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INVESTIGATIONS

Date Investio~tnns Order No. Sngnature
. G-
9«‘4’]‘3'}23-@ g QW ; H[g?)—ﬁ/hg;w 202 2%S) VVLQW: v
?Lﬂ‘,\r ‘U-wa g ila |aso 25750 Aazxasf‘/
/




-| MEDICAL EQUIPMENT ( WARD & ICU)

Connecting | Disconnecting

Date Name of Equipment Time Time

Order No. Signature
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. Rainbow

> & Rainbow Children's Hospital - Guindy
Rainbow . Door No.157 to 160, Anna Salai, Guindy, Guindy ,Chennai , Tamil Nadu, INDIA ,600015.
Children’s _ ' TEL NO :044-40122444
Hospital "~ WEB : https://rainbowhospitals.in

ADMISSION SHEET

Registration Details :

Admission No : IP18-00036588 Admit Date : 23-Jul-2026

(TR AR TR

Admit Time :09:57 AM UHID : GUC-00083394

Patient Details :

Patient Name : Ms RAYAH DON Age :12Y3M11D
Guardian : Mr S.DON SAMSON DOB : 12-04-2014
Gender : Female Religion
Occupation Martial Status
Address (H) . 2H, FOUR SQUARE ENCLAVE, MULLAI NAGAR, Phone No . 9884603192/ 9962122172
N Y- omi Nacu INDIA 600045 =™  NO@GMAIL.COM
20,
Auamission Details :
Bed Type : DAY CARE Bed No :ER 101 Ward Name : OF-EMERGENCY
Room No : ER101 Admission Type : First Visit

Contact Details :

Name : Mr S.DON SAMSON Relationship : Father
Contact Address : 2H, FOUR SQUARE ENCLAVE, MULLAI Phone No . 9884603192 / 9884603192
NAGAR, TNHB COLONY, WEST TAMBARAM
Tambaram West Kanchipuram Tamil Nadu INDIA
600045
Signature
’ﬂ;tor Details :
Doctor Name : Dr. MEENA SIVASANKARAN Specialisation : HEMATO ONCOLOGY
Referral Doctor : Self Phone No
Co-Consultant
Payment Details : Deposit Amount  : 0.00
Payment Mode : Cash Payor Name . SELFPAY
Printed Date / Time : 23/07/2026 09:58 Printed By : 015040 Page 10f2







s S Rainbow Children’s Hospital - Guindy

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

Children's _ "5 TEL NO :044-40122444

Hospital o WEB : hitps://rainbowhospitals.in

«Rainbow
E L N R TMENT

Patient Name: Ms RAYAH DON Age : 12Y3M11D
IP No: IP18-00036588 Sex: Female
Consultant: Dr. MEENA SIVASANKARAN Ward/Bed No: OF-EMERGENCY/ER 101

The undersigned patient and | or responsible relative or person hereby consent to and authorize Rainbow Hospitals doctors
and medical personnel to perform medical examinations, conduct routine investigations and administer medical treatments,
outpatient procedures, minor dressings, vaccinations and immunizations during the course of the patient's care, as in patient.

Patient, be deemed advisable or necessary.

| 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

Ji‘;:‘.s&klrance coverage and while doing so confidentiality of the patient will be maintained at all times and this will not affect the
© 1 of the patient.

In giving my general consent to treatment, | understand that | retain the right to refuse any particular examinations, test,
procedure, treatment, therapy or medication recommended or deemed medically necessary by treating doctors. | also

understand that the practice of medicine is not an exact science and that no guarantee have been made to me as the results
of my evaluation and | or treatment.

| understand that | shall not bring valuables to the Hospitals and that the Hospital will not be responsible for the loss,

destruction or theft of my personal belongings. | assume full responsibility for all my personal items and release the Hospital
from responsibility and liability for such personal items and valuables.

"| am aware that during the patient care it is inevitable that certain re-useable equipment shall be re-used after sterilization
and disinfection. | am informed that the hospital assures maximum level of precaution and care in sterilizing and disinfecting
the equipment and monitors the whole process as per evidence based guidelines”.

Note:
1 We do not allow use of medication brought from outside by the patient.

2 | have received attendant passes as per my room category. | understand that | have to return it back at the time of final bill
clearance. In case of failing the submission, | will pay 200/- Rs.

(Fmivers Signature:. 5, >

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

Signature of PatlenﬂRelative:t\ i /

Name: /1€ @'ﬂ % Patient Address:

L L g _ 2H, FOUR SQUARE ENCLAVE, MULLAI
Relationship: - Ji-0Y NAGAR, TNHB COLONY, WEST
Date! 4/, Time: ' ) TAMBARAM Tambaram West

= ‘13/;//)% " me 7 F’? Kanchipuram Tamil Nadu INDIA
Wittness Name.(’/__ VY 600045

Wittness Signature: l

Printed Date / Time : 23/07/2026 09:58 Printed By : 015040 Page 2 of 2
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BILLING POLICY

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

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

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

As per the G.O.1. guidelines, we can collect Rs 1,99,999/- only in cash mode, balance patient can pay through

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

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

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

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

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

Patient / Guardian Self Attested Government ID proof is mandatory to submit at the admission.

TPA/Insurance Processing Fee applicable for all Insurance Cases.

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

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

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

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

Room eligibility is purely subject to TPA approval. Proportionate difference of the bill amount is applicable in case the
patient opts for higher category higher than the TPA approved, which has to paid by the patient and may not be
reimbursed by the TPA / Insurance Company at later stage.

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

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

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

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

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

DECLARATION

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

Patient Name m5 Eggf) @2’)6

UHID Number : C{C@;m)ﬁfgé

Self/Attendant Name : ; : Relation :

Self/ Attendant Signature :

< Name & Signature ‘of Financial Counselor
Phone Number : - - W 'rgo’*r

DBLn2r99 .

RCH/GDY/FRM/CLIXICAL/426 ' e







Age: 11 years 'GUC -00

083394

g et e ——— i PN
| Wt:29Kg |Ht:142cm |

CLASSICAL MEDULLOBLASTOMA- NON WNT NON SHH -
STANDARD RISK

REGIMEN III - ISNO GUIDELINES

VINCRISTINE 1.5mg/m2 Day 1,8 -all 6 cycles

CISPLATIN 75mg/m2 iv over 6 hrs Day 1 of cycles 2,4,6

CYCLOPHOSPHAMIDE I g/m2 iv over 1 hr Day 1 and 2 in Cycles 1,3,
Day 2 and 3 in cycles 2,4,6

cycle 6

DAY 1

—

1 Inj.Vincristine 1.5mg slow IV bolus followed by 100ml NS fast drip

| 2 Inj.Fosaprepitant 100mg in 100ml NS IV over 1 hour prior to cisplatin

_ L 3 InjPan 40mg IV oD

4 TIVF 0.9% NS 500 ml+
20 ml of 20% mannitol @ 125 ml/hour X 2 Hours

5 4. Inj CISPLATIN 40mg +
IV fluids: 0.9% NS 500 ml 125 ml/hour X 4 hours (2 times)

8hours)
Inj 20 % Mannitol 20 ml

6 IVF 0.9% GNS 500 ml 1
Inj 20% Mannitol 20 ml @ 125 ml/hour x 8 hours
Inj Magnesium sulphate (50%) 1 ml







7  IVF 0.9% GNS 500 ml
Inj Magnesium sulphate (50%) 1 ml @ 125 ml/hour x 8

hours

8  To monitor Intake and Output If U/O <3ml/kg/hour prior to cisplatin
| administartion:To give Inj Furosemide 30mg IV

Day 2
T 9 1V fluids 0.9 DNS at 125 ml/hour
‘ 10 Inj.Fosaprepitant 70mg in 100ml NS IV over 1 hour prior to chemotherapy
| 11 Inj Pan 40 mg IV BD
'| 12 Inj Mesna 300mg iv slow bolus at 0, 3 and 6 hours of cyclophopshamide
| 13 inj Cyclophosphamide 1000 mg in 100 ml NS over 1 hour infusion
, 14 Tab Septran 80mg 1-0- 1 Sat/Sun
™

i Day 3 \2/,
| 1 IV fluids: 0.9% GNS @ 125 ml /hr
\ 2 Inj.Fosaprepitant 70mg in 100ml NS IV over 1 hour prior to chemotherapy

3 InjPan 40 mg IV BD
: 4 Inj Mesna 300 mg iv slow bolus at 0, 3 and 6hours of cyclophosphamide
| 5 Inj Cyclophosphamide 1000 mg in 100 ml NS over 1 hour infusion
'| P 6 Tab Septran 80mg 1-0- 1 Sat/Sun

Day 4

1 IV fluids: 0.9% GNS @ 60 ml /hr
| 3. Inj Pegylated G-CSF 5 mg SC stat
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alert drugs.

CHEO THERAPY PRESCRIP JON

All the chemotherapy medications are high risk / high

Ref. No. : F/HW /CHEMO / PRE / 20

Hospital ::mﬂﬁ
‘ While administering chemotherapy drugs watch for nausea, vomiting, rashes, urine output and any local extravasation of the drug.
Patient Name : |.P. No. Sheet No. Wards Weight (kg)
C ition of Chemaoth Flow Rate Doctor Nurse Date of Doctor Nurse
PATE TIME (if inn?sr':f ::m::: m?! hr jTg?ng?:E{m.} ROUTE (mi/hr) Sign. Sign. Stopping Sign. Sign.
. 25 Tey, FOYAPREP\TANT %o
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www.rainbowhospitals.in

_CIN : Us5110 AP1998 PTC029914
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Rainbow* . R i : .
Children's | @ BirthRight CHANO THERAPY PRESCRH}ION Rel. No.: F/HW / CHEMO / PRE / 20
.t'f.f.'::ialu.. o All the chemotherapy medications are high risk / high alert drugs.
While administering chemotherapy drugs watch for nausea, vomiting, rashes, urine output and any local extravasation of the drug.
Patient Name : I.P. No. Sheet No. Wards Weight (kg)
Composition of Chemotherapy Flow Rate Doctor Nurse Date of Daoctor N!_Jrse
DATE e (if infusion, mention ml / hr = Meg / kg / min. etc.) ROUTE (IT'IMIF) Sign. Sign._ Smppmg Sign. Stgn.

CIN : Us5110 AP1998 PTC029914 www.rainbowhospitals.in




Ref. No.: F/HW /CON/ONCO /09

. "//’? . :utlz-uooaasu IP18-00036588
Rainbow, . CONSENT FOR ™ v
ildren’s ' i
Children's | o | CHEMOTHERAPY | i
Tt tabes a lot bo treat the little. o Rainbow
Permission is given to Dr. ........... N\M .................................................... and such assistants as

he /she / may designate to perform Chemotherapy on.

Patient Name : ......  Poyer, Pom . STTTTUTSNY V11 LU
Gender: MO FO - IPNo:. ... Department : ...... J?.{m .......... DR oerenmssmsssiss
B ype of Chemotherapy : .ooeoeeeevesseeeres VT.Lf ....... Cu AT A ST - S ——

The type of reactions, nature of the major risks and complications arising from the treatment despite

precautions has been explained to me. These can include Bone Marrow depression with subsequent

"~y infections, bleeding, nausea, vomiting, diarrhea, mouth ulcers, alopecia, fever, phlebitis, ulceration at

the site of injection organ injuries efc.

The doctor have explained to me about the alternative for this procedure that .......occvenncniinneees

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

| understand that no promise of cure or freedom from risk can be given. During the course of
treatment | will report any symptoms if they become bothersome.

| have read the above and have no further questions about the treatment to be given.

)

Patient Attendant : Witness :
Signature : ...z J Signature :
Name : Olf’mm en Name :
Relationshlp with Patient: . Maﬁ\f’-‘/ Date & Time :

Date & Time :

Doctor (who is taldngwnsent) -

Signature : s
Name : B e

4 oll 3
Date & Time:

5—*":;] 1y

CIN : U85110 TG1998 PTC029914

www.rainbowhospitals.in







Ref. No. : F/HW /CON /QONCO /08
.f@ . GUI?-mmu 1800036588

Rainbow | CONSENT FOR i wvuuo
f‘g'slg{fa'} S Bmh.mght CHEMOTHERAPY | ﬂ”ll”IHIIIIIIHWIHIHHIH

I\

1t tahes a bt to treat the litte o Rainbow

Permission is given to Dr. cﬂomhmﬁ.:ﬁ; and such assistants as

he/she/may designate to perform Chemotherapy on.

Patient Name : .....RQyah.... ... SSSOTOROTROOORTOSOTRRSRRTRRRRRRORORRROONY s |- BOUON /N S

Gender: MO FO - IPNo: &UCG.- OCID&A?.!H..DeparTment M HO........ Date: 2)%.) 2a
Wpe Bl CHOMOINBIADY & .rconeonmonsnronsarnsnsanssensanmsnsnnsssssassmaiie v RN RN RA R A e Ss AR s T

The type of reactions, nature of the major risks and complications arising from the treatment despite
precautions has been explained to me. These can include Bone Marrow depression with subsequent
infections, bleeding, nausea, vomiting, diarrhea, mouth ulcers, alopecia, fever, phlebitis, ulceration at
the site of injection organ injuries etc.

The doctor have explained to me about the alternative for this procedure that ............
| understand that no promise of cure or freedom from risk can be given. During the course of

treatment | will reportany symptoms if they become bothersome.

| have read the above and have no further questions about the treatment to be given.

