Male Religion

Occupation Martial Status

Address (H) - NO: 1. 6th STREET, VEERASAMY NAGAR, Phone No © 9626761981/ 8072228329
PALLIKARANAI, CHENNAI Pallikaranai . _ . .
Kanchipuram Tamil Nadu INDIA 600100 E-mail + Prem123786@gmail.com

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

Contact Details :

Name © MrPREMKUMAR Relationship : Father

Contact Address « NO: 1, 6th STREET, VEERASAMY Phone No : 9626761981

NAGAR,PALLIKARANAI, CHENNAI Pallikaranai
Kanchipuram Tamil Nadu INDIA 800100

g3

Signajyuré

8 or Details : ;

Doctor Name 'Dr. PADMAPRIYA EKAMBARAM
Referral Doctor - DEEPAM HOSPITAL

Co-Consultant

Specialisation : GENERAL PEDIATRICS

Phone No

Payment Details :

Payment Mode : Cash

Deposit Amount 1 0.00

Payor Name : SELFPAY

‘rinted Date / Time © 17/07/2026 15:16

Printed By : 607335 Page 1 of 2







Rainbow Children's Hospital - Guindy

Ra[n bow‘ Door No.157 to 160, Anna Salai, Guindy, Guindy ,Chennai , Tamil Nadu, INDIA 600015,

Children's TEL NO :044-40122444

Hospital r WEB : https://rainbowhospitals.in

Ralnkaw
GENERAL CONSENT FOR TREATMENT

Patient Name: Baby P.LITHVIK VARUN Age : 4Y11M16D
IP No: IP18-00036505 Sex: Male
Consultant; Dr. PADMAPRIYA EKAMBARAM Ward/Bed No: OF-EMERGENCY/ER 101

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

¢ of the patient.

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.

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 ission, | will pay 200/- Rs.
(Fﬂsvers Signature....... rh.

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

Signature of Patient/Relative: /’x’\'

Name: Paem keupnos Patient Address:
NO: 1, 6th STREET, VEERASAMY
Relationship. | Pa thest NAGAR PALLIKARANAI, CHENNAI
; : . Pallikaranai Kanchipuram Tamil Nadu
e 200 fme: 316 pm INDIA 600100

Wittness Name. /Pwﬁfh\_,.

Wittness Signature %’M’

rinted Date / Time : 17/07/2026 15:16 Printed By : 607335 Page 2 of 2
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BILLING POLICY.

Billing Cyele: - Bed charges will be calculated based on I12PM to 12PM checkout. Settlement post 12PM. room rent
will be charged for half day extra & post 6PM., it will be charged for full day. Less than 24 hours stay will be considered
as one day,

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

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

As per the G.O.1. guidelines, we can collect Rs 1.99.999/- only in cash mode. balance patient can pay through
Credit Card/ Debit Card/ NEFT / RTGS / Demand Draft and Online Payment,

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

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

Asst. Surgeon and Anesthetist Charges will be charged 30% on the Surgeon Charges,

Admission will be done according to the ward category chosen by the patient; charges will be applicable as per the ward
category. All charges vary as per Room category. except Pharmacy and consumables.

Patient [ Guardian Self Attested Government 1D proof is mandatory to submit at the admission.

TPA/Insurance Processing Fee applicable for all Insurance Cases.

In our hospital there is "No Discounts Policy". Kindly co-operate.

No Duplicate’ Second copy of OP or IP bill will be issued.

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

If the patient is shifted to the 1CU. the attendant should vacate the room, If the attender occupies the room. it will be
charged as per dual occupancy,

Room eligibility is purely subject to TPA approval. Proportionate difterence 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 / [nsurance Company at later stage.

For Non - Medicals, Disposables, Consumables. Infusion Pump, Taxes, Implants, HIV/ HbsAg. Medical Records.
Insurance Processing Fee. Double Occupancy and Registration Charges, Etc., credit cannot be extended. These items are
not pavable to us as per insurance company norms (Depends on the TPA/Insurance Co. T&C).

It takes time for cash discharge is a minimum 3-4hrs. and in the case of insurance, it will take a minimum 6-7hrs.
Difference. if any between the final bill amount arid amount permitted / approved by the TPA or total bill amount in case
of denial from TPA. has to be paid by the patient.

T'wo attendants are permitted with patients in Deluxe, Private Rooms and only one is permitted in the rest of the
categories of rooms. No attendant is permitted in ICU's.

Allthe refunds more than Rs.5.000/- will be refunded through NEFT within 7 Bank working days.

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

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

Patient Néme : o : [ Ui-_I.ID NLII;I-b_EI': T e
| . I_['{‘f\\(fk— T&?Lm | G{UC__-‘DUOq 56}:7#’_
_— 4 O ' . -l
Self’Auendant Name : v ﬁ_‘ P?‘tm laum AR | Relation :
ls | i | P |
| Selt’ Atiehdant Signature ; ) k Name & Signature of Financial Counselor

RCH/GDY/FRM/CLINICAL/426

Phone Number ;

AbLbTb\9%)
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MEDFIRST HOSPITAL

DEE PAM No.129, Velachery Main Road, Pallikaranai, Chennai - 600 100
MEDFI RST +91 - 6380100 100 | 6380 101101
HOSPITAL
REFERRAL FORM
UHID No. : 105311:301 . _ Date ;.. 2\03[ 204

o

PATIENT NAME:MST. L\THUW< VA RUN,P AGEué['u‘nlrnq . Gender : mALE

DOCTOR REFERRED TO: RénwRow HOSP/ 7L, kUMY  SPECIALITY: Pep nirics

q ADDRESS:
huiviy

PHONE NO. : Patient Phone No.

o,
REFERRED BY: D pam MED Faet, (Hotprast, PALLLKA A M) .

R

EASON FOR REFERRAL:

Dear Dr.

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

H

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

erewith referring this patient

CLINICAL SUMMARY OF THE PATIENT:

Diagnosis:- A4 —@) Timpve. Femnie

In

vestigations if any:-

Other specific issues / comments:-

I wou]d appreciate receiving a report of your findings.
Thanks fer your help and advice.