~
Patient Attendant : Witness :
Signature : EL\@\MW@L’\— Signature :
Name : Ceonms B 2 4 NG L comror i R S
Relationship with Patient: T\@&&Y ............. Date & Time : .....
Date & Time :

Doctor (who is taking the consent) :

Signature/: ...« AN
Name : ....Dx“LLMimﬁuaa
Date & Time : ...} 3.0

CIN : UB5110 TG1998 PTC029914 www.rainbowhospitals.in
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Ref. No. : F/ HW /CON/ ONCO / 09

,:”:é . GUC-00083354
__Rcﬂii?ggv;,s ® CONSENT FOR ==, =™
Hospital BirthRig CHEMOTHERAPY | llNIIIIIIIIIIIIHIIIIHM Mfl
Permission is given to Dr. ....L% QOULDN........coonissessissnasisssssessnssassnnsossasnnsnsasonsonens and such assistants as

he/she/may designate to perform Chemotherapy on.

Patient Name : ... BAY AR IR e Ageuy;(
Gender: MO FE~< IPNo: LS008 353‘“{ Departrnent *‘?d”c‘ ........ Date: ... 2.3l 2¢
TYDE Of CRBMOMNEIARY © wovsuvsressseessssssssssssssssssssss s s s

L |
i The type of reactions, nature of the major risks and complications arising from the treatment despite

L\ precautions has been explained to me. These can include Bone Marrow depression with subsequent
N infections, bleeding, nausea, vomiting, diarrhea, mouth ulcers, alopecia, fever, phlebitis, ulceration at

¥ 4

the site of injection organ injuries efc.

The doctor have explained to me about the alternative for this procedure that ............

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

| understand that no promise of cure or freedom from risk can be given. During the course of

treatment | will report any symptoms if they become bothersome.

| have read the above and have no further questions about the treatment to be given.

~
Patient Attendant : _ Witness :
Signature : (are GRS —_— Signature : SRt
Name : .. g M NAME © 1S L2 R S SO s
Relationship with Patient: ... Date & Time : ...sb3.La724. @l
Date & Time : 2al1l26. . e.z0a

Doctor (who is taking the consent) :

BL\"M{X

™ l{'a»&}hm

Signature :

Name :

|
7 | -
Date & Time : ... 23]9/26 10200

CIN : U85110 TG1998 PTC028914 www.rainbowhospitals.in







GUC-00083394 |P18-00036588

Ms RAYAH DON
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It takés & fot o treat the

BED SIPE CHECK {IST FQR WRSES

(.13

BY RAINBOW HOSPITALS
Your Rignt to a Sate Delivery

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

pate: |9\ gy,)vi 247 |2h 2\ LY &\
Doctor's Orders ‘{\9,9 . _rog " W \{w Wy  |ae> «.\g‘%h
Carried out or not Ccmxﬂ ‘ nw; Wiw @M ”;h‘&‘ e
Bed Side
Structured Handover done v :{03 iy \’\@ % vos | e
IV Site 0( d.o f\)( No 80 "\\\n \eo
CentralLines 1€ ¢ v g YW | N W [Nen [NES
Arterial Lines KA rp Ny [w© t:f 0 |NO0 | Mo
Feeding Catheter K| 0 [N | NP [No \te No
Urinary Catheter X | € |INV ND | R0 e | No
Skin Care 7 Lfcﬂ Ny | N W et [NER
Eye Care v ._fag o m Uﬁ) L‘Jp‘x yel
Mouth Care v c.f&g Yy 0 %%) @ \;95 Yo
Sterillum Bottle, Stethoscope v qaeg e ‘fcej) Yo \{\ag e s
Suction Bottle (Should be clean & empty) T ‘_fa)z b Y ;JP)) oA Yesg
Intubation Tray % t.lo NV N0 ;o we | Mo
E_ngggggdncsﬂrr‘agyés with Midazolam | t\[ v )
s il il L O s
Ventilator Tubing, (Any Water, Bood) | & [M2 | M7 [NO | o | \o | MB
Humidification £ g | NV] W0 no | N [N
((:Eaet?eklliar?g!rggrigt Preparation) ‘/ ol 7‘?’ Y/ YUs INes "[ &>
Chest Physio & Neb A T [N o oo | pio |0
Handed Over By Name : %9@‘ M \P‘%’F”' le? Reokenf M
Signature : 3%1}:“: %p % %'m %WM
Date & Time: f&:}% - ’;RJML}“\ ;‘, ) 1@“& %?;6\"
Hand Over Taken By Name : « > \}«, e 24[99\ %.[ M %{
Signature : %’9" %—M ngé‘ﬂ o QM

; L2 MBS Yaw

Date & Time % @@, ;oéé‘f/h 2 &mw







GUC-00083394 IP18-00036588 \ ) J'

Ms RAYAH DON Rai ;% .
12-04-2014 12Y3M11D (F) dinbow = = =
|: Dr, MEENA SIVASANKARAN Children’s . Blrtthght
.BYRAINBO‘WHOSPI‘I’ALS
Your Right to a Sale Delivery

i Okdens
CENTRAL LINE MAINTENANCE CARE BUNDLE CHECK LIST

Type of Liue;/ﬁblcc Line [JUAC [JUVC I Other ..o Date of Initial Line Insertion: ............ocevviivinnens Duration of Central Line: ...........covveeeveevenns

Always perform hand hygiene before accessing central line

Use Sterile gloves for handling central line

Clean the hub with antiseptic solution every time before & after it is accessed
Consider — antibiotic via central line before removal of the line

Inspect Central line in each shift for the following

Parameters Osi Shift Time | > q,,f t" il e i,\r alls \q;:: 3P RAIGEA - ap P ;i%m hdm) M\q:mf}m O3> hun-1pm
?&Z{mzéﬁnm;‘;ec{:;?;glrtrﬁ dt)oday ETY8s [INo Yes ONo | A& CINo |-21%es CNo | &fes CINo g)a‘es CINo | &¥es CINo
(Redness Swaling(f yes nform the doctor O¥es N | OYes @0 | OYes Ao | O¥es (AG] | D¥es @0 | OVes (e | DYes o
E;O;ei?;figf;rfﬁ: ;;fmr) CYes &8 | CYes N0 | OiYes #No | Cives b | Oives DN/O CYes [ULNG | [IYes o
fipi e‘;eﬁ:ii:?n‘:flﬁszgg; CYes /Mo | DiYes 4G | DiYes Mo | Cives fNb | Cives ﬁ OYes Cbg™| OYes [l
I(?f ?{g?:,'g?r; ﬁ"dﬂ%dr;y? ATYes CNo | #¥es TNo | Nes CINo fYes CNo | &fes ONo | &¥es CINo AYes CNo
oo ot s N | s o | e e | v o | s o | s | s g
'(ff‘;‘js’ﬁ,f,’;‘,‘n‘i‘zﬁg‘;ﬁgr;° N C1Yes E’@ CYes EINo | [IYes mﬁo OYes &b | CiYes m CYes TG | [Yes ,Lé’No
Dressing intact and labelled property Er@ CNo | #Nes [INo | AYes [INo A%es [INo Pfes CINo | E=Yés [INo | AJYes CINo
Central line changed on - — -

0 Fe) A Fil
Name of the Nurse Vn"‘%”;, FS;@JL‘“‘ \/cjﬂ/\r; S/.}X;‘V; % P 62 Q:%q, q.
Signature of the Nurse \%w M_)fo g %w %p’o Mm’> @, L;‘(’g-:’m (% oA

Docu. No. : RCH /FRM / CLINICAL / 081






GU(:—UWS-’S‘!M |P18-D0036588

AH DON "
T:&gou znn‘lsn () " ) ] i o .
" Dr. IAEENA 81 : . Rainbow

i T Shider © i R,g:t
CENTRAL LINE MAINTENANCE CARE BUNDLE CHECK LIST

Type of Lige;A7PICC Line [ UAC [JuvC 1[4 117 (P ———. Date of Initial Line INSErtion: ........ccocveuvervemenens Duration of Central Ling: ........cooomvmmmncines

Always perform hand hygiene before accessing central line

Use Sterile gloves for handling central line

Clean the hub with antiseptic solution every time before & after it is accessed
Consider — antibiotic via central line before removal of the line

Inspect Central line in each shift for the following

T
Parameters %me 3 J

Can we remove Central Line today - ]
(Discuss in the clinical round) \_l}‘m/aNo COYes CINo COYes CINo | CIYes CINo [OYes CINo | [ClYes [INo Yes CINo

Evidence of any inflammation at insertion site
(Redness / Swelling (If yes inform the doctor)

IYes CIN [OYes [INo [1Yes [INo [1Yes [INo [JYes [CINo IYes [INo [1Yes [INo

Blood at insertion site

(If yes inform the doctor) C1Yes @Nﬂ“ CYes [JNo | CJYes CJNo | CIYes CINo CYes CINo | CiYes CINo | CiYes CINo
ﬁ?‘;epgf;}‘;?rﬁftﬁfjﬁgg; OYes (NG | OYes DNo | OYes DNo | CYes ONo CYes CINo | CYes CINo | CiYes CINo
lf,if?;;g?nf '311“&"&01;"? \OMes CNo | O¥es ONo | OYes TNo | DYes CNo | OYes O No | CiYes CINo | CiYes CINo
’{‘l;‘; égﬁ‘[‘]?gfnﬂi']gsggg‘qs“e? OYes, e~ | D¥es ONo | D¥es O No | CiYes CINo | OlYes CINo | CYes CINo | ClYes CINo
'ﬁﬁ}’:;*‘,;g&;ﬁﬁg‘;‘;‘;‘:;}" L O¥es (Me~| DYes ONo | O¥es ONo | DYes ONo | O¥es ONo | O Yes (INo | CiYes CINo
Dressing intact and labelled properly \_#TVes CINo | CYes CINo | CYes CINo | CiYes CONo | CiYes [ No | ClYes CONo | CIYes [INo
Central line changed on \

Name of the Nurse W1
Signature of the Nurse %4/
L oﬁ""

Docu. No. : RCH /FRM / CLINICAL / 081







Ref. No. F/Picu/con /ADM /15

Rainbow: | CONSENT FOR ADMission
‘ SirthRignt | Ghildrens | IN PEDIATRy INTENSIVE
BY RAINBOW HOSHITaLs OSpita

e e | CARE UNIT (PICU)

.............................. S/0 Mr./ Ms
hereby' declare that our patient Mr./Ms ... y a&%w .................................. who is relateq to me as
...... oy s etting admitteq in the Pediatric lnrenséve Care Unit (PICU) of Rainbow Children's
fospitalon..... 92 Jafog, . o WithUHIDNo....... & AN
The doctorg have explained to me In alan

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

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

rly explained to me that 100 v g
during his / her stay in the PICU may undergo various Medical ang Surgical Procedures |ike airway
Management, Mmechanica| ventilation, centra) line inse

rtion, PICC Line ang arterial line piacemenrs, chest drain,
Or peritoneal draip insertion etg.

. I have been told by the doctors that While performing such Procedures | wil| pe informed ang aseparate consent

;' for this Procedure shall pe taken, However, in Case of any [ife tnreatening émergency if the time is not available

' ortaking informeg consent it jg implied that | give consent for various invasiye Procedure to saye the life of my
ild.

Patient Attenq t: Witness ;

Signature ; ..., g .......................... ssrsetsennaseans., Signature _,,gzr—/" e
Name : Cfe"h"f\ﬁ. Bort e st entemmmmmensns Name::....S.: Ton Non e
Relationship with Patient: MQ&?.Y ............. Date & Time : .. Qj/oﬁ}— .Qs.z{ _______
Date & Time: ... @.ﬂi( 26

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

Doctor (who is taking th@ent) :

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

Q_g/ oy (QJ}%
Date & Time:.... =~ % I

www.rainbowhospitals.in
CIN : U85110 TG1998 PTC029914
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O
[m]
O
O
(m}

O

Signature of the DOCROT wevenreeseee (WA

hg:?"anster from:
grgency O Outpatient (OPD)

"

Rainbow’ . o
Children’s @ girthRight
BY RAINBOW HQSPHTALS
o ata Soeer

Hospita

It takes a lot 19 treat the W

ADMISSION CRITERIA - PICU

O Ward O Operation Theater ORNEES, oeeassmsmesrssssss™™

Tick (v) any of the following critetia requiring admission / transfer 0 PICU

All patients requiring mechanical yentilation;
patients with impending respiratory failure;

[ Upperairway pbstruction;
O Lowerairway obstruction;
] Nvemardisease;and
a Unstable airway,

Al Paediatric patients after successful resuscitation;

comatose patients;
0 Meningits, encephalitis:
0O Headinjury:

O cerehralmalaria;
O Statusepﬂemicus:

[ Hepatic encephalopathy.
0 Poisonings: and

Alltypes of shucwhamodynamic instability:

O Septic shock,

O Hypcwolemic shock; (Bleeding emergencies such as gastrolntesﬁna\ pleeding, pleeding diathesis, dissemmated
intravascular coagulation; Cardiogenic shock; myocard'ms, cardiomyopathy. congenital heart disease Neurogenic shock;

and Multiple trauma

Cardiac arrhythmias after consulting witnthe treatind consultant

Hypertensive Emergencies;
gevere acid base disorders;
Severe electrolyte abn ormalities;

—

Diabetic ketoacidosis (Ph<T 2, altered gensorium, hyperg\ycemia}
Acute renal failure; Patients requiring acute hemodialysis, hemofitteration and peritoneal dialysis;

post-Operative patients;
! Requiﬁngvenmation;
O Unstable patients and

O post-operative patients after open heart surgery, neurosurgery, thoracic Surgery and other patients after major genera\

surgery with potentiai for resp'tratorwhaemudynamic instability;
patients requiring nitric oxide therapy,

Malignant hyperpyrexia'.
Acute hepalic failure

Severe dehydration Wwith mental stats change;

psthma requiring hourly nebulization/ getting tired with increasing oxygen requiremenﬂmemal status change.

“UNSTABLE" PATIENTIS DEFINED AS

HR < 50 0r > 160 per minute or more than Upper normal limit according to age. BP<90 systolic and < 50 diastolic an of
requiring jonotropic support. Arrhythmia or fisk of sudden arrhythmia.

signs of per‘mpnerai poor perfusion of suspicion of any type of shock.

Capillary recalltime = 4seconds.

Children Blood pressure (Syst) < (70 + (2% age “Years"].

Respiration rate < 5 per minute bel

Respiratory failure or high risk of failure or airway obstruction:

ow the normal or > 10-15 per minute above the normal range for age.

02 Saturation <90 % or need for 02 >4 Litres per minute by normal face mask. pbnormal ABG: PH < 7.05,Pa02 < 60 torr,

paC02 > 50 tort.
Distress and risk of exhaustion

change of jevel of gonsciousness:
persistent oliguria with acidosis.

Docu. No. RCH /FRM / CLINICAL / 204

GeS < 13.

[P Name of the Dcctor:%.:..... *-D"\Oﬁaq Date & T\rr%zzlw)lﬂé

s

—



:\ ———--.___,‘-“"‘—b—-___ '—'"-—-_‘_____-

Z

...... =3 e . R . b‘- L] . . .
_ cﬂ}i’dr‘é#s ‘Blrtthght

Oospital 3Y RAINBOW HospiTa, s
T takes & e 10 treat the Ui, Your Right to a S:F:nelhre;

u

Discharge to:
0 Hpoy / Step down ICU

O Intravenoys inotropic Support, Vasodilators, and antiarrhythmic drugs are ng longer required or, when applicable, low \J
doses of these Medications can be administere safely in otherwise Stable patients jn a designateq Patient care unit,

O Cardiac dysrhythmias are controlled,
O Neuro!ogic Stability with controf of Seizures.

guidelines.
O Patients With matyre artificial airways (tracheostomies} who no longer réquire excessiye Suctioning,

Signature of R sty
Name of the O

Date & -

Docu, N, - RCH /FRM / CLINICAL / 204
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" PEDIATRIC IN-PATIENT
MEDICAL RECORD

\.

Patient Name;

G
‘ N
UHID ID - M:-N-:U"ll 12Y3M'|1D iF)
r. MEEN SNASANKARAN \\

(o

1
D
Department: "= =

Consultant:

" Docu. No. : RCH/FRM / GENERAL / 085 (PTO)
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R

Pediatric Multiorgan History & Physical Examination

Age/Sex

Name: -
Relationship

Information given by:

Chief Presenting Complaints & Duration:(Chronologically)

History of present iliness :

A oeae @) tlgicdd  Mudullol lrhig

: 0
(Poads & )- non ~wNT | non—SHH -

"~ Qandand WSk

PosL gwss  dial w&ucﬂfau/omq

Yeeawl Y  in-Aify

G‘)mf?w'@d Radio ‘I‘ﬁw,apq

v/

e, adwadked Cyde 6 chowe Huapy

Qe geding v .Q_cjc}awn ] - [gNOD jwdﬂﬁt‘uu
7

ne Wb Ever [ ewalh [ codd fronit/

Chovmgye m bduaviog 0

0 awdwk -~ fogx.

Ince o whall pf dkg Yo W0 ld ouetbe

Mot D’m»x}cd /gﬁol!/ fine L&a}.ﬁ.




Patient Sticker

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

. Birth & Neonatal History: Family Chart
Teom [/ avp /BHJP - 3kge U"/ 9
’
Cige / nie ey x ” 3 doge ot
jmr' Lood etta ulislynedl Cb O
Birth & Socio Economic History: : f gyﬁd 1
About Father : :
About Mother :

Any additional Information :

Developmental History :

Wy . () .

Immunization History :

\fa--'cfwlc;! ulﬁug 2 S — (A Scded
/

Anthropometry : " '
Head Gircum (cms)—_ (Centile — ) Height (cms): _Lu2Cr__ (centile) J0% = 257
d_, - 2
Weight (kgs) _;M 8.7 €47 (Centile 3" ~10 ") &30~ 1109 m
Y-2 kg ful

BMI — |
On Examination :
LT . Jekfun o4/, 9ed KA
Temperature: — 1% Pylse Rate :__& BP I0A/6E - SP02
P .

Resp.rate and type of breathing :

Rash _ @,—) pree iw r‘n-,g;}u
Lymphadenopathy
Oedema : ; |

Allergies (if any):

(PT.0)




Patient Sticker

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

Air entry & breath sounds : BlLinvis @)

Any addes sounds :

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

Cardiovascular System :
Inspection of procordium :

&, .4 )
Heart Sounds ; =3 "é:/

Any murmur :

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

Per Abdomen :

Inspection :
Palpation : 5‘51\ L wen el
0,
Ausculation :
Spine : @) External Genitelia : -

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

Central Nervous System :
Level of Consclousness : AVPU/GCS score : GeL e

Cranial Nerves :

Motor System :
Nutriton :
Tone: ___ /~)) Power _~ 3¢

Co-ordinator : £

Posture : 1/

Involuntary Movements :
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Reflexes :

DTR

/Superficials:

I —

Plantars — ;l

Sensory System :

Bladder / Bowel :
Clinical Summary & Diagnostic: _ /
' Olag cal wedulle bl ma K\.-ﬁcffﬁ_éb
™ W h - NT / ouh - Standand Ak

pediatric Multiorgan History & thslcal Examlnation :

Cj-ctt 6 cﬁgmmaa@

Preventive aspects of the treatment: —

Desired goals of the treatment :

Planned Labs:
o Elakslytes |,
‘ o U 5w
MC‘QMUV\ {
J

!
| n e

Signature of the Doctor: . -’t%‘/*’/
1 kamk[/\ﬁ
\ Name of the Doctor: ...... ‘.T ....................................
‘ Date & Time: 073\" \15‘\01(0'”
|

Planned Management MM“{‘ n Py
Rf_%{'/\ do diome oluard

Monytor sfo [ vih:JA &
qL_u o <3ml/by [ fb*r'aof
Yo Gsplqﬁn adrunistahbn -
o giw L. fugoseMiDe 30mg v

U
Signature of the CONSUNANT: cooverumssemerseemsmmemmsissssess
Name of the CONSUHAN: ..covessessssssssssssssmsssssssssssss”
Date & Time: ..

(PT.0)




L Patient Sticker j

DISCHARGE PLANNING FORM

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

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

...........

e

5. Discharge Planning Discussed with the:

O Patient

6. Patient/Family Educational Plan:
O Educational ORI st it

03 Family Member

..........

.....

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

O Patient

Doctor Signature:

Doctor Name:

Date and Time:

[J Family Member

......

[J Others: e AR

2. DesﬂnaﬂonPostDischame: O Home
FanﬂyMenﬂ:enNoﬁﬁed(PamCammd)
O Transfer
Hospital Facifty Notified (Person Contacted)
3. Discharge Status: O Self Care O3 Famity Home Cars O3 Home Professional Assistance &)
O Needs Assistance In: Remarks
O Medication I Yes g s S s
O Bathing O Yes OW i
O Eating 0 Yes BN i
O Walking O Yes BN it mmmdio
‘0 Dressing O Yes ONo
O Toileting [ Yes O No
D3 Dietary Instruction Discussed with the:
O Patient O Family Member [ Others: ...

e

T —
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SNo patient Identification Diagnosis ) Clinical Findings Special (:nncems!lnuesligaﬂun] Recommendations ng R“{":::‘"g

. / Procedure Problems / Abnormal Results / Follow up needed Daclor Dom'“
(— ____________——_______________——-——— Rl -l Ry
e =
-~
- e .
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: it Diagnosis Clinical Findings Special Concerns / Investigations | Recommendations | Handing Receiving
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‘BirthRight‘ |

| :a#n\n Progress Noles Doctor's Order
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PROGRESS NOTES AND DOCTOR'S ORDER
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Progress Notes

Doctor's Order
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PROGRESS NOTES AND DOCTOR'S ORDER

Date
& Time

Progress Notes

Doctor's Order
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"z Ref. No. : F / HW /INVS / INPR / 02

®  [Rainbow’ | Ay NVESTIGATION SHEET
BirthRight :
samowsoions | HOS pital PRIODIEIRRNG 1 .vi.coussi5vvsimsssnsmssiosseisnivsiopsisssisinspasasaissiosogasls

Your Right to a Safe Delivery. | It takes a lot to treat the little.

AR iiviviseiinsscis CGONAST T M B F = LP. NO: fisisisisisvsssrsisoniinis
Nurse . Received
Dals investigaton Ward Signature BillNo. | pate & Signature

www.ralnbowhospitals.in







[[ Sivms, e Chitdren's | @ BirthRight

12-04-2014 12Y3M11D  (F) BY RAINBOW HOSPITALS
Or. MEENA SIVASANKARAN Hospital

AT o
- RESULT SHEET

Date A]e | 24|t
Time _pa
H lo 3

PCV )

WBC To26
NAL/k [¢ &5s(s /2
Platelets 9.04
CRP '

ESR
PCT
RBS :
- %%

K 2.9 294
Cl o>
CalMg / a 2
Phosphate '

Urea
Creatinine ».C
ALP
SGPT 19
SGOT 20
T.Bill/Conj 0.2 <%.1
T.Protein

S.Albumin
S.Globulin

A/G Ratio

Uric Acid

S.Amylase
Sr.Lipase

Blood Lactate
S.Cholesterol
PT/INR

APTT

CSF Protein / Sugar
Cells

N/L

Docu. No. : RCH /FRM / CLINICAL / 0138 : : (RT.0)

Your Right 1a & Sals Delvery




Date

Time

CUE - Alb

CUE - Sugar

CUE - Ketones.

CUE - PUS Cells .

CUE - RBC Cells

CUE

Stool Pus Call

OVA / Cyst

Occult Blood

Culture and Sensitivities : .........

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

Radiology:  USG:

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

X-Ray :

ECHO:

CT:

MRI

Others (ECG, Contrast Studies etc.,) :

-------------
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Your Right to 3 Safe Delvery

DRUG CHART
33{. [ 6 Drug Allergies: . N’(\,, Mmuwn any Drug Allergies

Date of Admission: ...
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 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 shouid be in use at any one time. 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.
SOS / PRN (As Required Medication)
DRUG : | jﬁlnm
Dose Route | Frequency |Start Datq =,

BY RAINBOW HOSPITALS

Doctor’s Signature- | Valid Period| Pharm.

Additional Instructions:

DRUG : %
Dose | Route |Frequency |Start Datel

Doctor's Signature | Valid Period| Pharm.

Additional Instructions:
. Date
HHUG 4 l“h;ne

Dose

Route

Frequency |Start Datj

Doctor's Signature | Valid Period| Pharm.

[Additional Instructions:

Docu. No. : RCH /FRM / CLINICAL / 118 Page: 1/4 (P10)
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Dr. MEENA SIVASANKARAN

HIR TR

weight, . 2.0.+.14f ward. .. P1CO... |

REGULAR PRESCRIPTIONS
o Data ) A
DRUG: J..;. Pan me 2l ;t;[ sPhY
Dose Route Frequency |Start Date
hovg | v | quh [d3hlab e
Name & Signature of the Doctor L <
Starting the Drugs: ?‘E\ LLQ 5 .P/'; o)
(MJ.-— i + 2 U Y
(- Fa
Additional Instructions:
Daily Doctor’'s Endorsement by a Sign
DRUG: SYp. LEviPIL Datet s \JouH 951 gl
Dose R;Jute Frequency |Start Date| cf /1as 59( ,}Q
3o | Qo | quh [23hla[pe/ W IEN Y
Name & Signature of the Doctor \
Starting mﬁﬂ;
i 4 L{‘v E"'/‘O)Z\
Additional Instructions: ﬂ-\\*{‘ e aN™
!wwﬁ-/ mﬂ
Daily Doctor’s Endorsement by a Sign |
DRUG : T NELRCBION  fORTE ?&tﬁfy,\? i\ T\ >
Dose | Route |Frequency |Start Date]
), o lapal | 232 Vo] /<5
Name & Signature of the Doctor . o i O Ay
Starting the Drugs: <
e
.Lﬁ%ﬂ%
Additional Instructions:
Daily Doctor's Endorsement by a Sign
DRUG: SYP- CALCIMPy pate |7
Dose | Route |Frequency |Start Date C{ /
sl | 0o | qzh .| 23k [/
Name & Signature of the Doctor
Starting the Drugs:
1 t{ J/\fl \._Q/ Y| QV
A 4 MY
Additional Instructions: Py
A0 ™ / b o)
Daily Doctor's Endorsement by a Sign

Page: 2/4
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!.-‘-9?3{&%!‘ ::m

REGULAR PRESCRIPTIONS _vieign .28 wars P -

DRUG: <. epT@ AN %ﬁ?‘; A
Dose | Route |Frequency |StartDt.| | .
foryg o | qreh lashl & BA
Name & Signature of the Doctor X
tarting the D
Starting the ruEgsL
2 ""‘4’ AN r)‘ff
Additional Instructions: i &
Qad /S‘uﬂ
lud qien on |7l )
Dally Doctor’s Endorsement by a Sign
DRUG: C A+CLUM @)_U_P‘\_le-j Date \,( 0; 'é\(y‘
Dose | Route |Frequency |Start Dt, 1 .
' Pol o0 191 Ll 14
T

Name & Signature of th or
Starting the Drugs:

Additional Instructions:

lgt lmwy = ng‘ﬂ“"

Dally Doctor's Endorsement by a Sign

DRUG: -ﬁ% -

Dose | Route |Frequency |StartDt.|

Name & Signature of the Doctor i =
Starting the Drugs:

Additional Instructions:

Dally Doctor's Endorsement by a Sign

DRUG : Datef
Dose Route | Frequency | Start Dt. y
Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by & Sign

Docu. No. : RCH /FRM / CLINICAL / 108
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P‘atient Sticker

Sheet No: .............