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

'\

Patient Name:
UHID ID:
Department:

Consultant;

LT
Master P 4Y11M16D
Dr, PADMAPRIYA EKAMBARAN

(A

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

(PT0)




[— Paﬁént Sticker

Pediairin Multiorgan History & Physical Examination

Name: - - Age/Sex
Information given by: Relationship
Chief Presenting Complaints & Duration:(Chronologically)
History of present iliness :
Yo peres airce MOLOUA
v . Ry :
Yo _7° eprode §  lerriare @@ 1ysam
Lasted $6° Yo menz | upeollirg qo 4 (e

Ma Sgo Takep jo  Deepard ﬁg—glfif‘ﬂl,

3@—&0 Pama)amﬂ mﬁpfx\tr?&q C T eibl-8 &)

I e & ﬂb@m feae




Patient Sticker

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

No  Hfo peesews admuiimene

. Birth & Neonatal History: Family Chart U

Ten BW -3.205 4 > AB , o Ntew
@bsﬂimtumfe( 4 dey ildo forepe D—]—@

dd,evug CHfo N f"vp_g A awelied PT =)

Birth & Soclo Economic Hiztory: -

About Father : q ~

About Mother : : (1 Ne "RQM":[‘% Yo febetle 2;/’ g:fx(i:pﬂﬁ

Any additional Information : 'J d ’ ’ , -

Developmental History : @

Immunization History : @

Anthropometry :

Head Circum (cms) Cr_ (Centile — ) Height (ems): —____ (Centile) — )

Welght (kgs) 18 (Centlle )

On Examination :

Temperature : __‘Tj_a’:f.. Pulse Rate ;' >= B.P ‘75‘[ R SP02 7 A

Resp.rate and type of breathing : 25

Rash =

Lymphadenopathy

Dedama :

‘Allergies (if any):

(FT.0)




Patient Sticker

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

Air entry & breath sounds : Bl AE+

Any addes sounds : -

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

Cardiovascular System :
Inspection of procordium : N

Heart Sounds : Syla v

Any murmur : =

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

Per Abdomen :

Inspection : N

Palpation : 90{3‘2) et tferdea | ro oM
Ausculation : i

Spine : | External Genitelia : .

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

Central Nervous System :
Level of Gonsciqusnass : AVPU/GCS score :

Cranial Nerves : N

Motor System :

Nutriton o

Tone: Power

Co-ordinator :

Posture :

Involuntary Movements :




Patient Sticker ]

Refiexes :
DTR Superficials:
Plantars N
Sensory System : .
N
Bladder / Bowel ;

Clinical Summary & Diagnostic:

pebeile seiauae - | epede

T

N

Preventive aspects of the treatment:

Pediatric Multiorgan History & Physical Examination

Desired goals of the treatment :

Planned Labs:

USYe

Smdxdq(:a

Signature of the Doctor: .

Name of the Doctor: .
r-r[ ‘1' 26

Date & TiMe: ............l 0l

J_?. BOFrO

Planned Management

..ﬂ_-m'[g“i-dg

- &,H%J Pasr
&

Signature of the Consultant: .........ccceceevveivriiinnnn.

Name of the Consultant: ........c.ccceen.

Date & TIMB: .. ooereeeieeveererrnrserseeeesesinessemnsensananes

(PT0)
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Patient Sticker

3.  Discharge Status:
[0 Needs Assistance In:

O Medication
O Bathing
O Eating

_ 0O Walking

| 0 sy

O Toileting

4. Nutritional Plan:

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

DISCHARGE PLANNING FORM

NOTE: *Tobamplmdbrammm (24) hours o admission.

........

2. Destination Post Discharge: [J Home

Family Members Notified (Person Contacted)

[ Transfer

Hospital Facitty Notified (Person Contacted)
[ Self Care O Family Home Care

Remarks

[ Yes O No

[ Home Professional Assistance '

O Yes O No

O Yes O No

.......

0O Yes 0 No

...........

O Yes O No

0O No

0 Yes

\ O Dietary Instrucion Discussed with te:

' - O Patient

‘ O Patient

\ [ T

[ Patient

--------

[ Family Member .0 Others:

Discharge Planning Discussed with the:

O Family Member (0 0114 ——

Patient/Family Educational Plan:

' : O Patients Educational Topic/s discussed with the:

[0 Family Member

DOCLOr SIGNALUTE: ......ooorveirmenienammanammmessnesnsnsensasnees
DOCIOT NATTIE: . cciicrinssnisarassiamssisismsnassssnsssiansnsassanorsres

Date aNd TITIR: ....veoeecvvuesmisnssemmassssssasssasssnss s eses

(10111 £ U L
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iy Chlarrs | @ BihRint
CROSS CONSULTATION FORM

bl e,
T Lakas & ot 1o treat the K, Your Right 10 a Safe Delivery

DactorName:th.,.Tffnﬂwts.H,....................................... Date: |Q'['{'I.Q.,bﬂme L0 RoAM

DIagNOSIS: ......cooevreveenrerens

Hospital : Type of Referral :

O Emergency
O Urgent
Referred for: 1 Opinion O Co-Management  [J Transfer of care

O Non Urgent

Reason for Referral : If for concurrent care specify the particular need, especially in the absence of a second diagnosis:

Signature:

Findings and Recommendations : '—rF(qr&.ag [ .
£ RS Mfmﬂd\g mamqﬁg;hiza%m
o s e, vekody meg?,  od @ pro of

Sodise | fo pelp Splde, pShasy du + lunks

_ [%C‘?{“‘Q b Qm?o, Echf (19&@0045 .
No (q&lﬁn. qu‘:adaa:. Ne ?Q‘i—‘daj utalerasc,
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TR - quahgm

N dhials - Na . . G O
Glﬂi'(-‘wﬁ:imcjo‘b R ity / Rary gm &

1st epleala Sple  fBRIE  Sanke

Consultant :
Name: .. DD Mok sh. SIGNARING 2 .v..cmiiivisssissssissssiriiinsis Date & Time : lﬁ 2\ 2b.od-

...............
E L]

Doc. No.: RCH / FRM / CLINICAL / 049
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PROGRESS NOTES AND DOCTOR'S ORDER
ga;;ma Progress Notes Doctor's Order
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PROGRESS NOTES AND DOCTOR'S ORDER

Date
& Time

Progress Noles

Dactor's Order
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DOCTOR’S SHIFT CHANGE HANDOVER FORM Children’s .Bi"thRith'

Docu. No. : RCH /FRM /- CLINIGAL /162

Hospital BY RAINBOW HOSPITALS
B Lakes 2 lof o breat the little, Yaur Right IDiSafHﬂiv;\r
Date! e Department: ............ooveveoeeeemeeo QI iiiiiiuinrmemmenrssensensascmsossesensersisons
i . Handing Receiving
T Diagnosis Clinical Findings Special Concerns / Investigations | Recommendations
. Patient Idenlification / Procedure Problems / Abnormal Results / Follow up needed Doog;r 02:‘:;'




A

) )
Rain bow® &
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Hospita| BY RAINBOW HOSPITALS
1 takes ot to treat the Btse. Your Right to a Sale Detivery
DALE: .ereeiieeraeesrermemeseeeeeneasannenanas Department: -...ccccsiuimsmmsesesmenssssnss (31| TSR NENPRU. S
. Handing Receiving
i Diagnosis Clinical Findings Special Concerns / Investigations Recommendations
i TS iomacaion / Procedure Problems / Abnormal Resulls / Follow up needed qu::g;r qu:?crur
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Guc-ag =y Rainbow* . . pa
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01-08-2024

av Hospital BYRADMONVOSN.S
D, PADMARRyy, EKAN:;:F:::: (M) ......up.—-.m Yowr, Night 5.2 Snkd Dalivary

Dy i

Date (|
Time
Hb |0-0O
PCV QX
RBC 2P
WBC $900
N/L A8 2
Platelets 280 ;
CRP,— ‘ <5
ESR
PCT
RBS
Na 132

K 3L

Cl oD
CalMg '0 '_[ "’L .
Phosphate

Urea

Creatinine

ALP

SGPT

SGOT

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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Date

Time

CUE - Alb

CUE - Sugar

CUE - Ketones.
CUE - PUS Calls .
CUE - RBC Cells
CUE

Stool Pus Call
OVA / Cyst . &
Oceult Blood

Culture and Sensitivities : ...