DRUG :

"2
Rainbow* . g
Children's ‘Bwtthght

H BY RAINBOW HOSPITALS
!-I‘uoos-ph‘laahllm Your Right to a Sate Delivery

REGULAR PRESCRIPTIONS weign . wa

Dose | Route |Frequency |StartDt.

bt

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign

DRUG ;

DaMf

Dose | Route |Frequency |Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign

DRUG ;

Date

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign
Wt ol bl Sslildeanlin Xl K

Date
Time!

Dose | Route |Frequency |Start Dt

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

_ Daily Doctor’s Endorsement by a Sign

Docu. No. : RCH /FRM / CLINICAL / 108




.. Signature

i

VERIFIED BY : N

Fatien Sticka:
Date> ]
VARIABLE DOSE @ [ Norse s [ Mhess Sy [ Murse sig [ urse sig
Dose Dose Dose Dose ! ]
Route Start Date e pa - o
Dr Sign. Or Sign. De Sign. e Sign.
Name & Signature of the Doctor i o fon .
: D Sign. D Sign. D Sign. Ox Sign.
Additional Instructions: . e o .
De Sign. D Sign. Dc Sign. Dc Sgn.
Date»
VARIABLE DOSE Tigw e i [ Toes
Doss Doss Dosa Doss
DRUG : Dr Sign, O Sign. Dr Sign. Dr Sign.
Route Start Date P el o et
Dr. Sign. Dr. Sign. Dr. Sign. De. Sign,
Name & Signature of the Doctor Do e . O
Dr. Sign. Dr. Sign, De. Sign. Dr. Sign.
Additional Instructions: Do fete e Oose
Dr. Sign, Dr. Sign. De Sign. Dx. Sign.
STAT / ONCE ONLY DRUGS
Date Time Medication °°| = “"0“‘“ Route | Signatwre | Nurses
, .
L =5 |
Page: 3/4 (PT.OY
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i s v B P
Date Time » Wc“?ﬂmmm:t - mgﬂ " Route Horgugrate Dgcigt:r Nsl.:gsne s[::;t:] |(|}-|'g D;lg:r Nsl:;]e
g\'\\f\ S' CiLnK L T p ULF AT(M- K}\f{ §
//0% T e\ DAS ]\N), b | o nw:}

—

Signature

VERIFIED BY : Name
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Whi!e administering chemoth
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HEMO THERAPY PREschp : .ON

All the chemotherapy medications arg high risk / high yert drugs-
erapy drugs watch for nausea, vomiting, rashes, uring ou

Ref. No.: F/ HW/CHEMO / PRE /20

d any local extravasation of the drug.

CIN : U85t 10 AP1998 PTC029914

]
Patient Name : LP. 1 Sheet No. Wards Weight (kg)
KA Dond \ ﬁUC--ocggg_'g?(, | plew Qe-'?t}g,q
- {
C ition of Chemoth Flow Rate Doctor Nurse Date of Doctor Nurse
RE THME lifinf{:sl;zlf‘:minﬁ:nnm?!hr:iﬂ?kg?ﬁﬂ{tc,l RoBTE (mil/hr) Sign. Sign. Stopping Sign. Sign
V!NClﬁ'ﬁT’"F (Ea ? =
Koag Lsmg  Slew
| 5 g slew | e | il 2
ABH\ZG \8’.‘)‘?\ N bolug —Qﬁ“(ﬂ,ﬁcg by !wmﬂ v /,t— K h i/@..’- @ y
i NS dut  daip s | Kagggge | 1 QY e %Dé
L % B Y -
9 w4 \ J&' mté\’-\ 2554
23"1{'2(: \Vm Las Bl N2 S 4o v 125 W'ﬂ/m ’Q#(& il DC : /‘91./ 7
' o mt Cb 20 A x 2 howy —nav i e\ 4 ")e(\ Mpivg \)@
L] A b ;
‘23’,1 {ﬁ. fi.v\\- foS AFREFPITAAT PGDF‘-’ﬁ " 1 Ly B - %\‘5"\3 %51«
IpM A [ v /l'&! ny@‘(& y @, wi g =
iwmﬂ NG NV o AN owt s be\'\ P ! g'
fpncﬂ to cigfLh ’ﬁm'] %P sy Yo
T ci o | asdto L el
93l 124 3@{\ i?\ ?iff;’ifﬁu ﬁ’* JeV 2.5 wlf (Cka &)é)}i ,ﬂ—— A%B
Ty o204 Mannite| 2o wf % houas o ’S(W lqg’o“ f
! T
4 il mg + 193 ﬂP/“ AVE %
Q%hl}l‘) %0()}\ j_u_‘ CiSPI’.F‘-T;‘)‘:/ Qo_f’g " l,}_émﬂfb\? M /,._-1;1’;;"
po & W 044 NS seond D S W i Chaad '
Tuf. 20+ ™M annito]l 2oml X hhowg ~ Y oY e I~ 4
L ‘ L(//,\/\S/\ (,2 \:‘,‘ Ly vt)uv.lg’
\]:00 \WE 6.9 GNS sgomd 4 . 26 ml ‘ V 2o Ve
3]'7|u’ | ru.d‘ Tl 20+« MANNITRL 2omd 4 s [x %kn/z % t’j:/ o \‘18'5"'1 “’;JL,,;/'
| : 2 v
I Jm_-‘ Twj. MAGNESIOM sy rinte(5e) i s K)&{w Lk > \ A
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CHEMO THERAPY PRESCRIPTION

Althe chemotherapy medications are high risk / high alert drugs.

Ref. No.: F/HW /CHEMO / PRE / 20

While administering chemotherapydrugs watch for nausea, vomiting, rashes, urine output and any local extravasation of the drug.
Patient Name : L.P. No. Sheet No. Wards Weight (kg)
L RAYAHU pon GUC-'D‘DOS?\JQH plcv 28 7y
—
Composition of Chemotherapy Flow Rate chtor Nl_Jrse Date of Doctor Nurse
wARE e (it infusion, mention mi / hr = Mog/ kg / min. etc.) NOUte (mi/hr) Sign. Sign, Stopping Sign. Sign.
la
: . ¢ + ‘ - SLI$ 8wt 24/
24 |al26 WE 0 47 (NS Bw W | asatfe > yl

AN

I Tnfe MPeneSivn SULPHATE (So/)

nhf

. m%ﬁ’r

@1 fn

sy

CIN : U85110 AP1998 PTC029914

www.rainbowhospitals.in
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,i‘fifﬁl_m_ :Tam-u—..—.; All the chemotherapy medications are high risk / high alert drugs. ' " lllm mm"”mm'"" I

While administering chemotherapy drugs watch for nausea, vomiting, rashes, urine output and any lova, CAUavasauuI Ul g uruy,

Eaﬁent Name: Pyay Do LP. No. Sheet No, ’ Wards [ Weight (kg)J

Composition of Chem otherapy Flow Rate Doctor Nurse Date of Doctor Nurse
e / ( infusion, mention mi / hr = Mcg / kg /min, et.) ROUTE (mi/hr) Sign. Sign, Stopping Sign. Sign.
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Ref. No.: F/HW/ CHEMO / PRE /20

Rambow g
ﬁhlldren s ;Blrthﬂlght
e\'lmnwmsmn.s
xngi?n:?um e Fght 3 S Deoert All the chemotherapy medications are high risk / high alert drugs.
While administering chemotherapy drugs watch for nausea, vomiting, rashes, urine output and any local extravasation of the drug.
\iﬁent Name : 1.P. No. Sheet No. Wards l Weight (ko) l
ool e P e
el |
DATE TIME Composition of Chem otherapy ROUTE Flow Rate Doctor Nurse Date of Do_c’mr Ngrse
(if infusion, mention mi / hr = Mcg / kg /min. eic.) (ITIVTII‘) Sign. Sign. Stupping Sign. Sign.
_______________________________________________________
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Rainbow"® . ——— .
Chitdran's ;erthmght CHEMO THERAPY PRESCRIPTION Ref.No.. F/ HW / CHEMO / PRE /20
.':.?.igﬂtm. Gy All the chemotherapy medications are high risk / high alert drugs.
While administering chemotherapy drugs watch for nausea, vomiting, rashes, urine output and any local extravasation of the drug.
Patient Name : I.P. No. Sheet No. Wards Weight (kg)
Composition of Chemotherapy . Flow Rate DO.Cl(lf Nl:lfse Date 1(}1 DC!CTOF Nl:IfSB
DASE THHE (it nfusion, mention mi / hr = Mcg / kg / min. etc:) ROUIE (mi/hr) Sign. Sign, Stopping Sign. Sign.

CIN : U85110 AP1998 PTC029914 www.rainbowhospitals.in
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Ralnbo ‘BirthRight" CHEMO THERAPY PRESCRIPTION Ref. No. : F/ HW / CHEMO / PRE / 20

BY RAINBOW HOSPITALS

Hospltal o i 3 e All the chemotherapy medications are high risk / high alert drugs.
While administering chemotherapy drugs watch for nausea, vomiting, rashes, urine output and any local extravasation of the drug.
Patient Name : I.P. No. Sheet No. Wards Weight (kg)
Composition of Chemotherapy ; Flow Rate Dactor Nurse Date of Doctor Nurse
DATE ; : . ; 4
A HNE (if infusion, mentian mi / hr = Mcg / kg / min. efc.) HOUTE (mi/hr) Sign. Sign, Stopping Sign. Sign.

CIN : U85110 AP1998 PTC029914 www.rainbowhaspitals.in
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MEDICATION HEGONGIU?TIDN FORM
DIUG AUBIGIBS: revvvvvsssssssescsssssssmmmmmminsssssssssssssssssssssens 'J\. " jZ/NtLt known any Drug Allergies

Medication Reconciliation will be done at the time of admission and also whenever there is change
in the treating team or shifting from one unit to another unit.
(Example: at the time of admission stlﬁ;jg {rom 1CU to Ward, or Ward to ICUs)

SN FROM: . L T PO
{ v
| oN
MEDICATION NAME DOSE ROUTE LAST DOSE
SN0 | (GENERIC NAME CAPITAL LETTERS) | (mg, meg) | (PO, NG, SC, IV) FREQUENCY | pare /Time | ) gpuemiNg
1 ? w qslhe et oo
Syp. LEvIPlL lwhﬁ/ﬂd 2 ¢ ) ;
2 . p— 231f2¢ tare OoC
CTTNGWWDNMQA f—t—1tS e v O
3 SYP- caLcimAx T 1S SN | 5 p2ly /lz =€ 00
LAt
: U
4 T. Sepran v | ——] mlie | @& 00C
O (st 3 ) .
Y R (7
5 / ¢ One
s

6 / Cic Coc
7 / ¢ Ooc

7

8 / ¢ ooc
9 A Oc Ooc
5 o oG

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

Doctor Name & Signature : %‘bd}ﬁw%
L 1 T [
Nurse Name & SIgnature: ........oewescsmnsins

Date & Time : )3[1(15

Docu. No. : RCH /FRM / GENERAL / 080
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T;un::;::mﬂ 12‘-'3"120 ®» T Rainbow"® ® n: el
] Children's BirthRight
J llll“\lllll\lllll\llllll\lll\ll\l Hospital _ | () zzzeonesns

MED|CATION RECONCILIATION FORM

Drug Allergies: .........couuveunenne N ..................................................... O Not known any Drug Allergies

Medication Reconciliation will be done at the time of admission and also whenever there is change
in the treating team or shifting from one unit to another unit.

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

SN FFOM: oo LU ShIftEG10: o SP floy 505)
| IO o | RO | e | ATONSE | i
1| Ty paA~Top hory |\ ®n £1C O0C
ﬂ_\’ 2 | Syf AEOPIL 2.8~ | pO Q1>H gt ooc
3 | T NEOMB\OFLF_& \ $0 ©D a7t 0ooc
¢ | aqp FENITL N e b ere oo
5| €. sepThAR gory| PO |@:I B¢ 00c
6 dc anbnc

7 e Oc ooc

o 8 \ Oc Ooc

9 Sl 0Oc¢ ooc

=

10 S Oc Ooc

* C- Continue, DC - Discontinue

MEDICATION HISTORY RECORDED / VERIFIED BY
Doctor Name & Signature : ... ?Q-*—"’“‘ LRagbs

Date & Time : ... .2.“!'} / 2h...

TPk, Q/ﬁm
Date & Time : ........... llth]?lﬂ .

Docu. No. : RCH /FRM / GENERAL / 080

Nurse Name & Signature:
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\ ['m ﬂu "m . No. RCH M/ CunioaL /126 | Children's Observation & Hospital .svmum wospaLs
Early Warning Scoring Chart Rkt et e T inntne by
‘ EARLY WARNING SCORE: CHILDREN’S UNIT
[Date QWAL Timei%ﬂ%?ﬂ NN URWNCT T T T T T T T T T T T TTTT]
IDw"”N“'S”FW"FGMW"?I EroacdEsaEREEEESEEEEE - = EE
04
103
102
101
Temperature 100 e
(R 9 ) Ui ]
X i
30 sl e
/'“- =5 =
g7
86
™ %
. 94
180
Heart Rate 180
(bpm) 170
| 160
an 150
f 140
Blood Pressure 130 - _ .
mmHa) * 120 t @3'
(mmFp) 110 X ﬁ ‘4\
Note: 00 e TS &
BP does not score  gg df‘q '&3
in early 70 o ue NV,
i i 60 " ] e Y
anmg scoring & 2 &
Heart Rate (Number) | \oug™™ v\ \ S \UwA
70
60
Resp. Rate (bpm) ig
(Over 1 Minute) *
® i OB
1
Resp Rate (Number) 2% ) Q& YA
Resp | Mod/ Severe s =)
Distress | None / Mild [y i+~ i ' & v
Repeiving 0, (I/min) K.\ ep ' 4
0, Baturations (%) 427 9 p~r, \o Ot/
Conscious | Normal v U - |
Level Altered - 3
GCS * K gl ALY \$\\>
TOTAL SCORE é
Nufmber of shaded boxes | © o [¢)
Pain Score 0 ® [
Observer's Initials A » q (W
Score 1 h:ontinue normal observation by staff nurse
ACTIONS Score 2 . Shift in charge nurse to be informed and continue hourly observations
NB: Scores 3 should be | Score 3 : Shiftin charge AND ER doctor/Floor Registrar to see and half hourly to hourly Observation to continue.
recorded overleaf Score 4 : Shiftin charge AND trealing consultant(till 8 PM) or On call night duty consultant to see
Score 5 & 6 : Shiftin 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.

I T I - T
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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 éxperience 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.q. 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 subsequentaction initiated

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

Date Time Early Warning Score Date Time Name

|f 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.

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

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

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

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

RECOMMENDATION : | need you to ... come to see the child in the next (XX mins) AND | s there anything | need to
do in the meantime ? (e.g. stop the fluid/ repeat observation)
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m " ”H”mlm" ,m ml” "m - Early Warning Scoring Chart s 1 ot e e

EARLY WARNING SCORE: CHILDREN'S UNIT

....A,...T.ma@w o0 Nl (200 NSO B [ | [ ] [ [ ]

|vmmursmmnvconcem?| EEFT T P e b o L
04
i

[ |
[ ]

102

101

Temperature 100
(]
o [ =
) ® g2 zﬁ‘—f
98 —]

i

)
C
96
95
Q', 94 1
190
Heart Rate 180
(bpm) 170
T 160
an 150
140 —
Blood Pressure 130 —— % \a
mmHa) * 120 : Al
{ | Q] i10 \‘— %'% ‘/‘ !‘_.QB Z p) = ]
100 "\ Y O\
Note: a0 N N S \
BP does not score g i & C i
in garly 70—t =
wa?ning scoring &0 _T& - \ 1-:*0 \ )
i 5 I & W
Hedrt Rate (Number) | 4 asvpel [MLLN v\ (b
70
60
Resp. Rate (bpm) 50
(Over 1 Minute) * 40
30 3 5 ) y
- 2 T Tt
& 7
Resp Rate (Number) | 9hbpmn b | _Quign,
Resp | Mod/ Severe ] ¢
Distress | None / Mild | “— = 7 e NP 7
Receiving 0, (/min) 2 7588 15 B )
0, Saturations (%) o7 o) AG -, ade \@
Conscious Normal v v vV | ="
Level | Altered ; o
Ge§ * 1 &L N Wy | ST
TOTAL SCORE
©
Nurber of shaded boxes 9 Q ® © 0
Pain Score 2 2|, o) ) ©
Observer's Initials S ZIEE 2N
Score 1 . Continue normal observation by staff nurse
ACTIONS Scare 2 . Shiftin charge nurse to be informed and continue hourly observations
NB: Scares 3 should be | Score 3 : Shiftin charge AND ER doctor/Floor Registrar to see and half hourly to hourly Observation to continue,
recqrded overleaf Score 4 - Shiftin charge AND treating consultant(till 8 PM) or On call night duty consultant to see
Score 5 & 6 : Shiftin charge AND PICU fellow or PICU consultant to be informed.

* NB: If EGS 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 ofthe 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 subsequentaction 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 achild’s clinical condition toa colleague.

| IDENTITY: | am (name), a nurse on ward (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.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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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.

o ulglet Intake Output

V Site
Date | Time 0"}1‘}{}% Route NG | Diarrhoea | Vomit |Drainage | Urine T%g‘”?ﬁ*’ ,ﬁ::gg;,
| Mouth v N.G
08:00 am
09:00 am_
10:00 am
11:00-am
12:00 pm
01:00 pm
Total Intake : Total Output :
02:00 pm I l _4_1
03:00 pm
04:00 pm
05:00 pm © ~e :_o“q Aok In ol ©
06000m [Qpu P |&owent | # - bl
07:00pm [4a41s 1800V l J 12 |
Total Intake: 8 povnL - Total Output : vl
208:00pm |1y 9y | Dowd 195w 2ceWl| O a9
03:00 pm Lo.cw) L e P>
10000m | aa g (20w | 12gm) e | © |
11:00 pm Do oM | © ‘5\'./
1200am [ Wap | coud| ) 2 1o |a
01:00 am "'J;.\&\, 1wy 0 |/
Total intake : (oo W | e : Total Output: £ F-0 vl
T2 vap [-2nul 4o\ O
[ 03:00am ~ 0 Tbe Q
04:00am |\ 9, | 2w 125W ) |
0500am| - | o | (L
| [0600am | e | 20wl 125W 5 | Pl
i | 07:00am | 1. Nosw| "I | l Lo i '.
| Total Intake: L gowﬂf“ﬁbg‘mt‘ — Total Output:_ 241949 MU i
Total 24 hrs. Intake } L 630 F\ | F@lal 24 rs. Output | | ,\LOM : J

Docu. No. : RCH /FRM / CLINICAL / 092
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2. Add up each column Separately. Make additions across the page to obtain 24 hrs. total of intake and output.

Docu. No. : RCH /FRM / CLINICAL / 092

. Output v She
25 |32t Intake . .
Date | Time g% Route NG | Diarhoea | Vomit |Drainage | Urine | Phiebltis Nerss
Mouth | 1V | NG
4))
0800am m ¢ ke[S 00m | st Aoty no -
09:00 am \arwd ngpxq -
10:00 am 'Ce P00 e ‘:A
11:00 am 1A > g L)
1200mm |3y gy | fodmd [1acens Sl
01:00 pm o0 '
Total Intake ; oo MW -p 2w Total omm: éé!mo —
nzfnupm dufce %i 5 w| o 22/
| ﬁgz:‘mn D aoM| © e
' D
s aw ggﬁ\q e | @
06:00pm | bk | Doond] ﬂr;\’&f o
. .| 07:00 pm : o1 =
Total Intake: - ol 43Tl Total Qutput 5 M{f —
T lged) | o [UZ
09:00pm [Stu X | Joom!] BL 2
10:00 pm (2151 ; 1 - 2
11:00 pm tloom %!f’ = M
1200am | {490 | | gpeel nﬁml\ T2
01:00 am 0O — a \
Total Intake : Zooal + Apomn Total Output : 354‘060' .
02:00 am Bﬂm’ = U‘
03:00 am fo 2 e
ot . )22
m 3 :ig: j&h‘iom\ 8 (JH"'{’ :
[0 ] [0 [30pm } .
Totalintake: Oy ) | + —ob M Total Qutput : )!ftorﬂ] '
0 )
Total 24 hrs. Intake 1,500 rt\\ . Total 24 brs. 0wtpt | 9, b q
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Z | Diagnosis: (,-('6\ E-H(G-é e C CLL%@ ﬂ%‘iﬂ% L‘Anylnfectlon CYes CINo /ﬁotKnuwn
E Cy ede _@ CAZMY TR If Yes SPeCify: .......coeeee. N
& | Surgery/Procedure: NIV PostOPDay: N\&-
= | Date \/ b ! g v
= Shift 02w |9 . |2 W DY E
&% | Medical Conditi
g (A%y%pec?aln coggition to be noted): NUEQ(‘ dw ' |\I MM Nﬁ MLM
= | Diet w*%wgf ML Thapkens | Nod G TR
Allergy: O Yes Z No| 1 Yes oo | 0 Yes #K0 | T Yes LM | = Yes ¥No | = Yes ~ bloT
Ventilation (RA, NP NIV, VENTI): RAR- | Rh | PP 08 s en - |
Tubes/Drains/Catheter. D Yes ZAD | Yes 0400 | 0 Yes, o | 1 Yes, /KNG | 0 Yes ¥No| = Ves ‘wMid]
£ | Vital Signs: Temp: | ME Aag, CY'T"W' Qsc B F g3 -s i3
= Res: [19PP™ | ofJM [ (&af [ 8Dl | V6 |96 A+
@ Sp0;: | 100/ oY | tes /" | 100/ 00X Qb=
Z Pulse: | Qo bPM ”,_,‘_L'/;f Vesi[—| 96bln | 98}/m | qgpl%
BP: [AcT7 (&) 1) v [“U/ag Toe™D 1Y 09| bo(63)
oc: | ashs 1T sli€ Twle | e | 1515 s\
Fall Risk Score: | )&% A 4 P 4 4
PainScore: | @l | | o | \o olo o|10, | elWw@
Skin Integrity | XOFout frrdaed  [Dtee | Tdel fm wkack
Safety Needs: |<-76s 1 No [rVes 1 No | Yes I NojCAes 0 No | Yes O Yes tAlo
Physiotherapy: | NA O | NP N N P" VL
g Others Specify: [~ Yes <o | - Yes @fo |0 Yes @Ng |1 Yes 0 Ner| 2 Yes flo| 7 Yes iAo
3 Special Diet: Neuivdpor { 4o W”i@gg NPl IR0 Py
E Critical Lab Test / Values: NI éj;\ |k | ® € ;J;] ) Ak
E [Other Special Orders / Medications: | - Yes (0 |~ Yese™ No | C' Yes #/No | 0 Yes~TNo | i Yes #Ko| ~ Yes = Mo
& |PU Prophylaxis: “Yes\ Ao |- YesAo 1Yes Zfp |0 Yes #No | Yes Ao |- Yes =100
DVT Prophylaxis: I1Yes fDNE o Yes Zﬁa C Yes 7 No |- Yes oo | O Yes ;!ﬁo 1Yes A |
ADL (Dependent / Non Dependent): |Qopondiowt’ w Ditcadt Ver 11 [Doksnloal M& _
A N
Post Operative Procedure Special Orders: | Nyl \- 0..\\ \)V e o ] Mbl
Handed Over By Name : (¢ A - \)‘yfﬂ (gpm[{r]% U f V2.t
Signature /10 : g:nﬂb“ o [V st W%ﬂm R
Date: 931 |24 Qn) 48| ouy| ol ;AHI:LB oy|9bb [0gi#lat
g @20 1 LT 0o | @y3fm@de
Taken Over By Name : A \},L : am w@:, j’ Q_,\x{/ Dot
Signature / 1D ; S V"@”’;j:s( er - o>uwl | 2t
Date: o 93‘9,[0. e q,g Ibb | 2yl #l2r 4~
Tgne: 0 @AY | @B @A) 1@ gy | 2
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Rai 'gé' " Patient's Name:.......cccomeumsnsmsnmessssssssasssssassisnes
alnbow . " - GUC-00083384 1
Children’s @ BirthRight MRD NO:.... st DON ,m,,mm“ ...... _—
Hospltal . BY RAINBOW HOSPITALS Dr. MEENA SIVASANKA " o
ospliel | W | TN 07
FPHLEB'TIS ASSESSMENT J \Consultant .............................................................. )
CANNULA 1 CANNULA 2
Date : Q 5 ‘ "1__(0 Time: b-’qum Date : Time:
Location : ) Location :
Size : 'q){(.xf \weo Size :
Cannula inserted by : Cannula inserted by :
Date | Time |Phiebitis [Infiltration m’:‘g:’:gop sign || Date | Time |Phiebitis |infitration] N9 | Sign
o [ T T el ves v [ v e gt T I O T o e
A |Oves EroT Oves Dno{Pabent] o D vy | OYesTINo | OYes Eito %ﬁ—@__,
o P |ovesMo]| Oves Ss| rhm DYes&iNo| OYes @No
V1 D) |OYes G | Oves&mo 5 O t7W | DYes Odo| OYes Dvo| o ?@
L,;‘gy\ OYes @NG[OYes 216 %u &E(&- hm OYes &0 | OYes8iNo Wy | %_
. |Oves Bx6 | DYesTNo | pt T SEd Y am OYes Otto| OYes.ONo| ¢
Eﬁ/ DYes.BNG| OYes.BR0] k. - k4 ﬁlg_m OYes [IN6| OYes&No
Ee;,/ A 9!]:\\") DYes ONo| OYes ONe LAU\ \ i OYes ONo| OYes ONo
VT 6 ol Oes ONo | DYes B30 pe b : DYes ONo| DlYes ONo
_ Ao [O¥es ONo | OYes o ; B OYes ONo| OYes ONo
vy | OYes Obo| OYes BNo OYes ONo | OYes ONo
Q) |OYes 2o OYesB10| Ay~ OYes CNo | OYes ONo
6, | OYes Do EYes 2Ko| o | o] OYes CINo| CYes ONo
) DYes @G | OYes Sho ! OYes ONo| CoYes ONo
’9% OvYes B | Oves Bo| (57 7 OYes ONo| OYes ONo
~ 1, Vi |oves oo [ oves 20| [l |Xdhan OYes CNo| OYes ONo
£ 0 oves gyl Oves oo e v f TP £, | DYes ONo| OYes ONo
9 ;’M OYes X6 | Oves 36| () , OYes ONo| OYes ONo
1) Pev |OYes OlYes O6| b DYes ONo| OYes ONo
2.5|qi24) 12 p|Dves Elo | Oves GH6 anud [P OYes ONo| OYes ONo
0 _|OYes o | CiYes P! 0 _ OlYes ONo | OYes ONo
1, aw  |Oves@ffo|Oves B0 | Oigexd & DYes ONo| CIYes ONo
Lpen, OYes @Ko | OYes 06| s @ DYes ONo| OYes ONo
gpr |Dves B0 [Oves2No | pho ved & OYes CINo| OYes ONo
\2poves un&’d:vagpi‘o e ve| 2 — OYes CNo | OYes ONo
O om OYes Do I:IYesﬂﬁEDhg\»(.L Q’L [Yes ONo | OYes ONo
Ao | Dves 216 | Oves B0 © by vt | OYes ONo | OYes ONo
Cannula removed : OYes CNo, if yes date and time : Cannula removed : OYes TINo, if yes date and time :
RX any initiated : OYes ONo ONA If Yes specify- RX any initiated : OYes CONo CINA 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.LP. SCORE (VISUAL INFUSION PHLEBITIS SCORE)........ Next page