-------

Radiology : UsSG:

-----

nnnnnnn

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

[Additional Instructions:

= = _®
e Children's | @ BirthRight
°”ﬂﬂi|ﬁmrlmm| m Hospital .?I::.L’:‘.’i“.’;‘i’fii.‘i.‘i
i DRUG CHART
Date of Admission: lp‘“q" Drug Allergies: "/mﬁ known 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 pharmacgutical names, BLOCK LETTERS, metric dosage. English instructions.

- Any changes in drug therapy must be ordered by a NEW PRESCRIPTION. Do not aiter 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.
. 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.

NURSES

S0S / PRN (As Required Medication)

pruG: Jyp. Posp %;—t;f\ﬁ* W

Dose | Route |Frequency StarlJDa ¢ QE( 1&?},

sl o [ 202 1v N

Doctor'$ Signature- Vaﬁdpenod Pharm. | ot
f ' Qg\

Additional Instrut:tlons

[\ T 7VtooF

DRUG : rr\{ ' by po

Dose | Route |Frequency [StartD
e

S| 4w ey BNV

Doctor’s Signature | Valid Period| Pharm.
{

W e
AdditionaHastructiofis:

Date

Dﬁﬂﬂ: Tipe
Dose | Route |Frequency |Start Da

Doctor's Signature |Valid Period| Pharm.

Docu. No. : RCH/FRM / CLINICAL / 118 Page: 1/4
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Baby P.LITHVIK VARUN
01-£8-2021 AY1IMI7TD (M)
Dr. I’ADMAPRIYA EKAMBARAM ' '
N T o rescierons e SV e
DRUG : S"-rP . CeoBium Di;;i;)?\ \5\%/\3\"‘
Dose | Route |Frequency |Start Date] 40 3 oAy
Pl | Po | ®rugq WW@ / PN
Name & Signature of the Doctor 4 2
Starting the Drugs: ). KO =3
od >~
Additional Instructions: 2o 535 il
C SMmylom)
Daily Doctor's Endorsement by a Sign
DRUG: Lo Pon pae e
Dose | Route |Frequency [StartDate| A Dy)
2oeg | s | S9ma [1517) L
Name & Signature of the Doctor
Starting the Drugs:

»

Additional Instructions: 2.0 33 4+

Daily Doctor’s Endorsement by a Sign

pRUG: Sqp- M (203 JOARE 9

Tige
Dose Route | Frequency |Start Date!
G5 | bo Oogin |14y |7 F"“@‘
Name & Signature of the Doctor i
Starting the Drugs:

Additional Instructions: 30337

Daily Doctor’s Endorsement by a Sign

DRUG : Date}

Dose Route |Frequency |Start Date| mq

Name & Signature of the Doctor

Starting the Drugs:

| Additional Instructions:

| Daily Doctor's Endorsement by a Sign

Page: 2/4



Name & Signature of the Doctor

Additional {nstructions:

Medication
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— YA o Chidrer's | SIS

It takes & lot o breat the e, Your Right to a Sale Delivery

MEDICATION RECONCILIATION FORM

DIUG ABIGIBS: wovcuverrisnrssessssnssecsssssssssns . AT ey gﬁ 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 tlgj of admission shifting from 1CU to Ward, or Ward to ICUs)

Shifting From: ........... E ................................. Shifted 0% ovvveeerneeee L0 E—
8.No (seusmrt‘:‘ﬂﬁﬂ%#ﬂﬂ Lervent) | e men) | PO N6, 8¢, 1) | FREQUENCY bate/ Time ?gﬁgﬂﬂg
3 N Oc ooc
% . Oc Ooc
3 o Oc Ooc
o N Oc ooc
5 N Oc Ooc
6 N\ | Oc Ooc
7 N | oc Ooc
3 e O Ooe
9 N _ Oc 4doc
10 ac o 0|

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

DOCOr NAME & SIGNALUFE : ..ovueveeriomsemmsmnsssmssssnsbeldunmnninnsss s
Date & Time : \“1@9'?(*\
Nurse Name & Signature: %\\\

Date & Time : \‘—6\%@3?“\"

Docu, No. : RCH /FRM / GENERAL / 090
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PRESCHOOL (1-5 years)

Children’s Observation &

Early Warning Scoring Chart

2

Rainbow”’ ; wr
Children’s ® BirthRight
I-Iospital . BY RAINBOW HOSPITALS
T s 3 0t 00 st e Bise. Your Right 10 & Safe Dolvery

EARLY WARNING SCORE: CHILDREN’S UNIT

Date : ... Time: ‘.‘.: g‘ { s {\IM[".H»?I ] | l l I | | [ !_]
[Doctor / Nurse / Family Concern? [ \| | 7[ 9 EEEE EHEEE PRSI EEER
104 d AT [
108 \ X
& QN
A\ =
102 —2¢ \ ) i
X E o § \
101 n f o ‘F\"
Temperature 100 A N "a I/
98
s A
96
| 95
94
190
Heart Rate 123
(bpm) 180
150 PN
and 140 :5 V ﬁ'\
Blood Pressure 1o ™ 8 Lo
12 g " 1 via%
(mimHg) * o o) Al
100 . " \ 4
Note: %0 ) ) 2
BP does not score .;‘,g N o ¥
in early & SRR N 77 =
warning scoring 50 G Vo5
Heart Rate (Number) | | 20\0M1 Wikhie | A Do Wl DR
70 -
60
50
Resp. Rate (bpm) 4 7
A * Vs
(Over 1 Minute) a0 7& 1 4y 89
10 =2 54
Resp Rate (Nurfiber) \\W/ SM \s CAbpin
Resp | Mod/ Severe | |
Distress | None / Mild |\~ o= i v
Receiving 0, (I/min)
0, Saturations (%) qf&»f ' Q¢ o«
Conscious Normal A 1 iPa) v -
Level Atered |
GCS * \GY Al [ VATE | kS
TOTAL SCORE 0
ﬂumber of shaded boxes /O Q O
Pain Score 0 ) ) 0
Qbserver's Initials " 4| 4
| Score 1 : Continue normal obsérvation by staff Hurse i
ACTIONS Score2  : Shiftin charge nurse to be informed and continue hourly observations
N'B. Scores 3 should be Score 3 - Shift in charge AND ER doctor/Floor Registrar to see and half hourly to hourly Observation to continue.
récbrded 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 feliow or PICU consultant to be informed.