( PHLEBITIS 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 |Infiltration In:::r::]"ﬂgm Sign Date | Time [Phlebitis Infiltration m"“"'“’i Sign
DYes ONo | OYes CINo 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
OYes ONo | OYes ONo OYes ONo| OYes CNo
DYes ONo | O0Yes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | CYes CNo OYes ONo | OYes ONo
OYes ONo | CIYes CINo OYes ONo | OYas ONo
OYes ONo | OYes CINo OYes ONo| OYes ONo
OYes ONo | OYes CONo OYes ONo| OYes ONo
OYes ONo | OYes CNo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes EINo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes [ONo | OYes [INo
OYes ONo | OYes CINo OYes CINo | OYes ONo
OYes ONo | OYes ONo , {OYes ONo | OYes ONo
OYes ONo | OYes CINo . |OYes ONo | OYes ONo
DYes ONo | OYes CONo OYes ONo| OYes CONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes CONo
OYes ONo | ClYes ONo OYes ONo| OYes ONo
OYes ONo | OIYes CNo CYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
DYes ONo | OYes ONo ClYes ONo | OYes ONo
Cannula removed : OYes CINo, if yes date and time : Cannula removed : OYes CINo, if yes-date and time :
RX any initiated : OYes CINo CINA If Yes specify- RX any initiated : CYes CONo CINA 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) )
0 1 2 3 4 5
IV site appears healthy eO\l‘i\I‘F ag{ the following is :vvrdtje :Lf the following is g:.lla :1: éhe following is 21\;[(; :{:tlga ndfog;s::‘r:;givl:: :VLL”:; !t: ;QMI:
# Slight pain near LV. | % Pain near LV. Site | # Pain along path of | % Pain along pathof | % Pain along path of
site or slight redness | # Erythema cannula % Erythema | cannula # Erythema | cannula # Erythema
near LV site # Induration # Induration # Induration # Induration
# Palpable venous cord : ;:E“ﬂ? venous cord
RESITE/ REMOVE RESITE /| REMOVE RESITE / REMOVE INITIATE TRETMENT
&SERVE CANNULA | OBSERVE CANNULA CANNULA m%? ;‘:Toussuan ?QSR‘:“.E;Q lézrcuusu:am mrrg L:A REMOVE )
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THE HUMPTY DUMPTY SCALE 1g), 0}, 237t 401

DATE | DATE | DATE | DATE | DATE
PARAMETER CRITERIA SCORE [y | 5 MTE

Lessthan 3 years old
3tolessthan 7 years old
7tolessthan 13 years old
| 13 years old and above

' Male

Female

Neurological Diagnosis

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

Psych/Behavioral Disorders

(Other Diagnosis

Not aware of Limitations

Cognitive Forget Limitations

Impairments o tedt0 own ability

History of Falls or Infant-Toddler Placed in Bed

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

Factors Patient Placed in Bed
Outpatient Area
Response to Within 24 hours
Surgery / Sedation| Within 48 hours

~

Age

219 17272 [q_

iGender

L s l—= =MW

— 1M |0 oo o |eo | e |eo |— o |w|—lro]| w |a(=ro|ow|=]r

Anesthesia More than 48 hours/ None 1 4 v [\ \
Sedatives (Excluding ICU patients sedated and paralyzed) :
Hypnotics
Barbiturates |
edication Phenothiazines !
Wsage Antidepressants
Laxatives/ Diuretics
Narcotics
One of the Meds listed above
Other Medications / None § \ 3 ¥y
Total T3 A r4 L lg
Intervention: -Fall Risk: Low Humpty Dumpty Score = 7-11, Umﬂmﬁw/numpw Sclre = w%ﬂhave
Bedin low position | & [ [ [
Call device within reach Xl [ [/ T
Wheels Locked A e Ol ¥ [
Room free of clutter \/, il -\‘/ v
Adequate lighting Yl B W Y
Wheel chair support v A v
Other Intervention(s) Specify Nl X % X L
Nurse's Name: QU . I\ m WR

R,
’:?_.r:,’ﬂ Jf"
IR
2K

i §

Signature:

EN
==

Date: Q.‘)l'? 311

Time:

v

5
2
.
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THE HUMPTY DUMPTY SCALEQ.J..MM o Bl

DATE | DATE | DATE [ DATE | DATE

PARAMETER CRITERIA SCORE N [ e ~

Lessthan 3 years old I '

Wge 3tolessthan 7 years old 3 '

' 7toless than 13 years old 2 [n_Is |l | 3~
13years old and above 1 i 1
Male 2

faes Female 1 [y \ \ t
Neurological Diagnosis 4 ‘
Alterations in  Oxygenation (Respiratory Diagnosis, 3

Diagnosis Dehydration, Anemia, Anorexia Syncope / Dizziness, etc.
Psych/Behavioral Disorders
Other Diagnosis \ \ } !
Not aware of Limitations ! J ‘

Cognitive Forget Limitations

Impairments

Oriented to own ability

History of Falls or Infant-Toddler Placed in Bed

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

Factors Patient Placedin Bed

Outpatient Area

Response fo Within 24 hours

Surgery / Sedation| Within 48 hours

=D |00 (D |0 oD o G o |[— I o[ —ro] o [ |—=|ro e |—|ra

Anesthesia More than 48 hours/None | y | :
Sedatives (Excluding ICU patients sedated and paralyzed) ' { v \
Hypnotics
Barbiturates
' aifizatiia Phenothiazines
Jsage Antidepressants
Laxatives / Diuretics
Narcotics
One of the Meds listed above &
Other Medications / None | { }\ \__
Total 9 ‘1 1
Intervention: -Fall Risk: Low Humpty Dumpty Score = 7-11, High Risk Humpty Dumpty Score = 12 or abovd
Bedinlow position Vv~ | WF | & g
Call device within reach 27 | o | N | R
Wheels Locked — o | v |
Room free of clutter , v e | el
Adeguate lighting r V. | e - |
Wheel chair support X | x N
Other Intervention(s) Specify L -
Nurse's Name: \921;3‘ @/\ géj Q‘\%
- A - O‘ A
Sinare: Cal Al
Date: 14 qg\‘k o
ime: DA [
Time gy B oy i)
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PAIN ASSESSMENT FORM R .
Date Time Pa(i;{fco;re Location Duration Acuity Character ’ m‘g Pw Intervention Sign
O Continuous | O Acute OShap ODul | O Increasing | O Yes = 2.
oel 2 '09[’“'\ Blis | = - | ofmtie | ik 0 Acting ] Buming | O3 Decreasing | T No N %ﬁ
= O Continuous | OJ Acute O Sharp O Dull O Increasing | O Yes o C'{_Q‘,.—eﬂ-
.%l?{?i- QF‘" o/“’ O Intermittent | 0J Chronic | CJ Aching [ Buming | [J Decreasing | [J No = ,%{gg;;,
t - O Continuous | J Acute 0 Sharp 1 Dull O Increasing | I Yes r _%
;111};,’“ 1941 0w O intermitient | O3 Chronic | CJAching 3 Buming | O3 Decreasing [ 1 No o™
O3 Continuous | OJ Acute [ Sharp  OJ Dull [J Increasing | O Yes e : !
E}ql:ﬁ’&fa M NP | | it | Ciwee | I3k 00 Buming | O Decreasing | 01 No %g@
DO Continuous | O Acute 0O Sharp 7 Dull O increasing | O Yes ——
2;1{7,)5 Lfm [o])o — | O mtermitient | O Chronic | CIAching 01 Buming | O Decreasing | 01 No .:ﬂ% .
, O Continuous | [J Acute 0O Sharp O Dull O Increasing | O Yes T
Q.H (#128 Lo | © b@ — | O Intermittent | OJ Chronic [J Aching [] Buming | [ Decreasing | [J No . @’\g‘?ﬁ
’ O Continvous | DActe | CJShap CIDul | OO increasing | O3 Yes i
osl#ae | Qpr| ol | — | O memitent | Covonc | DActing [0 Buming | 1 pecreasing| o B 2
O Continuous | [J Acute 0O Sharp O Dull O Increasing | [ Yes i | Q.
g/\g\?ﬁ% St Ofto| — | O memitent | Ocwonc | DActing 01 Buming | O Decreasiog | D6 = ;Eg%\,\
e O Continvous | ClActe | OShp CIDW | O Increasing | O Yes = , 8
%\ doanjelo| — D) Intermittent | O Chronic | [ Aching [ Buming | [ Decreasing | BrNo %
. O Continuous | CJ Acute O Sharp 3 Dull O Increasing | \3 Yes w)l %
%/; }979’7‘ 0/ &4 O Intermittent | ) Chronic O Aching [J Buming | [J Decreasing \CI/::

Re-assessment

Frequency:
1. Every eight houwrs for afl hospRalized patients.
2. For post-surgical patients, patients with chronic pain. palient with severe pain:
2)  Atleast every 2 hours for the first 24 hours
€} Pror io pain pain-relieving intervertion.

Docu.No: RCH /FRM / CLINICAL / 152

b)  Then every 4 hours.

d)  Within 30 - 60 minutes afler pain relief intervention.