" Nlﬁ It 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 ilinesses 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.

*  6clinical parameters are assessed and recorded as part of the child’s routine clinical observation, providing a Early
Warning Score between 0-6 (Higher Early Warning Score are seen in sicker children)

* Detailed actions are described according to increasing Early Warning Score.

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

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

Record Details when EARLY WARNING SCORE >3 Record Time of Review and Plan
Date Time Early Warning Score: Date Time Name
o
* Ifatanytime additional help is required, call help—regardless of the Early Warning Score! W

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

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

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

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

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

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

RECOMMENDATION : | need you to ... come to see the child in the next (XX mins) AND I s there anything | need to
do in the meantime ? (e.g. stop the fluid/ repeat observation)
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Sheet No. : @

( FLUID CHART |

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

\‘XX’S’\’\}P Intake Output ——
Date | Time | G Route NG | Diahoea | Vomit |Drainage | Urine 'um'SM"""‘ mé'
Mouth | LV | NG

08:00 am
09:00 am
10:00 am
11:00am
12:00 pm
01:00 pm
Total Intake : Total Output :
02:00 pm
| 03:00pm g v Aot
04:00 pm
05:00pm | \D0 | 0 | E5p0) v
0500 pmIN 0 | Soerd ez o) v
.| 07:00 pm (‘—g-m\

Total Intake : Toom | £ 1 um'\ Total Output: 4 7
08:00 pm(

09:00 pm 2»_0.\‘7"0
10:00 pm

1100pm o0 |Dowp v
12:00 am /
otooam {0 g | [pwf
Total Intake : o np Total Output :
02:00am by £y o b
03:00 am Z
Mam|yryp) | Jow
05:00an | |
06:00 am
07:00 am
Total Intake : o) Total Output : =

Toal 26 s, Itake | ) 3, | ‘,’511H Total 24 bes. Outpt | QA {ue 4

o,

QUO“’@CD% 0| ¢| 9o

PR S

L
—

<
i

a (Sa O’G@

R fie ele] oep

Docu. No. : RCH /FRM/ CLINICAL / 082
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EJ%E::::?I;::I:A&;- " ' ’ Eﬁi?ggﬁ; @ Birth Rﬁ.gm
T CETETEREAE Hospital_ | () smmonosmus

| ( FLUID CHART )
SheetNo. : ...... @ .................

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

A
A8\ Intake Output )
Date Time g[aﬁuju?ﬁ Route NG | Diarrhoea | Vomit | Drainage | Urine T&E‘% Son
Mouth | LV | NG
08:00 am ‘ o lw)
0900 | o | joord v | o [V
10:00 am ‘ 0 |9
11:00am | Mo | Gom)| |0 !
1200 pm o |5
01:00pm | £  [See] v (\é-f/
Total Intake : Hoom Total Qutput: D <tTvye b
02000m [Wo o [\ppes - b (&
. 1 03:00 pm e & A_—
0400pm [\ige, [cton, ‘ s
05:00 pm « 19 H
06:00pm | Wo o | COMM 2
.| 07:00 pm . O 1L
Total Intake: Q) * Total Quiput: 30Uy
0800pm | 1490 | Zow ol 7
08:00 pm A
1000pm | -0y | 20md 1 D] »
11:00 pm A~ F
1200an | 4 g [ semd o | 77
01:00am O | 4
Totalintake: 4D © vk Total Output: - |4 | WS, -
| 630 | S0 01 a
0300 am 0 |5 |
04:00am | 4 Q0 QDM 0 GV
05:00 an i D %
06:00 am M40 | 59”““‘ D M,
07:00 am ol o
Total Intake : ] Total Output ; wud
Total 24 hrs. Intake Flowd ..., Total 24 hrs. Output 1 Aiws

Docu. No. : RCH /FRM / CLINICAL / 092
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Patient Sticker : : ' E}aIii?db;%vr‘:'s . BirthRight-
o it
( FLUID CHART |

1. All measurements in ml. |

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

Intake

Output

IV Site

Date | Time | NIr®

Route

NG

Diarrhoea | Vomit | Drainage

Urine

Mouth

LV

N.G

08:00 am

09:00 am

10:00 am

11:00 am

12:00 pm

01:00 pm

Total Intake :

Total Output :

02:00 pm

03:00 pm

04:00 pm

05:00 pm

06:00 pm

.| 07:00 pm

Total Intaks :

Total Output :

08:00 pm

09:00 pm

10:00 pm

11:00 pm

12:00 am

01:00 am

Total Intake :

Total Output :

02:00 am

03:00 am

04:00 am

05:00 ain

06:00 am

07:00 am

Total Intake :

Total Output :

Total 24 hrs. Intake

Docu. No. : RCH /FRM / CLINICAL / 082
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| -
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Your Right to a Safe Delivery

NURSES NOTES ‘ospital

~/

DATE TIME

——— e
(ALL ENTRIES mMyusT BE SIGNED, DATED AND TIMED) SIGNATURE
/) ¢ '

i N
Dl sa g {onQ A r\ﬁMI l i~ 019w
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Rai l; %—' o Patient's Name:. @ . e
ainbow . - Mastor P.UTHVIK VARDN 008
Children’s | @ BirthRight MRD NO:......... oMLY TR —
Hospital .av RAINBOW HOSPITALS i
Iluulhtl?amhllﬂe. . Your Right to a Safe Delivery Age Y reNaRsEbEESRRNNS ,”"”"”,"”,,""!“””"””" M D F
( PHLEBITIS ASSESSMENT ]Consultant O TORU TR RN S )
CANNULA 1 CANNULA 2
Date: \\% Time: 3.Q0M Date : Time:
Location @M@\'ﬂ\@mﬁf}ﬁl ' Location :
Size: Q 2. Size :
Cannula inserted by :j'ﬁ "1N\0\N\ Cannula inserted by :
Date | Time [Phlebitis [Infiltration IRE“N'ZL"USGH Sign | | Date | Time |Phiebitis [inftration| "% | sign
VAL [ 3.20 [Ovesemo|Oves&o] Pakkoron [ OYes ONo | OYes ONo
nﬁ\‘ OYes ObetOYes BNo| phewA m DYes ONo | OYes ONo