(PT.0)
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PAIN ASSESSMENT TOOLS

FUACC PAIN ASSESSMENT SCALE (1 Meath te 7 Years)

Mumerical Pain Scale (Obstetric aad Gynecology)

1 1 1 1 1

@@@@@@

mnsuum

I 1 i L] 1
3 4 5 6 7

O ——

Wong - Baker (Pediatrics) Abeve 7 Years

mt&m mmm

SCORING
CATEGORY
(] 1 2
5 ; Occasional Grimace or Frown, Frequent 10 constant frown,
Face No Particular expression or smile withdraw, Disoricnted quivering chin, clenched jaw
Legs Normal Position or Relaxed Uneasy. restless, tense Hicking, or legs brawn up
. Laying quietly normal position, uirming shifting back and
Activity moves easily ﬁ:m tense Auched. right, or Jerking
Moans or whimpers occasional Crying steadily. screams of sobs,
Cry No Cry {Awake or asieep) complaint {requent complaints
Reas:'.medby occasional louching,
Consolability Conte., relaxed m'!&.‘;’ being talked 1o, Difficut {o console or comfort
Mesnatal Pain, Agitatien and Sedation Scale (uplo 1 Month)
P  Sedation Hermal 5 Pain / Agitation
Criteria
2 -1 (] 1 2
Crying No Cry with painful | Moans or cries Appmmmuw Imitable or crying at | High-piched of sient-
Irritability stimuli minimally with painful| irrital intervals consolable | continuous cry
simufi Inconsolable
Behavior State | Noarousaltoany | Arowses minimally 10 | Appropriate for Restiess, squining | Arching, kicking constanty awake
stimui stimuti gestational age Awakens frequently | or
No spontaneous Littie spontaneous Arouses minimally / no
movement movement (not sedated)
Faclal Mouth s lax Manimal expression | Relaxed Apprapriate | Any pain &gression | Any pain expression
Expressien | No expression with sEmuli intermittent continual
[xtremities | No grasp reflex Weak grasprefiex | Relaxed hands and | Intermitient Continual clenched
Tane Flaccid tone decreased muscle | feet dlenched toes, fists | toes, fists, or finger
tone Normal Tone or finger splay splay
‘ Bodyisnottense | Body is tense
Vital Signs HR | No variabiiity with | Less than 10% Within baseline or | Increase 10-20% | Increase greater than 20% from
RR,BP. 320, | stimui variabiity from normal for from baseline basefine, Sa0, less than or
Hypoventilation or | baseline with stimuli | gestational age Sal, 76-85% with | equalto 75% with stimuiation -
apnea stimulation - quick | slow recovery Out of sync of
recovery fighting ventilator

g
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RAYAH DON : ¥
— / = m — uv am110D  (F) Ref. No.: FHW/BRO-Q/NSG/4 y
- - \ Palient Name: ... - wceus SIVASANKARAN  coovvcoveeronsiene saiseresasnsepararsre
Rainbow’ @ ri e BRADEN 0 SCAL
ch“dnn's Blr‘lhRight o s , “ue AI—— [
Hospital_ | @@= (for Paediatric use) F
Date: 23 ,'? 14123 Hou I
1. Comphetely bmmoblie: 2. Very limitad: 3, Shightty Benited: 4. No Emitations: S t
| Doss not make even slight changes | Makes occaslonal sfight changes in Makes frequent through slight Makes major and frequent changes in
Mobility In body or extramity position body or extremity position but unable changes in body or extremity position position without assistanca. zr
without assistance, 10 comgletely tum sellindependenty, | _independently. Lf-
2. Chalrfast: - 3 Walks occasionally: 4. All patients too young o ambulate; !
b Y Abilty to walk saverely imiled of Walks oceasionally during day, but for | OR wallks requenty:
Activity The degree | 1. Bedfasi : non-exstent. Cannot bear own weight | vary short distances, with or without |  Walks outside the room at least twice 2
of physical aivity” | Confined to bed and/or must be assisted info chairor | assistance. Spends majorityof each |  day and Insida room at beast oncs every l‘f Lr
whegichalr.” shift in bed or chair. 2 hours during walking hours. J‘ lf
2. Very Bmited: 3 SHghtly Bmlted:
mmﬂ moin. fineh responds to only palaful stimuli, cannot |  Responds to verbal commands, bul 4. Mo impairment:
rasp) to palnful stimull d'u; 1 communicate discomlort except by cannol always communicate discomfori |  Respands to verbal commands.
Sensory Percaption :fhEinI:fnd \evel of consclousness or | MO3NING o restiessness; OR, has or need to be turned; OR, has some Has no sensory deficit that would imit 4 '
sedation, OR, fmited abity to feej | 5400y impairmant thatflmits the sensory kmpairment that limits abifty | ability to feel or communicate pain or J‘i
ot it of e oc e ;::l?‘mlpwmdimmum totee pa, ordiscomfort i ove o discomfort. Qf
1. Constantty molst:
Moisture Degree . 2. Very moist: . nolst 4, Rarely moist:
:u which :f:mf:::lr;h;n%ﬂ ::I:nﬂs:;“: Skin is often, but not ahways, moisL. ;’m is mu" enoial, rexulfing Skin Is vsually dry, routine diaper
skin Is exposed Dampness is detected every time Linen mustbe changed at st evsry " | tnen change svery 12 hours. changes; linen only requires changing q H 17 q
to moisture patient is moved or lumed. QUrs. every 24 hours.
FRICTION-SHEAR 2. Problem: 2. Potentlal problem:
Friction Occurs when Aequires moderale to maximum Moves freely or requires minimum :brlmmmlim i

assistance in moving. Complete lifting

assistance, During a move, skin

Skin moves against 1. Slgnificant problem: . ]
support surfaces Spasticity, contracture, fiching, o without sliding against shests is probably shides to some extent against position change, moves in bed and in
Shear Occurs when agitation leads to almost constant impossible. Frequently slides down in sheets, chair, restraints, or other chair independently and has sufficient Lf ,Z,
skin and adjpcent beny thrashing and friction. bed or chalr, requiring Irequeni devices, Maintains relative good position| miscle strength to fifs up completely
surface slide across repositioning with maximum assistince.|  In chair or bed most of the time but during move. Maintains good position
one another occasionally slides down. in bed or chair at all timas."
1. Very Poor: 2, Inadequate: :
NPO/or maintzined on clear liquids, s an d';t of tubs feedi N 3. Adequate:
of Vs for more than 5 days OR ek E::Sw:u wdﬁ;‘,’:"a‘“gﬁpaéd Is on tube feedings or TPN, which e RO
albumin < 2.5 mg/dl OR naver eats minerals lor age OR albumin < 3 moyal | ProYide adequate calories and minerals na n;:mm FI providing adequate
a complets meal. Rarely eats more lor aga OR eats over half of most meals. calaries for age. For example, eats L‘,
Nutritional Usual = OR rarely eats a comglete meal and most of every meal, Never refuses 2
than half of any lood oifered. Eats a total ot 4 servings of protein
Tood intake pattern Proteln intake inchides only 2 'n;:dera:r e:t: Pt:nzlagw‘alkr:a!t n'l any (meat, dalry products) each day. meal. Usuzlly eats a total of 4 or more
servings or meat or dairy products only ; s:rn'ri:;us z, nl:e:t ar d::yudes Dccasionalty will refuse a meal, {Slcr\’inlgs of mean 3nd dalry products.
per day. Takes fluids poorly. products per day. Occasionally will but will usually take a supplement if a“" onally eats between meals.
Does nol take a liquid dietary 2 offered. oes not require supplementation.
take a dietary supplement.
supplement.
1. Extremely compromised: 2. Compromised: 3. Adequate:
Vs Pistuiion i Hypotensive (MAP < 50 mm Hg, Normolensive axygen saturation may Normolensive oxygen saturation may 4. Excellent:
sue Pe :“swn < 40in a newborn) or the patient be < 95%; hemaglobin may be be < 35%; hemoglobin may be Normolensive, oxygen saturation L{_ 41
Oxygenation does not physlalopically toferale < 10 mg/dt; capillary refill may be < 10 mg/dt; capillary rfill may be > 95%; normal ho; capillary refill
pasition changes. > 2 saconds; serum pH is < 7.40. 2 seconds; serum pH is normal. < 2 seconds.

HighestRisk : 7 | HighRisk:8-16 | MildRisk:17-21 | No Risk:22-28

y
TOTAL SCORE I o9 |RE |
Evaluator's Name @, ﬁ;? \/L),L&: M
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EMERGENCY ROOM TRlAGE F

{F)

Patient's Names :

Rainbow® _ _—
Children’s @ BirthRight
Hospital . BY RAINBOW HOSPITALS

e dS 110

Time of Arrival :

Alergies:
OWerents I Others (Specify)

Source of Information :

Yes [1Food [J Medications [ Blood Transfusion [ Other (SPBLIY): woovvvrsaimmarmrasssscsssssssssaisssans

—

O Not known

Moda of Arrival :

latory 3 Wheelchair O Amb
et

$p0; O[ﬁ‘[ -

ulance

A

Inltial Vital Signs:  Temp: ... PR:.
Chief Complaints: tﬁm %ﬁ

INITIAL PHYSIOLOGICAL CATEGORIZATION
Appearance '
I:EM“Arculaunn / Colour
ormal (0 Abnormal [ Bleeding

Work of ing

ormal
O Decreased

Sick Looking

mﬂ{lommm STATUS
e
O Uns@:ﬁ:\/
t — Lite - Threatening

[ Life —Threatening

O Increased
[ Gasping / Apnea

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

* (TAS - Canadlan Triage and Aculty Scale

Triage Classification CTAS
[J Level1: Resuscitation 0O immediats

[0 Level2: EMERGENT: Life or limb threatening O <15min -
[0 Level3: URGENT : Significant iliness / injury with potential to become life or limb threatening D 30mn

[0 Level4: LESSURGENT : Significant iliness but not life threatening L‘J/ﬁ min

0 Level5: NON - URGENT : May receive care when convenient O 120 min
NOTE : All immunocompromised children and preterm babies to be considered Level 2. %"@b—

Sig

i Parent / Guardian
Triage Completion TIme : .........iw. 1AL

Communicable Disease Triage Screening

PART A. The following questions should be asked to all
patients at the initial screening:

1. Have'you had fever (elevated temperature) in the past 2
weeks

2. Have you had cough or a rash in the past 2 weeks OVYes Dy
3. Have you had shortness of breath or difficulty breathing in O Yes Oflo

the past 2 weeks
:g(
OYes Q_up/

OYes 0

PART B. For patients reporting fever and respiratory/rash
symptoms: [ Not applicable

Have you ftravelled outside the INDIA? or had close [OJYes
contact with somaone who has recently travelled outside
the INDIA, in the past two weeks?

If yes, State LOCAHON: 1vuuuirveesssismissssmmssssssmsssssssssisssssess

Are your parents / close contacts at home is/a healthcare
worker? {please encircle the choices} (e.0. nurse,
physician, ancillary services personnel, allied health
services personnel, hospital volunteer, or laboratory
worker, others) who has had a recent exposure to an
individual with a highly communicable disease or
unexplained, severe febrile respiratory or rash disease?
Name of Triage Nurse : ...........

S T .

Dacu. No, : RCH /FRM / CLINICAL / 085

1.

PART C. A positive communicable disease triage screening s
considered for any patient who meets one of tha two
following criteria:

[ Any patient with Fever / Rash / Vesicles / Discharge from Eyes
and Cough

[0 Any patient with fever and respiratory symptoms who answered
“YES" to any of the questions on epidemiologic risk factors in
“PART B of the triage screening above.

PART D. ACTION / INTERVENTION: (for positive suspected
communicable disease triage screening)

Patients should be immediately isolated in a negative pressure
room or a single room (as appropriate) for pending evaluation.

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

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

oo O

Signature of Triage Nurse : (&ﬂ(}*f‘
\Si

RM &The
MO&A%&V\ Age: l‘)\t&‘&%’\ Gender: DMaieUE)ﬁ:ﬂﬁ\e/ f
1QQWN...
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Rainbow .

\

: i ’ BirthRight
O . GHFR LICAL 162 DOCTOR'S SHIFT CHANGE HANDOVER FORM ke R B!
T Lakes 3 kot to bresd the Rile. Your Right toa Sale Delivary
BAlEE e sy Department: ... asmsssast T scecesnransnamsnrsmsssrosssesnssinssrebevisissss
o e Diagnosi linical Findi Special Concerns /Investigalions | Recommendations |  Handing |~ Receiviag
S0 Patient Identification / P:ng:lﬁ:e n:r:blemsngs e a,f A:n“ncnerml Resulls / Follow up needed DTcle;r Dg:f;r




Docu. No. : RCH /FRM / CLINICAL / 162

)

d

DOCTOR’S SHIFT CHANGE HANDOVER FORM

2z
Rainbow®

Children’s ’ ‘ BirthRight

Hgspita] BY RAINBOW HOSPITALS
It takes 2 fof L breat the Fitfe. Your Right 1o 2 Safe Detivary
1 R DENMIRNE s e T S seeicssmssimassscaisam i Sn it
i Diagnosis Clinical Findings Special Concerns / Investigations | Recommendations Handing Receiving
- Patient Idenlification / Procedure Problems / Abnormal Results / Fallow up needed qu:':te;r I}?::?;r

—
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Rainbow' | @ BirthRight
PATIENT TRANSFER FORM Hospital e ey
ﬁ%é:% Douas;::::a:: ° " Date & Time of Admission Date & Time of T[A\'I tr)der
\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\ 97| 15%@%
Treating Constltant Name Transfer Ordered by Reason for Transfer
A\ \ (AN ~ W\
b the pae | P
From Unit To Unit

te

P\CY

Information to Aftendant
Yes No[]

Number of Sheets in Clinical File

(&)

Number of Imaging Films

i\

Personal belongings including
clinical documents. If any handed
over to attendant -

Yes[] No[]

If yes, what ?