Y\ |OYes£iNo | Oes G0 kOY ey,

OYes ONo | OYes ONo

OYes ONo | OYes ONo

M OYes @No[OYes BNO bké,\__._d
%{?! DOYesTiNo | Oes Do | bhjed

OYes ONo| OYes ONo

OYes ONo | OYes ONo

AKX\ fro|oves pro| oves oo ohiud
j 9 tpy [Oes ONo|OYes B (e A
7

OlYes ONo | OYes ONo

4 oy | DYes BNo | Oves 20| Oh k]

OYes ONo | OYes ONo

OYes ONo | OYes CONo

Hn A Oves O] Dves 0|
|8 B YO |Oves 216 | OYes e

OYes ONo| OYes ONo

Ly PYY7|OYes X6 | OYes Dol @ oo

OYes ONo | OYes ONo

o Pr() |OYes Qo [ OYes Do~ o a

OYes ONo | OYes ONo

OYes ONo | OYes ONo

OYes ONo| OYes ONo

i
ﬂ‘f'f [~ |OYes D‘Q@ OYes fjlﬂo
g Pr/) |OYes OofDves ORo o

£ D\ [OYes 26| OYes Oio| OHhApy
) OYes Sio | Oves o (420 |
shet

OYes ONo | OYes ONo

OYes ONo | OYes ONo

Lop\_|Oves @16 | Oves 36| 4 1.4 OYes ONo | OYes ONo
'eﬂj 129t |OYes &0 | Oves B Lo | R OYes ONo| OYes ONo

2pt) |Oves @Ro|Oves 6| ¢) DYes CNo| DYes ONo

L, ] |OYes 0G| Oves o] Yo B OYes ONo | DlYes CNo

T . = =

L AW _|Oes o6 | Oves 200 DYes ONo | DOves ONo

o

| OYes ONo | OYes ONo

OYes ONo | OYes ONo

OYes ONo | OYes ONo

| OYes ONo | OYes ONo
OYes ONo | OYes ONo

OYes ONo | OYes ONo

OYes ONo | OYes CINo

OYes ONo| OYes ONo

OYes ONo | OYes ONo

OYes ONo | OYes ONo

OYes ONo |OYes ONo

OYes ONo | OYes ONo

Cannula removed : OYes ONo, if yes date and time :
RX any initiated : OYes ONo OINA If Yes specify-
Phlebitis score:

RX any initiated : O0Yes CONo CINA If Yes specify-
Phlebitis score:

Cannula removed : OYes TNo, if yes date and time :

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

V.LP. SCORE (VISUAL INFUSION PHLEBITIS SCORE).

- NExXt page

¢



LPHLEBITIS ASSESSMENT AND MANAGEMENT RECORD ]

CANNULA 3 CANNULA 4
Date : Time: Date : Time:
‘Location : Location :
Size: Size:
Cannula inserted by : Cannula inserted by :
Date | Time |Phlebitis [Infitration| "8 | Sign | | Date | Time [Phlebitis infitration] M9 | sign
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo|
OYes ONo | OYes ONo OYes OONo | OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo [Yes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ENo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo CYes CONo| OYes CONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes CNo OYes ONo| OYes ONo
DOYes ONo | OYes ONo DOYes ONo| OYes ONo
DOYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo DOYes ONo| OYes ONo
OYes CNo | OYes ONo IYes CINo| CiYes ONo|
OYes ONo | OYes ONo [CYes ONo | OYes ONo
Cannula removed : ClYes ONo, if yes date and time : Cannula removed : OYes ONo, if yes-date and time :
RX any initiated : OYes ONo ONA If Yes specify- RX any Initiated : OYes ONo ONA If Yes specify-
Phlebitis score: Phlebitis score:
NOTE : # To be assessed within 30 minutes of insertion.
# Every 2 hours if on fluid infusion.
# Every 4 hours if only on IV medication.
- V.L.P. SCORE (VISUAL INFUSION PHLEBITIS SCORE) R
0 1 : 2 3 4 5
e [ = il P il o= R E
# Slight pain near LV. | % Painnear LV. Site | # Pain along pathof | % 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 : m venous cord
RESITE /REMOVE | RESITE/REMOVE RESITE /| REMOVE INITIATE TRETMENT
OBSERVE CANNULA | OBSERVE CANNULA CANNULA CANNULA CONSIDER CANNULA CONSIDER RESITE / REMOVE
. TREATMENT TREATMENT CANNULA J
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sedation, OR, limited ability to feel

sensory impairment that limits the

sensory impairment that limits ability

discomfort,

s
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: [ r owe: (11 [ [T 1213 0k
Time:| & [~ M
{ 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 C‘l’ Lfg
in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. 4 q
without assistance. to completely turn self independently. independently.
2. Chalrfast : - 3. Walks occasionally: 4. All patients foo young to ambulate;
. Host : Ability to walk severely limited or Walks occasionally during day, but for OR wolks y:
:}mgﬂw é ‘rned to.hed non-existent. Cannat bear own weight very short distances, with or without Walks outside the room at least twice a (_’
e and/or must be assisted into chair or assistance. Spends majority of each day and inside room at least once avery 4 L"
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 stimull, cannot Responds ta 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 restlessness; OR, has or need to be turned; OR, has some ability to feel or communicate pain or L’ Cf /? [+

pain over mast of the body surface. ability to feel pain or discomfort over to feel pain, or discomfort in one or
half of body. two extremities.
Moisture Degree 1. Constantly molst: 2, Very moist: 3. Occasionally molst: 4. Rarely molst:
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
skin s exposed by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing
i g Dampness is detected every time 8 hours. every 24 hours. 4 (r’
patient is moved or turned. .
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potentlal problem: 4. No apparent 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 litting assistance. Buring a move, skin position change, moves in bed and in

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

support surfaces thrashing and friction. without sliding against sheets is probably sfides to some extent against chair independently and has sufficient
Shear Occurs when impossible. Frequently siides down in sheels, chair, restraints, or other muscle strength to life up completely
skin and adjacent bony bed or chair, requiring frequent devices. Maintains relative good positiol during move. Maintains good position (f !71
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. ’

1. Very Poor: 2. Inadequate: 3. Adequate: 4. Excellent:
NPO/or maintained on clear liquids, 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 § days OR which provides inadequate calories and provide adequate calories and minerals calories for age. For example, eats
albumin < 2.5 mg/di OR never eats minerals for age OR athumin < 3 mg/dl for age OR eals over half of most meals. most of every meal. Never refuses a

Severe Risk : less than 9 | High Risk: 10-12 |

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

N

Moderate Risk : 13-14 | Mild Risk : 15-18 | Not at Risk: 19-23

TOTAL SCORE

food intake pattern than half of any food offered. generally eats only about half of any (meat, dairy products) each day. servings of mean and dairy products. oL’
Protein intaka includes only 2 Tood offered. Protein intake includes Occasionally will refuse 3 meal, Occasionally eats between meals.
servings or meat or dairy products only 3 servings of meat or dairy but will usually take a supplement if Does not require supplementation. "Z/ L}’
per day. Takes fluids poorly. products per day. Occasionally will offered.
Does not take a liquid digtary take a dietary supplement.
supplement.
1. Extremely compromised: 2. Compromised: 3. Adequate: 4. Excolent:
Hypotensive (MAP < 50 mm Hg; Normatensive oxygen saturation may Normotensive oxygen saturation 4 §
Tissou:y::rr't;;?;:n s <40in a newborn) or the patient be < 95%; hemoglobin may be be < 95%; hemoglobin may be e Normotensive, oxygen “"mm'"I
does not physiologically tolerate < 10 mg/di; capillary refill may be <10 mg/dl; capillary refill may be > 95%: normal hgb; capillary refill
: position changes. > 2 seconds; serum pH is < 7.40. 2 seconds; serum pH is normal. <2 saconds. f_/
g

L

Evaluator's Naome




29

e

Support Surfaces
Risk Score Category Action (Pleasa Note: Only required for children who are deemed at risk due
1o altered mobiity, consider occupation therapy referral for advice
© Regular Tuning Schedule _
‘ © Enableas 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 Afternati .
©® Manage moisture, friction and shear ating pressure matiress overlay
® Advance to a higher level of risk if other major risk
factors are present
High density foam mattress
o Use the Same Protocol as for “At Risk” Patients o
13-14 Moderate Risk 4 % e Gel pads for high-risk areas
o iti i i
osition patient at 30 degree later ncline using foam wedges Aterating pressure matiress overlay
@ 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
» c
©® Make small shifts in their position frequently Alternating pressure mattress overiay
© Use same protocol as for “High Risk” Patients High density foam matiress
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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Nursing General Admission Assessment Form For Pediatrics

Diagnosis: Hbml&?» Sl f@

\
Artval Time: ....... 3. f% Mode of Arrvat:....... L VYL efror®? Admitting From: \CLER [JOPD [ Direct
Allergy / Adverse Reaction ............................ Body Weight: \‘%Y‘" Kg
N\.‘,\_,.. Height: ...................... cm

Past Medical History: Obtained From [ Patient Family Member O Medical Record [J Other i
Past Medical History Past Surgical History Pravious Hospital Admission

PRI HISIOMY: vttt

.................................................. 5 S,

Has the child or close family member had recent contact with a communicable disease? [ Yes \Oho—
Ifyes please list, ... i R ————
Was the child's birth normal(_;«\‘e/'[_‘.l No  IfNo, please describe problems: .

Are the child's iImmunization up to date? \.B{ O No
Current Medication: \_[ZNone [ Yes, If Yes, il reconciliation form

Observations: Welght I \?"/ Length: ... ... Head Circumference (< 2years) .........................
Temp. ........ A% ‘*—4 U};o W\, RR:......... 2.9 300 . iDPE?LU
PainScore: ................... SpeclrySite:....,.....‘.Tf....................... .(FollowPainAssessmentShaet&Documeni)

Fall Risk Assessment: ClYes [INo  Scoig:..\- R e (Document in the Humpty Dumpty Sheet)
Risk of Pressure Sore (Braden Q Score .......SER¥C w (Document in the Braden Q Assessment Sheet)

Pain Screening: O Yes CINo If Yes, Pain Score: OP/\/ Pain Tool Used: CIN Pass D«H:ﬂ'ﬁ [ Wong Baker
Character of Pain .................... Location s, FIBQUBNCY wovvvvvvvevuseeiiveccreass DUFGEOR oo

FUNCTIONAL SCREENING: [ o Ronormalites Detected
O Molility Problem 0 Walking Problem
O Developmental Delay O Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

NUTRITIONAL SCREENING: \,Eﬁnormalmes Detected
O Underweight O Overweight O Special Feeding Method
O Feeding Problem O Special diet O No Abnormality Detected

Inform consuitant for positive criteria

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




Psveholonlcal Scraenln\pﬂ{slgnmcant Findings

Unusual concerns about patient's Psychological Status CvYes CINo

{f Yes Consultant Notified: ... ?N\ ..‘ V(Datamme) lﬁﬁ_’ﬂ%
Social History: Lives With ...

Siblingsinhouseholqﬁ( m)aoflfyasuuwMany?) |
Allinformation Obtained From [ Patient W O Father [ Other Family Member

Orientation has been given regarding the following aspocls:

Call Bell in Reach : 2 Yes T No Waste Disposal Explained: \2Yes CINo

Infusion Pump : \D/W{ DO No Hand hyglene Explained: ;LY(D No [ Others
patient Rights & Responsibilities: es ONo '

IFOrMAOR GIVEN 10 e DAL

A ]

? \'C%{K’ Date: oq’/\m Time: l‘f\w\

Nurse‘sNa!na: BT SI WO Do rtrdive

Signature

ee

Qe
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INTERDISCIPLINARY PATIENT / FAMILY EDUCATION RECORD
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jht

HTALS
Sutivery
Part - I. (-T ﬁ \ :
Patient's / Learner Language: .. m) . Patient / Learner Literacy: cad  _wife Sp'ﬁ Willingness to Leam: +¥85 No  Healthcare Lﬁeraw No |
Identified Education Needs: \_10-Fll Risk Education
1. Plan 6. Discharge Medication 11. Safe use of Medical Equipment / Implantable Devices
Diagnosis 3. Pain Management 7. Infection Control Measures Safety ‘ o
4. Informed Consent 8. Diagnostic Test/ Procedures 12. Patient's / Family Rights
2. Togtmentand Cave 5. Medication / Therapy (safety, effects/ side effect, interactions) 9. Nutrition / Diet 13. Risk / Safety
Part- 1l
Use codes from the list in part Il
Need fikro i Designation /
Dae Time | \dentified Information Taught ] — ) wechamams | Comments | “jonature
Person Taught Barriers Teaching Tools tobc::ﬁrgsgie nderstanding
ol ahout Yhe (
\;A'.}r %{hﬂ o | Empl ) 4 Mot D | B hon2| v, ble go=
] Poll et < fpuatron
fmfﬂﬁuxv ahmuz' ‘Tﬁ'&[c(/a mdt| ro oam,/ nont  |(LVorba

v

W

,C'A’u aon

Part - lll: CODES

Who was laught: PT: Patient F: Father M: Mother Sn: Son D: Daughter C: Caregiver 0: Other (SPECY) ....covverecrrrirerinnne
Learning Barriers: '

1. No Learning Barriers 4. Language Barrier 7. Impaired Thought Process/Cognitive limitations 10. Financial Difficulties 13. Cultural/Refigion 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 P:  Printed

Mechanism/s to overcome barrier/s:

1. None 3. Reassurance & Support 5. Respect values & beliefs 7. Other, SPECIlY oo

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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BED SIDE CHECK LIST FOR NURSES