Medications / Consumables / Surgicals / Hand over

Sl.No. ltem Name Quantity

: 7

z- i

3. / -
A /

: /

Shifting Summary / Notes Written h{e Doctor :

Yes[ No[]

C tpuwsead

uﬂg lardowra — (‘jff

{_‘,dmo

Name & Signature of Person who is Transferring

S,

Name of Person Ordered Transfer

Patient & Clinical Records Received by :

Bate & Time of Patient Received : oQ b‘v} EQC 1 ‘_Fvg‘aw

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

(] Unavailable Bed

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

[ ] Nurse not Available

please tick the reason mentioned below :

(7] Available Bed not ready







GUC-00083394 |P18-00036588 e
Ms RAYAH DON -
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Children’s \ .Blrtthght“

T chidrers | g Bithiigh
PEDIATRIC ED DOCTORS ASSESSMENT (IN-PATIENTS)

Admitting Doctor : ........ :t? s M“"‘ ........................... Date: ...... 33]?/1@ ............
Type of Admission: CJOPD ©ER O Referral (if referral, DOCIOr'S NAME: ...o..iivuesmsmmmmismssmmms s
Start Time of Assessment: ... J0. A ..cc.vereeen Weight: LogTlead
I 100 T L0 3 R R———E S SRR
Chief Complaints: .. Pediatric Assessment Triangle
CO&U .Mj' M,‘,ﬂfotg aﬂ-—gwfq A Appearance - TICLS ........... JML ........................
24 %fﬂﬂﬂ'ﬂw -
i O Normal
fraes B C GCirculation {
: O Abnormal
Breathin
U Pallor O
O twos Cyanosis O
/tj v WOB Motting O3
0  Normal Bleeding O
O  Gasping/ Apnea

Initial Physiological Status: &-Stable O Unstable Any urgent interventions needed: [J'Yes 1 No
‘: Life Threatening [ EYES woroossossssseesssssesssssestss st ss s s ssssssssens
Non Life Threatening CJ
T T E 3 (5110 5 AR————————E RN
N T L L 100 0 AR TR UUL
T
Primary Assessment E A@g
] [+
; Any urgent interventions needed Yes Mo~
Airway BT Open y urg
[ Maintainable YRS coviievineiiimmmnsrinnisisssn st bissssans e sanaassiass s
D NOt Maintainab]e .............................................................................
< 7Breathing f fa ) ‘ ‘ o
Rate: ..... 2@ naln ‘\0 Sp0, on FiQ, ....... i Any urgent interventions needed:  Yes  No
Rhythm: ....... 5525 o FYES ©oovroossseseeessssssesesessiesssessssessessess s essssessssnns
Retractions: [J Suprastemal OICR O SCR
O Stormal | O Supraclavioular CINGSAl Flapg. o s
Hgspiratory Noises: jsmdor O Wheezing DGrunting ............................................................................
Air Entry; ......E4, 7 T L i Sl
Palpation FINGINGS (If NECESSANY).....ocvrrrrrssssssmmssssisssssssssssnnss S

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




R

Central ...

®

Circulation

BP: fQ?/GS' mmHg
Central ..

oo g~

Pulse Volume: |:
Compensated

I: Hypotensive

Muffled Heart Sound: [ Yes
Engorged Neck Veins: [J Yes

HR: o2l oFr

Murmurs: O Yes

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

If in Shock: Any Signs of

J No
O No

Penpherat

Any urgent interventions needed: [J Yes_C3No

/< 3 A

O No

Liver Span: ..o,

Heart Failure: (I Yes [ No

aes: IS, aveu M
Pupls: I: Responsive [T~ Non-Responsive [

Size ’: Right P
Left .|.........

Active Seizures: [ Yes

@

Disability

—

Yes  No
OO v WU S 0

Any urgent interventions needed:

ONo  Sugars: ...
Signs of Neurological COMPrOmISe «.................oo.......

979f.m
O No,

ExposureQ Temp.: .
Any Rash: O Yes
ACtive BIEed ..o
Lacerations [J Abrasions OJ
Describe: ..o,

Any urgent interventions needed: [JYes ClNo—
| R—

If yes describe the rash .............ooooevoovvooooo

bruises OJ

O Respiratory Distress
0J Shock - Compensated CJ
OJ Cardiopulmonary Arrest

Final Physiological Status:

Secondary Assessment:

[J Respiratory Failure
Hypotensive O
Eﬂemndynamically Stable

[ Respiratory Arrest

Head to toe examination with positive (L

Labs Planned: ......

o Mandi

Treatment Planned:

™

..W....u."..nu .
B T P T

Need for Oxygen: CJYes [ No if yes  Low Flow O

High Flow O PPV O

Final Diagnosis with possible Differential Diagnosis (If necessary): ...........cooouoone....

Assessment done by
Name of the Doctor: ..

.:. wa/LG

Signature: .. %
Date & Time: ...2311.126._ (5. Oﬂ‘“’\

. B

Sr. Doctor on Duty (If necessary)
Name of the S DOCION: .........cvvveereeereeereess oo,

SIONAUE: oo
Date & Time: ..............
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o RAYAH DOW Rainbow . _
e g 2T D Children's | & BirthRight

LT S e
NURSING INITIAL ASSESSMENT IN EMERGENCY ROOM

Date : ng Time of
ANe. ng“& ([ L.O\!\m \(mp.ru RSt

Chief Complaints: ... (

Height: .......... o Weight: . 9-@ r&’ﬂw e HeEad Circumference (<2 years) ...l

Mlergles: OYes OGO Medications [ Blood Transfusion O Food O3 Other-

If yes , identify N L\ mseessesm btL mssseiicsseastsssesestss I

Pain Screening: (] Yes O No If Yes, Pain Score O[ID Pain Tool Used: CON Pass [ FLACC D/l;aker
O Character .........7......... O Location ... ... O Frequency .........oammeee 03 Duration .o

RISK FOR FALL: Functional Screening: Dﬂ Abnormalities Detected

[ If patient is < 6 years O Mobillity Problem '
E(ﬁgk«balow fall risk intervention directly O Walking Problem
piserere il O Developmerta Delay

History of Falling: within past 3 months OvYes * EHIO/ O Musculoskeletal Congenital Abnormally

Ambulatory Aids: ' D/ Inform consultant for positive criteria
* Wheelchair - O Yes B}p/

* Uses furniture for support O Yes No '

Gait/Transferring: < PR ———
[ Dodeest mmobie C e g’ff Nutrional Screening: (23§ Aonormaltes Dt
* Weak O Yes 0

OO  Underweight
Impaired OYes Cifio. N O
Mental Status: Forgets limitations O Yes Gﬂo/ e
O  Feeding Problem
;:Fal‘:'is FI::‘ :::;;:GORY = RISK FOR FALLING O Specialdiet
'_Eecort while ambulating _ O Speciafeeding method
[@ Assist Patient Inform consultant for positive criteria
B}é:;cata patient and family on fall precautions/prevention

Psychological Screening: Significant Findings

Unusual concerns about patient's Psycthogica[ Status: COYes [ONo

It Yes Consultant Notified: P‘)‘B j Q,é) (Date/Timey. .................. !/QQ.M ........
Social History: LivesWith................ ffnﬁ@'ﬂ_

Siblingsinhousehold (] Yes [JNo (ifyes How Many?)..
Time of Initial assessment completed by ER Nurse : !G" m QW)

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




Time Nursing Notes
tm\m: ' &
(_@ NQ "CW ,
aAGoA  Ad b
L%l LQ j Lbl l}&ﬁd s
%\Y\ : . 5 %
0o FR \ﬁ%ﬂi‘ ‘m Pic
Samples collected by: Ml \ Time: M )
Samples sent by : Time: ( )
Medication given in ER:
%ﬁt‘%/ Medication Route Dosage & Instructions Dgi‘g:r g‘,‘gﬁ
—— |
Condition of patient at time of shift - out : Detalls of Shift - out W
HR: . \ﬁf) BP lﬂ‘l [6l R\G%‘Z?& T
. th 0{1 d Time of Shift - out: .... Al .SSM
Temperature Handover given to: .... M (@.TQD.,Q b
Pain Score: Q\m (Nurse's Name)
Repeat RBS (if applicable): f

Tick as applicable: O MLC OLAMA COBROUGHT DEAD

Procedures done with details (if any): ...... P‘CL @ b‘ﬂ@ll’&ﬂl

Name of the Nurse : Signature of the Nurse : ............ WE

........ iy

Date & Time : .




e S——

2z

- | Childranss | @ BirthRight

PATIENT TRANSFER FORM _ Hospital e
G:IC 00083394 ms-ooa::ss B ]

i ¥ iieors " .~ Date & Time of Admission Date & Time of Transfer Order
i T aslarg - 26
iy AR A Lt

Treating Consultant Name Transfer Ordered by Reason for Transter
IP. Moona. DR Meem Q) vagtn mnl%r‘{j
From Unit To Unit { 1 Information to Attendant
2 Fos Eth Flo Year ™ o
Number of Sheets in Clinical File Number of Imaging Films Personal belongings mcludmﬁ
clinical documents, ff any handed
over to attendant
_ 1 Yes[ ] No .
If yes, what ?
Medications / Consumables / Surgicals / Hand over
Sl.No. item Name Quantity
- Tm C'-L(QPL Sov g H\m
4 /J Miekn, 200 fha } i

. Tl P homG\V ™~

Shifting Summary / Notes Written by Doctor:  Yes 7~ No[ ]

Name & Signature of Person who Is Transferring Name of Person Ordered Transfer

T Betton () D o

Patient & Cinical Records Received by - m&
6" % 5\ \'v‘r(&g

3 WAL !
flé"a'\

Date & Time of Patient Recelved -

" lha transfer order time & Completion time is more than 30 minutes, please tick the reagon mentionad below :
Unavailable Bed (] Nurse not Avalable (] Avallable Bed not ready

Docu, No. : RCH /FRM / CLINICAL / 102
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T s e, | @ siomihe
AR vREY Hospital_ | Q) musmonodrus

NURSING INITIAL ASSESSMENT FOR PICU

Date of Admission: ... 22 7 IZ‘G

Source of Admission: CJOPD [ Ward thﬂ Er

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

Reason for Admission:

Admission Diagnosis: ....
Accompanied By: %t OGuardian O OtherName ;

Primary Language: [J Telugu O English O Hingi LD—Oﬁr Specify
Doyou require an interpreter? [JYes Ona7/

Allergies: [J Yes m Medications O Blood Transfusion CFood CIOther: ..o.ooovvevr
Ityes, identify................_ Pl =P
Source of Information: [ Family 'O P ant D1 Others, SPecify ............oooosss
Past Medical History Past Surgical History Last Hospital Admission

Hlo claswal Qva—hfb,kmﬁ 4 | R chimo U(,fdz

mactulle, bloton o, orge ekurdr|  prd- @
o - ¢ 95| b | 2026

5“?“”&/@ Jods, &

s'ﬁm%m Family History: .......................... s et o

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

Has the child or close family member had recent contact with acommunicable diseass? [1Yes ,?ﬂla
Ifyes pleaselist, ...

Was the child's birth normal? E]/és CINo  IfNo, please describe problems: ..........

Are the child's immunization upto date? Cves LTig

Taking Medications? B{l O No
CURRENT If yes, Fill the reconciliation form

MEDICATIONS Medicine brought to the hospital? Ms\ ONo

Observations: _ Weight '28'7"}63 w. Head circumference (2uegys oG = EomaTBND VI
Tomp.: ... ALE HR:.. c) Lbﬁ?’-" .................... b I 3[ 2644 *'Q,H
Pain Score: .. JUQ Specify Site: .. ... (Follow Pain Assessment Sheet & Document)

Fall Risk Assessment: ;M‘(\ ONo  Score:........ GTQ:-" ........ (Document in the Humpty Dumpty Sheet)

Risk of Pressure Sore (Braden Q Score .............. &n?f ........... ) (Document in the Braden Q Assessment Sheet)

Dacu. No. : RCH/ FRM / CLINICAL /122 | (RT.0)




Patient Sticker

Behavioural Status on Admission:
OSleeping O Crying q,oalﬁ . DbDistressed/Consolate 0 Drowsy

FUNCTIONAL SCREENING: If a patient needs assistance with any of the following nform corisultant

O Mobility problem O Walking Problem . [ fig/bnormality Detected-

O Developmental Delay [J Musculoskeletal Congenital Abnormality
Inform consultant for positive criteria

NUTRITIONAL SCREENING:

O Underweight O Overweight O Special Feeding Method

O Feeding Problem O Special diet .Z@ Abnormality Detected
Inform consultant for positive criteria

Psychological Screening: Eﬂslgniﬁcantﬁndinus

Unusual conserns about patient's Psychological Status: O Yes Z(N}
If Yes Consultant Notified: .............. oo (DEE/TIME): oo

Social History: Lives With m...oc.eee Davent$....

Siblings In household E@‘\ CINo (ifyesHOWMNY?) ..o v

.........

Orientation has been given regarding the follbwing aspects:

CAOBandinsitu

[J-Bédside safety explained
ICU Routine: Doctor's rounds/Medicationtime
Visiting policy explained
Orientation givento: O Family (0T LT e D —— RN

Name of Person Orientation was given to: M’° ™

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

Orientation NOt GIVEN REASOM: .....cc..epssurmrissmmmsmmssssssssssmasssssssssssssssissasssssarsssssssssssssss

NUrse NamMe: ...vovveveenbomridle R s s NurseISanature:............. b gw o LI ity SRRSO
Date & Time: ........ 3\"‘ ZL@I.J\'.]S'G‘JM

DISCHARGE PLAN

Source of Information. [ Family O Friend

Will patient require transportation arrangements to go home: OvYes 0ONo

Will Physiotherapy requireathome: ClYes ~ OINo '

Is home medical equipment anticipated: 1 Yes O No

Is home oxygen therapy anticipated: (3 Yes O No

Are dressing needs athome anticipated: ~ CJ'Yes  CINo ‘

Any umerneeqS anticipated: ) Yes [ No IfYes Specrty .......

Discharge Medications: CJYes (1 No
DELAIS: .vvovereacreasssssnssnssnnssbasssssssnsmnssensssnssasssnsis
Final Diagnosis: .......ccoumnene

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

Nurse Name: ... : kA NUFSE SIGNAMUIE . .ovccvscvsssseessssrens
Date & TIMIE, cuvsreeeeerireneresssisnssssrsnesssssssssssssnsssmssssnssnass '

----------