Dr. PADMAPRIYA EKAMBARA,

iy

Date: W\}( \UZS\(S(

Doctor's Orders

£5]

Carried out or not

Bed Side

Structured Handover done

|V 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

Blsts ks PB(C] RIC

Emergency Tray

(Loaded Syringes with Midazolam
& Vecuronium and Flush)
Ampoules of Adrenaline

Ventilator Tubing, (Any Water, Blood)

Humidification

Check all Infusion
(Labelling,Correct Preparation)

AN R R A Ll LS N R S N

Chest Physio & Neb

Handed Over By Name : d

G % P | #

Signature :

B

Date & Time:

2

Hand Over Taken By Name :

é?; \
=5
‘A ]

Signature :

Date & Time:

o 2
o [

2™

"':

Doc. No. : RCH/ FRM / GENERAL / 088
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EMERUENU 1w JM TRIAGE FORM Wt -\ 3
Patient's Nams ; ........ 1 P‘f\v‘,\k R 11 | L‘\l WL Gender: MD Female

oae: A RNXL Tlmeuil&;;lval:. Q‘\'\5?m

umgm:)zm? OYes [ Food [J Medications [J Blood Transfusion [ Other (Specify): ..
Source of Information : /E'ﬁnts 3 OIS (SPOGHY) .ottt
Mode of Arival: L1 Ambulatory O Wheelchair D Ambulance RBS- \g\t
Inital Vital Signs: éamp: 1.3°C mia sO5{ ye (62 0.6 PR -

[o]
L\

» v »
Chief Complaini: ANENR | dp\h l.ogizuwee 23 SHCIETAEN f Vo2 280 -
INITIAL PHYSIOLOGICAL CATEGORIZATION - IN PHYSIOLOGICAL STATUS
Appearance Work of Breathing Stable
mmﬂ A} I.Bﬂ::; + O Increased OJ Unstable :
O Sick Looking Circulation / Colour O Decreased [ Gasping/ Apnea 0O Not — Lite - Threatening
mal O Abnormal [ Bleeding O Life ~Threatening

Triage Classification CTAS

[ Level1: Resuscitation 0O  Immediats
O  Level2: EMERGENT : Life or fimb threatening O <15min
O Level3: URGENT: Significant iliness / injury with potential to become life or limb threatening O 30min

O] Level4: LESS URGENT : Significant ilness but not ife threatening 2 60 min

O  Level5: NON - URGENT: May receive care when convenlent _ O 120 min
NOTE : All immunocompromised children and preterm bables to be considered Level 2. / v T )

All Children less than 2 years age with high fever to be considered Level 3.

N [

Signature of Parent/ Guardian
* CTAS - Canadian Triage and Aculty Scale ; Triage Completion Time : . 52 YY)\, .

Communicable Disease Triage Screening

PART A. The following questions should be asked to all PART C. A positive communicable disease triage screening is
patients at the initial screening: considered for any patient who meets one of tha two

1. Have'you had fever (elevated temperature) in the past2  [Jves ‘Bﬁ.’ following criterla:

weeks O Any patient with Fever / Rash / Vesicles / Discharge from Eyes
2. Have you had cough or a rash in the past 2 weeks O Ves gﬂ' and Cough

; O Any patient with fever and respiratory symptoms who answered

3. Have you had shortness of breath or difficulty breathing in [ Ves 0 i e ! Sl X

the past 2 weks ?( YES" to any of the questions on epidemialogic risk factors in

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

symptoms: [ Nol applicable PART D. ACTION / INTERVENTION: (for positive suspected
1. Have you travelled outside the INDIA? or had close [JYes [fo communicable disease triage screening)
contact with someone who has recently travelled outside : ;
the INDIA, In the past two wasks? [ Patients should be immediately isolated in a negative pressure

room or a single room (as appropriate) for pending evaluation.
1 Y85, Stats LOCAUON: ..vvvvvvveeeonssreerirssvnsseosessessesssoesseesnen,

[0 The patient should be given a surgical mask immedi ately, if not
2. Are your parents / close contacts at home is/a healthcare Dmﬂ( already wearing one.
worker? {piease encircle the choices} (e.g., nurse, hand hygiena.
physician, ancillary services personnel, allied health O Both paﬂemapdmage staff should perform hand hygiene |
services personnel, hospital volunteer, or laboratory O 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 respiratory or rash disease? (@9};,—
Name of Triage Nurse éw Signature of Triage Nurse : \M:U\
Date & Time ; \-&\%@9\‘5(3?“\ i

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

Date : .. \FHPHQ“C‘ . Time of arrival : . 9. %5‘”{\

Chief Complaints: . {0~ J&N@@N \dm f.Sm'LwraQw\en%(.;..... res:.. M.

Height : ................. Weight : \%K%BMI .................. Head Circumference (<2 years) ............... S
Allergies: OYes PINo O Medications  [J Blood Transfusion 0O Food DO Other:.........

—

If yes , identity ...........oooooveoroom,

Pain Screening: O Yesﬂmwes. Pain Score: ....<...... Pain Tool Used: CIN Pass O FLACC O Wong Baker
0O Character ................~= O Location .........—.. 0] Frequency ..., O3 Duration .......—.......

RISK FOR FALL: Functional Screening: No Abnormalities Detected

If patient is < 6 years J  Mobility Prablem
tick below fall risk intervention directly O  Walking Problem

L :sps:ﬁ:sn;: :e Igv::aar:ameters O  Developmental Delay
History of Falling: within past 3 months O Yes '(Dﬁ O Musculoskeleta Congenkal Abnormalty
Ambulatory Aids:

[ Inform consultant for positive criteria
* Wheelchair - OYes EMNo
* Uses furniture for support O Yes D’ﬁo
Gait/Transferring: T
* Bedrest/ immobile OYes £TNo Nutritional Screening: ,Elﬁbnormatrﬁes Gt
* Weak OvYes 2o O Underweight
¢ Impaired O Yes O Owrweiaht
Mental Status: Forgets limitations [ Yes 0 HINED
_ 0 Feeding Problem
IF YES FOR ANY CATEGORY = RISK FOR FALLING O Specialdiet
Fall Risk Intervention: O Specialfeedingmethod
b Escort while ambulating pe g
O Assist Patient Inform consuliant for positive criteria

[0 Educate patient and family on fall precautions/prevention

Psychological 3crannlng:(ﬂ Significant Findings
Uqusualcuncemsahoutpatient'sPsychoIoulcaiStatus: ClYes [CNo

{ = e
IiTasconsuItaanouﬂed: s (DAE/TIME): .......
Social History: Lives With B 1L 11111844 R34 48 R84 0 A4B s ettt
Siblings inhousehold [JYes. [CINo (ifyes How Many?)... .
\ S
Tirme of Initial assessment completed by ER Nurse : ........... b ol B
Docu. No. : RCH /FRM / CLINICAL / 120 ’ (PT.0)




Time Nursing Notes R
(A . )
BRTI<SY oo do ¥R B Qo 4\\& e
Qﬂwm’b X \d.guﬂf? D12 W0 o\ em (@ v )
Lo Sovedg U alaooked 4 pecopdaod
0
- B OO, apsossel & dhe Uu\d £ Adveed.
] [}
Q‘rﬂmx}%fmar\ A DeDad MQ‘@‘\\AQ\
~ TV Uve dovie £ B\ 99\«4‘9}33& @WQJ
PL shilled do ward tov fuwethew -
Samples collected by: Time: '
T M
Samples sent by : A negin Time: g 209
Medication given in ER:
%?;%/ Medication Route Dosage & Instructions D&?ﬁr gg:ﬁ
3\ g
A
/ -
7
Condition of patient at time of shift - out : Detalls of Shift - out
HR: ‘Tf o BP: °55l-“~% OFT: . 2228 | Shift - Ut f10m ER10: v D Qe
il {“15\\5 S A | Tmeo Shift - out: . 35800
OB onwthabih i ARBAEAIS Handover given mﬁfﬂlm\&}v\\
Pain Score: ..&4.1.0.. (Nurse's Name)
Repeat RBS (if applicable): .........cccoervirmeceninnns
Tick as applicable: O MLC OLAMA DBROUGHT DEAD

Procedures done with details (if any): .

Name of the Nurse : %

Date & Time : .... ’d\’& Q@ 3?’“\“

S Amne

ane ©.meko@anpal..

Signature of the Nurse : ....:%
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PEDIATRIC ED DOCTORS ASSESSMENT (IN-PATIENTS)

Admitting Doctor : . %
Type of Admission: CJOPD Elé U Referral (if referral, Doctor's Name:

Start Time of Assessment:

i T—————————————

24781

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

Initial Physiological Status: B{tahie OJ Unstable
f: Life Threatening O
Non Life Threatening O

Significant Past History:

Medication History:

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

g/&}woe
Normal

O  Gasping / Apnea

Pediatric Assessment Triangle

A Appearance - TICLS

B’(armar

.............................................................................................. B C Circulation {
; O Abnormal
.............................................................................................. Breathing Pallor O
............................................................................................. O +wos Cyanosis [J
Mottling O

Bleeding OJ

Any urgent interventions needed: [J Yes -Elfo/

[ Primary Assessment Oa

O Sternal O Supraclavicular [J Nasal Flaring
Respiratory Noises: [ Stridor 0O Wheezing O Grunting

Air Entry:

o [+
H Any urgent interventions needed Yes 0
Airway vE/O;) i yurg
0O Mainta{nab]e EYBS e
D NUt Majnzainable .............................................................................
Breathing
Rate: ........ 2D Sp0, on Fig, ...... q_‘”ﬁ ...... Any urgent interventions needed: ~ Yes 0
Rhythm: ... IEYES oo
Retractions: O Suprasternal dICcR O SCR

Dacu. No. : RCH /FRM / CLINICAL / 157




- 22 I: Central Ai .......
Circulation TR Peripheral ....7w....
BP: "PPYIL{S* mmHg Murmurs: [ Yes IEI’\@
Contral ..o eersianiits
PUISE V0| me: | Ty LIVBr Spaﬂ ......................
v [ Peripheral 2* ........... ECG:
it in Shock: E COMPBNSAE oo | s
HypOLENSIVE .....vvvevnveee Any Signs of
Heart Failure; O Yes B‘@
Muffled Heart Sound: [ Yes JZ/NU
Engorged Neck Veins: [J Yes D/(

@

Disability

ra
GCS: l""’fi‘? AVPU: oo

R : g .
Pupils:]__- gsponsive 13/ Non-Responsive CJ

Size I:

Active Seizures: O Yes

Yes /16

Any urgent interventions needed:

0 Sugars: i 3 -
Signs of Neurological COMPIOMISE .oveovvruseunisssnssnsnnnsins

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

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

E Temp.. A9 5.

xpnsure@ ey E'( Any urgent interventions needed: O Yes B’ﬁ:
Any Rash; OJYes 0,

; L T ———— U

If yes describe the rash ..........wmmiieniniess
B oy TSR
Laceraﬁons D AbfaSlons D DrL"seS D .............................................................................
S D r——————— i i

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

[0 Respiratory Failure
Hypotensive O
emodynamically Stable

[0 Respiratory Arrest

Need for Oxygen: [ Yes E’I/Ncl if yes

Low Flow O High Flow O ppv O
Final Diagnosis with possible Differential DIagOSIS (If NBCESSATY): voerrswsuersssssmsssmssssssssssssss st
Assessment done by Sr. Doctor on Duty (If necessary)
Name of the Doctor K .. EaRtLals @ Name 0f the SF DOCION: o.uvvvmreermmsssmmanssssssssasmseensss
Signature: ....... A4 a%.... |SIBE R i GHGAIUITEL oot
Date & TiMe: .oooc.bevee: !.‘I.‘.:f.. 25 .2 15PM Dt & TIME: ooveeesveessssseesssessensssssss s
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PATIENT TRANSFER FORM fospital | R
::fwufa:ﬁm“ Vﬂ‘i:“: :::om:; Date & Time of Admission Date & Time of Transfer Order
01-08-2021 4Y1
Dr. PADMAPRIYA EKAMBARAM O ¥\ \n.¢ \-%\q_k n o
ALARART TR 2,06 @ 0.uspm
1eduny LOMSUTant Name Transfer Ordered by Reason for Transfer

Do, Cadwage A

Do, KeteNaoo.

Yeeakn ano

From Unit

EQ

To Unit

50

Information to Attendant

Yej)]/ No[]

Number of Sheets in Clinical File

Number of Imaging Films

Personal belongings including
clinical documents. If any handed

over to attendant
v @ -~ Yes[] No[]
If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. Item Name Quantity
L DS 500wk +
2 T XA - © .
3 -
4,
5.

Shifting Summary / Notes Written by Doctor :

Yes[] No[]

le Rz -t ‘Zf’m

Name & Signature of Person who is Trans?érring

R\

Patient & Clinical Records Received by : :
' Aj\}){ %

e

Date & Time of Patient Received : \ }é\@\/\wd} @ “ (Y\/‘
hY

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

("] Unavailable Bed

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

[_1 Nurse not Available

please tick the reason mentioned below :

(] Available Bed not ready







ey ———

P 800036505

r GUC-'JOBBSDQ&
J Master p.LITHVIK VARUN

4Y11M1GD

M)

Rain b‘:gwl

"V e | o
Hosplial BirthRight
Date RBS CHART | @z
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Docu. No. :
0. : RCH /FRM / CLINICAL / 185







